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Ins 3.01 Accumulation benefit riders attached to
health and accident policies. Except where such rider is used
only on a policy replacing the company’s own policy, and so
recites, no rider providing for accumulations of benefits will be
approved for use upon any policy of health and accident insur-
ance, whether it is proposed to issue such rider with or without an
additional premium. Such rider operates as an aid to twisting the
policies of another company in such manner as to make its use a
direct encouragement of this practice.

Ins 3.02 Automobile fleets, vehicles not included in.
Individually owned motor vehicles cannot be included or covered
by fleet rates. The determining factor for inclusion under fleet
coverage must be ownership and not management or use.

Ins 3.04 Dividends not deducted from premiums in
computing loss reserves. Premiums returned to policyhold-
ers as dividends may not be deducted from the earned premiums
in computing loss reserves under s. 623.04, Stats.

History: 1-2-56; emerg. am. eff. 6—22—76; am. Register, September, 1976, No.
249, eff. 10-1-76.

Ins 3.08 Municipal bond insurance. (1) PURPOSE.
This section implements and interprets ss. 601.42, 611.19 (1),
618.21, 623.03, 623.04, 627.05, 628.34 (2), 632.14, and 632.17,
Stats., for the purpose of establishing minimum requirements for
the transaction of a type of surety insurance known as municipal
bond insurance.

(2) Scope. This section shall apply to the underwriting, mar-

keting, rating, accounting and reserving activities of insurers
which write municipal bond insurance.

(3) DEFINITIONS. (a) “Annual statement” means the fire and
casualty annual statement form specified in s. Ins 7.02, Forms
22-010 and 22-011.

(b) “Contingency reserve” means a reserve established for the
protection of policyholders covered by policies insuring munici-
pal bonds against the effect of excessive losses occurring during
adverse economic cycles.

(c) “Cumulative net liability” means one—third of one percent
of the insured unpaid principal and insured unpaid interest cov-
ered by in—force policies of municipal bond insurance.

(d) “Municipal bonds” means securities which are issued by
or on behalf of or are paid or guaranteed by:

1. Any state, territory or possession of the United States of
America;

2. Any political subdivision of any such state, territory or pos-
session; or

3. Any agency, authority or corporate or other instrumentality
of any one or more of the foregoing, or which are guaranteed by
any of the foregoing.

(e) “Municipal bond insurance” means a type of surety insur-
ance authorized by s. Ins 6.75 (2) (g) which is limited to the guar-
anteeing of the performance and obligations of municipal bonds.

(f) “Municipal bond insurer” means an insurer which issues
municipal bond insurance.

(g) “Total net liability” means the average annual amount due,
net of reinsurance, for principal and interest on the insured amount
of any one issue of municipal bonds.

(h) “Person” means any individual, corporation for profit or
not for profit, association, partnership or any other legal entity.

(i) “Policyholders’ surplus” means an insurer’s net worth, the

difference between its assets and liabilities, as reported in its
annual statement.
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(4) MINIMUM CAPITAL OR PERMANENT SURPLUS. The minimum
capital or permanent surplus of a municipal bond insurer shall be
$2 million for an insurer first authorized to do business in Wiscon-
sin on or before January 1, 1984, or the amount required by statute
or administrative order after that date for other municipal bond
insurers.

(5) LIMITATIONS AND RESTRICTIONS. (a) Policies of municipal
bond insurance shall be issued only to provide coverage on bonds
of the type defined in sub. (3) (d).

(b) A municipal bond insurer may not have total net liability
in respect to any one issue of municipal bonds in excess of an
amount representing 10% of its policyholders’ surplus.

(c) A municipal bond insurer may not have outstanding cumu-
lative net liability, under in—force policies of municipal bond
insurance, in an amount which exceeds the sum of:

1. Its capital and surplus, plus
2. The contingency reserve under sub. (9).

(d) A municipal bond insurer may not have more than 25% of
the principal amount which it has insured represented by the prin-
cipal amount of municipal bonds issued primarily to finance prop-
erty for use in a trade or business carried on by any person other
than a governmental unit, and secured by a pledge of payments to
be made by the person or of revenues to be derived from the trade
or business.

(6) PREMIUM. The total consideration charged for municipal
bond insurance policies, including policy and other fees or similar
charges, shall be considered premium and shall be subject to the
reserve requirements of subs. (8) and (9).

(7) FINANCIAL STATEMENTS AND REPORTING. (a) The financial
condition and operations of a municipal bond insurer shall be
reported on the annual statement.

(b) The total contingency reserve required by sub. (9) shall be
reported as a liability in the annual statement. This liability may
be reported as unpaid losses or other appropriately labeled write—
in item. Appropriate entries shall be made in the underwriting and
investment exhibit—statement of income of the annual statement.
The change in contingency reserve for the year shall be reported
in the annual statement as a reduction of or a deduction from
underwriting income. If the contingency reserve is recorded as a
loss liability, the change in the reserve shall be excluded from loss
development similar to fidelity and surety losses incurred but not
reported.

(c) A municipal bond insurer shall compute and maintain ade-
quate case basis loss reserves to be reported in the underwriting
and investment exhibit, unpaid losses and loss adjustment expen-
ses, of the annual statement. The method used to determine the
loss reserve shall accurately reflect loss frequency and loss sever-
ity and shall include components for claims reported and unpaid,
and for claims incurred but not reported, provided:

1. No deduction may be made for anticipated salvage in com-
puting case basis loss reserves.

2. If the amount of insured principal and interest on a
defaulted issue of municipal bonds which is due and payable over
the period of the next 3 years exceeds 10% of a municipal bond
insurer’s capital, surplus and contingency reserve, its case basis
reserve so established shall be supported by a report from a quali-
fied independent source.

(8) UNEARNED PREMIUM RESERVE. A municipal bond insurer
shall compute and maintain an unearned premium reserve on an
annual or on a monthly pro rata basis on all unexpired coverage,
except that in the case of premiums paid more than one year in
advance, the premium shall be earned proportionally with the
expiration of exposure except as provided under sub. (12).

(9) CONTINGENCY RESERVE. (a) A municipal bond insurer
shall establish a contingency reserve which shall consist of alloca-
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tions of sums representing 50% of the earned premium on policies
of municipal bond insurance except as provided under sub. (12).

(b) The contingency reserve established by this subsection
shall be maintained for 240 months. That portion of the contin-
gency reserve established and maintained for more than 240
months shall be released and may no longer constitute part of the
contingency reserve except as provided under sub. (12).

(c) Subject to the approval of the commissioner, withdrawals
may be made from the contingency reserve in any year in which
the actual incurred losses on municipal bond insurance policies
exceed 35% of the earned premiums on municipal bonds insur-
ance policies except as provided under sub. (12).

(d) A municipal bond insurer may invest the contingency
reserve in tax and loss bonds purchased pursuant to 26 USC
832(e). The contingency reserve shall otherwise be invested only
in classes of securities or types of investments specified in s.
620.22 (1), Stats., except as provided under sub. (12).

(10) CONFLICTS OF INTEREST PROHIBITED. No municipal bond
insurer may pay any commission or make any gift of money, prop-
erty or other valuable thing to any employee, agent, or representa-
tive of any issuer of municipal bonds or to any employee, agent
or representative of any underwriter of any issue of the bonds as
an inducement to the purchase of, or at any time there is in force,
a policy insuring bonds, and no employee, agent or representative
of the insurer or underwriter shall receive any payment or gift.
However, violation of the provisions of this subsection does not
render void the municipal bond insurance policy.

(11) TransITION. Unearned premium reserves and contin-
gency loss reserves shall be computed and maintained on risks
insured after the effective date of this section as required by subs.
(8) and (9).

(12) LAWS OR REGULATIONS OF OTHER JURISDICTIONS. When-
ever the laws or regulations of another jurisdiction in which a
municipal bond insurer is licensed, require a larger unearned pre-
mium reserve or a larger contingency reserve in the aggregate than
that set forth in this section, the establishment and maintenance of
the larger aggregated, unearned premium reserve and contin-
gency reserve complies with this rule.

History: Emerg. cr. eff. 6-5-84; cr. Register, October, 1984, No. 346, eff.
11-1-84; am. (3) (d) intro., (5) (c) and (9) (c), Register, March, 1986, No. 363, eff.
4-1-86; correction in (3) (a) made under s. 13.93 (2m) (b) 7., Stats., Register, July,
1999, No. 523.

Ins 3.09 Mortgage guaranty insurance. (1) PURPOSE.
This section implements and interprets s. Ins 6.75 (2) (i) and (j)
and ss. 601.01, 601.42, 611.19 (1), 611.24, 618.21, 620.02,
623.02, 623.03, 623.04, 623.11, 627.05 and 628.34 (12), Stats.,
for the purpose of establishing minimum requirements for the
transaction of mortgage guaranty insurance.

(2) ScopE. This rule shall apply to the underwriting, invest-
ment, marketing, rating, accounting and reserving activities of
insurers which write the type of insurance authorized by s. Ins
6.75 (2) (i) and (j).

(3) DEFINITIONS. (a) “Amount at risk” means the coverage
percentage or the claim settlement option percentage multiplied
by the face of amount of a mortgage or by the insured amount of
a lease.

(b) “Annual statement” means the fire and casualty annual
statement form specified in s. Ins 7.02, Forms 22-010 and
22-011.

(c) “Contingency reserve” means the reserve established for
the protection of policyholders against the effect of losses result-
ing from adverse economic cycles.

(d) “Equity” means the complement of the Loan—to—Value.

(e) “Face amount” means the entire indebtedness under an
insured mortgage before computing any reduction because of an
insurer’s option limiting its coverage.
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() “Loan—to—value” means the ratio of the entire indebtedness
to value of the collateral property expressed as a percentage.

(g) “Mortgage guaranty account” means the portion of the
Contingency Reserve which complies with 26 USC 832 (e) as
amended.

(h) “Mortgage guaranty insurance” means that kind of insur-
ance authorized by s. Ins 6.75 (2) (i).

(i) “Mortgage guaranty insurer” means an insurer which:
1. Insures pursuant to s. Ins 6.75 (2) (i), or

2. Insures pursuant to s. Ins 6.75 (2) (j) against loss arising
from failure of debtors to meet financial obligations to creditors
under evidences of indebtedness secured by a junior lien or charge
on real estate.

(j) “Mortgage guaranty insurers report of policyholders posi-
tion” means the annual supplementary report required by s. Ins
7.02, Forms 22-090 and 22-091.

(k) “NAIC Ratio—Investment Yield” means net investment
income earned after taxes from the annual statement divided by
mean invested assets.

(L) “Person” means any individual, corporation, association,
partnership or any other legal entity.

(m) “Policyholders position” includes the contingency reserve
established under sub. (14), the deferred risk charge established
under sub. (13) (b) and surplus as regards policyholders. “Mini-
mum policyholders position” is calculated as described in sub. (5).

(n) “Surplus as regards policyholders” means an insurer’s net
worth, the difference between its assets and liabilities, as reported
in its annual statement.

(4) DiscrRIMINATION. No mortgage guaranty insurer may dis-
criminate in the issuance or extension of mortgage guaranty insur-
ance on the basis of the geographic location of the property or the
applicant’s sex, marital status, race, color, creed or national origin.

(5) MINIMUM POLICYHOLDERS POSITION. (a) For the purpose
of complying with s. 623.11, Stats., a mortgage guaranty insurer
shall maintain at all times a minimum policyholders position in
the amount required by this section. The policyholders position
shall be net of reinsurance ceded but shall include reinsurance
assumed.

(b) If a mortgage guaranty insurer does not have the minimum
amount of policyholders position required by this section it shall
cease transacting new business until such time that its policyhold-
ers position is in compliance with this section.

(c) If a policy of mortgage guaranty insurance insures individ-
ual loans with a percentage claim settlement option on such loans,
a mortgage guaranty insurer shall maintain a policyholders posi-
tion based on: each $100 of the face amount of the mortgage; the
percentage coverage; and the loan—to—value category. The mini-
mum amount of policyholders position shall be calculated in the
following manner:

1. If the loan—to—value is greater than 75%, the minimum pol-
icyholders position per $100 of the face amount of the mortgage for
the specific percent coverage shall be as shown in the schedule below:

Policyholders Policyholders

Position Per $100 of Position Per $100 of
Percent the Face Amount of Percent the Face Amount of
Coverage the Mortgage Coverage the Mortgage

5 $0.20 55 $1.50
10 0.40 60 1.55
15 0.60 65 1.60
20 0.80 70 1.65
25 1.00 75 1.75
30 1.10 80 1.80
35 1.20 85 1.85
40 1.30 90 1.90
45 1.35 95 1.95
50 1.40 100 2.00

Ins 3.09

2. If the loan—to—value is at least 50% and not more than 75%,
the minimum amount of the policyholders position shall be 50%
of the minimum of the amount calculated under subd. 1.

3. If the loan—to—value is less than 50%, the minimum amount
of policyholders position shall be 25% of the amount calculated
under subd. 1.

(d) If a policy of mortgage guaranty insurance provides cover-
age on a group of loans subject to an aggregate loss limit, the poli-
cyholders position shall be:

1. If the equity is not more than 50% and is at least 20%, or
equity plus prior insurance or a deductible is at least 25% and not
more than 55%, the minimum amount of policyholders position
shall be calculated as follows:

Policyholders
Position Per $100 of

Policyholders
Position Per $100 of

Percent the Face Amount of Percent the Face Amount of
Coverage the Mortgage Coverage the Mortgage
1 $0.30 50 $0.825
5 0.50 60 0.85
10 0.60 70 0.875
15 0.65 75 0.90
20 0.70 80 0.925
25 0.75 90 0.95
30 0.775 100 1.00
40 0.80

2. If the equity is less than 20%, or the equity plus prior insurance
or a deductible is less than 25%, the minimum amount of policyholders
position shall be 200% of the amount required by subd. 1.

3. If the equity is more than 50%, or the equity plus prior
insurance or a deductible is more than 55%, the minimum amount
of policyholders position shall be 50% of the amount required by
subd. 1.

(e) If a policy of mortgage guaranty insurance provides for lay-
ers of coverage, deductibles or excess reinsurance, the minimum
amount of policyholders position shall be computed by subtraction
of the minimum position for the lower percentage coverage limit
from the minimum position for the upper or greater coverage limit.

(f) If a policy of mortgage guaranty insurance provides for
coverage on loans secured by junior liens, the policyholders posi-
tion shall be:

1. If the policy provides coverage on individual loans, the
minimum amount of policyholders position shall be calculated as
in par. (c) as follows:

a. The loan—to—value percent is the entire loan indebtedness
on the property divided by the value of the property;

b. The percent coverage is the insured portion of the junior
loan divided by the entire loan indebtedness on the collateral prop-
erty; and

c. The face amount of the insured mortgage is the entire loan
indebtedness on the property.

2. If the policy provides coverage on a group of loans subject
to an aggregate loss limit, the policyholders position shall be cal-
culated according to par. (d) as follows:

a. The equity is the complement of the loan—to—value percent
calculated as in subd. 1.;

b. The percent coverage is calculated as in subd. 1.; and

c. The face amount of the insured mortgage is the entire loan
indebtedness on the property.

(g) If a policy of mortgage guaranty insurance provides for
coverage on leases, the policyholders position shall be $4 for each
$100 of the insured amount of the lease.

(h) If a policy of mortgage guaranty insurance insures loans
with a percentage loss settlement option coverage between any of
the entries in the schedules in this subsection, then the factor for
policyholders position per $100 of the face amount of the mort-
gage shall be prorated between the factors for the nearest Percent
Coverage listed.
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(6) LIMITATION ON INVESTMENT. A mortgage guaranty insurer
shall not invest in notes or other evidences of indebtedness
secured by mortgage or other lien upon real property. This section
shall not apply to obligations secured by real property, or contracts
for the sale of real property, which obligations or contracts of sale
are acquired in the course of the good faith settlement of claims
under policies of insurance issued by the mortgage guaranty
insurer, or in the good faith disposition of real property so
acquired.

(7) LIMITATION ON ASSUMPTION OF RISKS. (a) A mortgage
guaranty insurer shall not insure loans secured by properties in a
single or contiguous housing or commercial tract in excess of 10%
of the insurer’s admitted assets. A mortgage guaranty insurer
shall not insure a loan secured by a single risk in excess of 10%
of the insurer’s admitted assets. In determining the amount of
such risk or risks, the insurer’s liability shall be computed on the
basis of its election to limit coverage and net of reinsurance ceded
to an insurer authorized to transact such reinsurance in this state.
“Contiguous” for the purpose of this subsection means not sepa-
rated by more than one—half mile.

(b) A mortgage guaranty insurer shall not insure loans with
balloon payment provisions unless the policy provides:

1. That liability for the balloon payment is specifically
excluded; or

2. That at the time the lender calls the loan, the lender will
offer new or extended financing at the then market rates; or

3. The scheduled maturity date of the balloon payment.

(7m) SEGREGATED TRUST REQUIREMENTS. A segregated trust
established under this section shall be established by a reinsurer
for the benefit of a mortgage guaranty insurer and shall satisfy all
of the following requirements:

(a) Has a trustee domiciled in the mortgage guaranty insurer’s
state of domicile, domiciled in Wisconsin or approved by the com-
missioner.

(b) Meets the criteria in sub. (12) (g) and (h).

(c) Invests in the type of assets permitted by s. Ins 6.20 (5), or,
for the reserves required by subs. (13) and (15), in funds as defined
by ch. Ins 52.

(d) Makes quarterly and annual reports as required by the com-
missioner.

(e) Is subject to withdrawals only by and under the control of
the ceding mortgage guaranty insurer.

(f) Permits examinations by the commissioner.

(g) Designates a Wisconsin agent for service of process.

(h) Provides to the commissioner an opinion of counsel stating
that the segregated trust and its governing agreements comply
with the applicable sections of this section and that the reinsured
will have a valid and perfected security interest or an equitable
interest in the assets transferred under the trust agreements, or
both, and will be entitled to use those assets for the purpose of sat-
isfying a reinsurer’s obligations under the trust agreement in the
event of the bankruptcy of the reinsurer.

(i) Is governed by an agreement which, together with all
amendments, has been approved by the commissioner.

(8) REINSURANCE. (a) A mortgage guaranty insurer may, by
contract, reinsure any insurance it transacts, except that no mort-
gage guaranty insurer may enter into reinsurance arrangements
designed to circumvent the compensation control provisions of
sub. (16) or the contingency reserve requirement of sub. (14). The
unearned premium reserve required by sub. (13), the contingency
reserve required by sub. (14) and the loss reserve required by sub.
(15) shall be established and maintained by the original insurer or
by the assuming reinsurer so that the aggregate reserves shall be
equal to or greater than the reserves required by subs. (13), (14)
and (15).

(b) If reinsurance is assumed by an insurer which insures or
reinsures other lines of insurance in addition to mortgage guaranty
insurance, then in order for a mortgage guaranty insurer to receive

WISCONSIN ADMINISTRATIVE CODE 38

credit for reinsurance ceded in its financial statements and in the
calculation of minimum policyholders position, all of the follow-
ing shall occur:

1. The reinsurance agreement and the segregated account or
segregated trust arrangements shall be submitted to the commis-
sioner for approval.

2. The reinsurer shall establish and maintain in a segregated
account or segregated trust the reserves required by subs. (13),
(14) and (15).

3. If the reinsurer establishes a segregated trust, the reinsur-
ance agreement shall provide that:

a. The segregated trust shall be in a form approved by the
commissioner;

b. The commissioner shall approve any amendments to the
reinsurance agreement before the amendments become effective;

c. The ceding mortgage guaranty insurer has a right to termi-
nate the ceding of additional insurance under the reinsurance
agreement if so ordered by the commissioner;

d. The commissioner has the right to request from the assum-
ing reinsurer information concerning its financial condition; and

e. The assuming reinsurer shall notify the commissioner of
any material change in its financial condition.

(c) In reviewing a reinsurance arrangement with an insurer
which writes other lines of insurance in addition to mortgage guar-
anty, the commissioner may consider any or all of the following:

1. The financial condition of the reinsurer and the trustee.

2. The reinsurance agreement and its compliance with this
section.

3. The trust agreement and its compliance with this section.
After review of the reinsurance and trust agreements, the commis-
sioner may deny credit for the reinsurance on the ceding mortgage
guaranty insurer’s financial statements, if deemed necessary for
the protection of the mortgage guaranty insurer or its Wisconsin
insureds.

(9) ADVERTISING. No mortgage guaranty insurer or any agent
or representative of a mortgage guaranty insurer shall prepare or
distribute or assist in preparing or distributing any brochure, pam-
phlet, report or any form of advertising to the effect that the real
estate investments of any financial institution are “insured invest-
ments,” unless the brochure, pamphlet, report or advertising
clearly states that the loans are insured by insurers possessing a
certificate of authority to transact mortgage guaranty insurance in
this state or are insured by an agency of the federal government,
as the case may be.

(10) PoLicy rForMms. All policy forms and endorsements shall
be filed with and be subject to approval of the commissioner. With
respect to owner—occupied, single—family dwellings, the mort-
gage guaranty insurance policy shall provide that the borrower
shall not be liable to the insurance company for any deficiency
arising from a foreclosure sale.

(11) PrReMiuM. (a) The total consideration charged for mort-
gage guaranty insurance policies, including policy and other fees
or similar charges, shall be considered premium and must be
stated in the policy and shall be subject to the reserve requirements
of subs. (13) and (14).

(b) The rate making formula for mortgage guaranty insurance
shall contain a factor or loading sufficient to produce the amount
required for the contingency reserve prescribed by sub. (14).

(12) REPORTING. (a) The financial condition and operations
of a mortgage guaranty insurer shall be reported annually on the
annual statement.

(b) The unearned premium reserve required by sub. (13) shall
be reported in the underwriting and investment exhibit—recapitu-
lation of all premiums schedule of the annual statement.

(c) The contingency reserve required by sub. (14) shall be
reported as a liability in the annual statement. This liability may
be reported as unpaid losses, mortgage guaranty account or other
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appropriately labeled write—in item. Appropriate entries shall be
made in the underwriting and investment exhibit—statement of
income of the annual statement. The change in contingency
reserve for the year shall be reported in the annual statement as a
reduction of or a deduction from underwriting income. If the con-
tingency reserve is recorded as a loss liability, the change in the
reserve shall be excluded from loss development similar to fidel-
ity and surety losses incurred but not reported. The development
of the contingency reserve and policyholders position shall be
shown in an appropriate supplemental schedule to the annual
statement as prescribed by the commissioner.

(d) The loss reserves required by sub. (15) shall be reported in
the underwriting and investment exhibit—unpaid losses and loss
adjustment schedule of the annual statement.

(e) Any property acquired pursuant to the exercise of the claim
settlement option shall be valued net of encumbrances; and an
aggregate amount of such property may be held as is permitted for
nonlife insurer investments pursuant to s. 620.22 (5), Stats.

(f) Expenses shall be recorded and reported in accordance with
ss. Ins 6.30 and 6.31.

(g) An insurer which writes mortgage guaranty insurance and
any other class of insurance business shall establish a segregated
account for mortgage guaranty insurance. An insurer which
writes more than one class of mortgage guaranty insurance shall
establish a segregated account for each class of mortgage guar-
anty insurance. An insurer which reinsures mortgage guaranty
insurance and which writes or reinsures any other class of insur-
ance business shall establish a segregated account or segregated
trust for mortgage guaranty reinsurance. The classes of mortgage
guaranty insurance are those types of insurance defined in:

Ins 3.09

1. Section Ins 6.75 (2) (i) 1. a. and c.; or
2. Section Ins 6.75 (2) (i) 1. b. and 2.; or
3. Section Ins 6.75 (2) (i) 1. d. and (j).

(h) Each segregated account or segregated trust established to
comply with par. (g) shall contain all of the following applicable
reserves:

1. The loss reserves required by sub. (15).

2. The unearned premium reserve required by sub. (13) or (18).

3. The contingency reserve required by sub. (14) or (18) or
any surplus required by the commissioner.

(13) UNEARNED PREMIUM RESERVE. Subject to sub. (8), a mort-
gage guaranty insurer shall compute and maintain an unearned
premium reserve on policies in force as follows:

(a) For premium plans on which the premium is paid annually,
the unearned premium reserve shall be calculated on either an
annual or monthly pro rata basis except that the portion of the
first—year premium, excluding policy and other fees or similar
charges, which exceeds twice the subsequent renewal premium
rate, shall be considered a deferred risk premium. The deferred
risk premium shall be contributed to and maintained in the
unearned premium reserve until released as earned. The deferred
risk premium shall be earned in accordance with the factors for a
10—year premium period in par. (b) or any other formula approved
by the commissioner.

(b) For premium plans on which the premium is paid in
advance for periods of time greater than one year but less than 16
years, the unearned premium reserve shall be calculated by multi-
plying the premiums collected by the appropriate unearned pre-
mium factor from the table set forth below:

UNEARNED PREMIUM FACTOR TO BE APPLIED TO PREMIUMS COLLECTED

Contract Year
Current at

Valuation 2—-Year 3—-Year 4-Year 5—-Year 6-Year 7-Year 8—Year
Date Premium Period Premium Period Premium Period Premium Period Premium Period Premium Period Premium Period

1 89.0% 93.7% 95.3% 96.0% 96.4% 96.6% 96.8%

2 39.0% 65.0% 73.6% 77.6% 79.8% 81.1% 82.0%
21.3% 40.6% 49.6% 54.5% 57.5% 59.4%

12.3% 25.5% 32.7% 37.2% 40.1%

7.6% 16.5% 22.1% 25.7%

4.9% 11.2% 7.8%

3.3% 2.3%

Contract Year
Current at
Valuation 9-Year 10-Year 11-Year 12-Year 13—Year 14—Year 15-Year
Date Premium Period Premium Period Premium Period Premium Period Premium Period Premium Period Premium Period

1 96.9% 97.0% 97.5% 97.1% 97.2% 97.3% 97.3%

2 82.6% 83.2% 83.7% 84.0% 84.4% 84.7% 85.0%
3 60.9% 62.2% 63.3% 64.1% 64.9% 65.6% 66.1%
4 42.3% 44.1% 45.8% 47.1% 48.2% 49.1% 49.9%
5 28.4% 30.7% 32.8% 34.4% 35.8% 36.9% 37.9%
6 18.5% 21.1% 23.4% 25.2% 26.9% 28.0% 29.2%
7 11.3% 14.1% 16.7% 18.6% 20.4% 21.7% 23.0%
8 6.1% 9.1% 11.8% 13.8% 15.8% 17.1% 18.5%
9 2.0% 5.2% 7.9% 10.0% 12.1% 13.4% 14.9%
10 1.7% 4.4% 6.7% 8.8% 10.2% 11.8%

11 1.4% 3.8% 5.9% 7.4% 9.0%
12 1.2% 3.3% 5.0% 6.6%

13 1.1% 2.8% 4.4%

14 9% 2.5%

15 8%

Note: For purposes of this calculation, premiums collected means either 90% of the premiums collected or the premium collected less a dollar amount or percentage amount
approved by the commissioner to represent initial expenses of selling and issuing a new policy.
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(c) For premium plans on which the premium is paid in
advance for periods of 16 years or more, the unearned premium
reserve shall be calculated either by a method approved by the
commissioner or by dividing the premium collected, as defined
above in par. (b), into 2 parts. The first part shall be the amount
which is equal to the premium collected for a 15—year premium
and which shall be earned in the same manner as a 15—year pre-
mium. The second part is the remaining amount of premium in
excess of the 15—year premium, which shall be earned pro rata
over the remaining term of the premium.

(14) CONTINGENCY RESERVE. (a) Subject to sub. (8), a mort-
gage guaranty insurer shall make an annual contribution to the
contingency reserve which in the aggregate shall be the greater of:

1. 50% of the net earned premium reported in the annual state-
ment; or
2. The sum of:

a. The policyholders position established under sub. (5) on
residential buildings designed for occupancy by not more than
four families divided by 7;

b. The policyholders position established under sub. (5) on
residential buildings designed for occupancy by 5 or more fami-
lies divided by 5;

c. The policyholders position established under sub. (5) on
buildings occupied for industrial or commercial purposes divided
by 3; and

d. The policyholders position established under sub. (5) for
leases divided by 10.

(b) If the mortgage guaranty coverage is not expressly pro-
vided for in this section, the commissioner may establish a rate
formula factor that will produce a contingency reserve adequate
for the risk assumed.

(c) The contingency reserve established by this subsection
shall be maintained for 120 months. That portion of the contin-
gency reserve established and maintained for more than 120
months shall be released and shall no longer constitute part of the
contingency reserve.

(d) 1. With the approval of the commissioner, withdrawals
may be made from the contingency reserve when incurred losses
and incurred loss expenses exceed the greater of either 35% of the
net earned premium or 70% of the amount which par. (a) requires
to be contributed to the contingency reserve in such year.

2. On a quarterly basis, provisional withdrawals may be made
from the contingency reserve in an amount not to exceed 75% of
the withdrawal calculated in accordance with subd. 1.

(e) With the approval of the commissioner, a mortgage guar-
anty insurer may withdraw from the contingency reserve any
amounts which are in excess of the minimum policyholders posi-
tion. Inreviewing a request for withdrawal pursuant to this para-
graph, the commissioner may consider loss development and
trends. If any portion of the contingency reserve for which with-
drawal is requested pursuant to this paragraph is maintained by a
reinsurer, the commissioner may also consider the financial con-
dition of the reinsurer. If any portion of the contingency reserve
for which withdrawal is requested pursuant to this paragraph is
maintained in a segregated account or segregated trust and such
withdrawal would result in funds being removed from the segre-
gated account or segregated trust, the commissioner may also con-
sider the financial condition of the reinsurer.

(f) Releases and withdrawals from the contingency reserve
shall be accounted for on a first—in—first—out basis as provided in
sub. (12) (g).

(g) The calculations to develop the contingency reserve shall
be made in the following sequence:

1. The additions required by pars. (a) and (b);

2. The releases permitted by par. (c);

3. The withdrawals permitted by par. (d); and

4. The withdrawals permitted by par. (e).
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(15) Loss RESERVES. (a) Subject to sub. (8), a mortgage guar-
anty insurer shall compute and maintain adequate loss reserves.
The methodology used for computing the loss reserves shall accu-
rately reflect loss frequency and loss severity and shall include
components for claims reported and unpaid and for claims
incurred but not reported.

(b) A mortgage guaranty insurer shall compute and maintain
adequate case basis loss reserves which are based on an estimate
of the liability for claims on individual insured loans in various
stages of default as listed below. Case basis loss reserves may be
calculated on either an individual case basis or a formula basis.
Case basis loss reserves shall be established for individual insured
loans or leases which:

1. Are in default and have resulted in the collateral real estate
being acquired by the insured, the insurer, or the agent of either,
and remaining unsold; or

2. Are in the process of foreclosure; or
3. Are in default and the insurer has received notification.

(c) In computing the potential liability for which case basis
reserves are required by par. (b), the following factors shall be
considered together with the prospective adjustments reflecting
historic data relative to prior claim settlements:

1. Prior to the exercise of the claim settlement option, the
potential liability shall be either the amount at risk calculated
using the coverage settlement option or the potential claim
amount minus the value of the real estate.

2. If the claim settlement option exercised results in recording
the claim amount as the cost of acquisition of the property, the
potential liability is the claim amount minus the lesser of the mar-
ket value of the real estate or the acquisition cost of the real estate.

3. If the claim settlement option exercised results in the pay-
ment of amounts equal to the monthly loan payments or lease
rents, the potential liability is the present value, utilizing the insur-
er’s National Association of Insurance Commissioners’ (NAIC)
financial ratio—investment yield, of the claim amounts minus the
present value of either the real estate or the rental income stream.

(d) A mortgage guaranty insurer shall compute and maintain
a loss adjustment expense reserve which is based on an estimate
of the cost of adjusting and settling claims on insured loans in
default.

(e) A mortgage guaranty insurer shall compute and maintain
an incurred but not reported reserve which is based on an estimate
of the liability for future claims on insured loans that are in default
but of which the insurer has not been notified.

(16) CHARGES, COMMISSIONS AND REBATES. (a) Every mort-
gage guaranty insurer shall adopt, print and make available a
schedule of premium charges for mortgage guaranty insurance
coverages. The schedule shall show the entire amount of pre-
mium charge for each type of mortgage guaranty insurance cover-
age issued by the insurer.

(b) A mortgage guaranty insurer shall not knowingly pay,
either directly or indirectly to an owner, purchaser, mortgagee of
the real property or any interest therein or to any person who is act-
ing as agent, representative, attorney or employee of such owner,
purchaser, or mortgagee any commission, remuneration, dividend
or any part of its premium charges or any other consideration as
an inducement for or as compensation on any mortgage guaranty
insurance business.

(c) In connection with the placement of any insurance, a mort-
gage guaranty insurer shall not cause or permit any commission,
fee, remuneration, or other compensation to be paid to, or received
by: any insured lender; any subsidiary or affiliate of any insured;
any officer, director or employee of any insured; any member of
their immediate family; any corporation, partnership, trust, trade
association in which any insured is a member, or other entity in
which any insured or any such officer, director, or employee or
any member of their immediate family has a financial interest; or
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any designee, trustee, nominee, or other agent or representative of
any of the foregoing.

(d) A mortgage guaranty insurer shall not make any rebate of
any portion of the premium charge shown by the schedule
required by par. (a). A mortgage guaranty insurer shall not quote
any premium charge to any person which is different than that cur-
rently available to others for the same type of mortgage guaranty
insurance coverage sold by the mortgage guaranty insurer. The
amount by which any premium charge is less than that called for
by the current schedule of premium charge is a rebate.

(e) A mortgage guaranty insurer shall not use compensating
balances, special deposit accounts or engage in any practice which
unduly delays its receipt of monies due or which involves the use
of its financial resources for the benefit of any owner, mortgagee
of the real property or any interest therein or any person who is act-
ing as agent, representative, attorney or employee of such owner,
purchaser or mortgagee as a means of circumventing any part of
this rule. Except for commercial checking accounts and normal
deposits in support of an active bank line of credit, any deposit
account bearing interest at rates less than is currently being paid
other depositors on similar deposits or any deposit in excess of
amounts insured by an agency of the federal government shall be
presumed to be an account in violation of this paragraph.

(f) A mortgage guaranty insurer shall make provision for
prompt refund of any unearned premium in the event of termina-
tion of the insurance prior to its scheduled termination date. If the
borrower paid or was charged for the premium, the refund shall be
made to the borrower, or to the insured for the borrower’s benefit,
otherwise refund may be paid to the insured.

(g) This subsection is not intended to prohibit payment of
appropriate policy dividends to borrowers.

(17) MINIMUM CAPITAL OR PERMANENT SURPLUS. The mini-
mum amount of capital or permanent surplus of a mortgage guar-
anty insurer shall be $2 million for an insurer first authorized to
do business in Wisconsin on or after January 1, 1982, or the
amount required by statute or administrative order before that date
or other insurers.

(18) TrANSITION. Policyholders position, unearned premium
reserves and contingency loss reserves shall be computed and
maintained on risks insured after the effective date of this section
as required by subs. (5), (13) and (14). Unearned premium
reserves and contingency loss reserves on risks insured before the
effective date of this rule may be computed and maintained either
as required by subs. (13) and (14) or as required by this section as
previously in effect.

(19) CoNFLICT OF INTEREST. (a) Except as described in par.
(c), if a member of a holding company system as defined in s. Ins
40.01 (6), a mortgage guaranty insurer licensed to transact insur-
ance in this state shall not, as a condition of its certificate of
authority, knowingly underwrite mortgage guaranty insurance on
mortgages originated by the holding company system or an affili-
ate or on mortgages originated by any mortgage lender to which
credit is extended, directly or indirectly by the holding company
system or affiliate.

(b) A mortgage guaranty insurer, the holding company system
of which it is a part or any affiliate shall not as a condition of the
mortgage guaranty insurer’s certificate of authority, pay any com-
missions, remuneration, rebates or engage in activities proscribed
in sub. (15).

(c) 1. A mortgage guaranty insurer may underwrite mortgage
guaranty insurance on mortgages originated by the holding com-
pany system or affiliate or on mortgages originated by any mort-
gage lender to which credit is extended, directly or indirectly by
the holding company system or affiliate only if the insurance is
underwritten on the same basis, for the same consideration and
subject to the same insurability requirements as insurance pro-
vided to nonaffiliated lenders. Mortgage guaranty insurance
underwritten on mortgages originated by the holding company
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system or affiliate or on mortgages originated by any mortgage
lender to which credit is extended, directly or indirectly by the
holding company system or affiliate shall be limited to 50% of the
insurer’s direct premium written in any calendar year, or such
higher percentage established in writing for the insurer in the com-
missioner’s discretion, based on the commissioner’s determina-
tion that a higher percentage is not likely to adversely affect the
financial condition of the insurer.

2. A domestic mortgage guaranty insurer that offers coverage
under subd. 1., shall annually file by March 1 a certification exe-
cuted by a senior, responsible officer that the insurer has complied
with subd. 1. in the previous calendar year. The commissioner
may grant an extension to an insurer if the commissioner deter-
mines an extension is not likely to materially impede the office’s
monitoring of the insurer’s compliance with this subsection.

(20) LAWS OR REGULATIONS OF OTHER JURISDICTIONS. When-
ever the laws or regulations of another jurisdiction in which a
mortgage guaranty insurer subject to the requirements of this rule
is licensed, require a larger unearned premium reserve or a larger
contingency reserve in the aggregate than that set forth in this rule,
the establishment and maintenance of the larger unearned pre-
mium reserve or contingency reserve shall be deemed to be com-
pliance with this rule.

(21) This section may be enforced under ss. 601.41, 601.64,
601.65, Stats., or ch. 645, Stats., or any other enforcement provi-
sion of chs. 600 to 646, Stats.

History: Cr. Register, March, 1957, No. 15, eff. 4-1-57; am. (2), (3), (4) and (5),
Register, January, 1959, No. 37, eff. 2—1-59; am. (4) (c), Register, August, 1959, No.
44, eff. 9-1-59; cr. (4) (e), Register, January, 1961, No. 61, eff. 2—-1-61; am. (2), Reg-
ister, January, 1967, No. 133, eff. 2-1-67; am. (2), (3) (a) and (b), and (4) (a) and (b);
r. and recr. (5), Register, December, 1970, No. 180, eff. 1-1-71. r. and recr. Register,
March, 1975, No. 231, eff. 4-1-75; emerg. am. (1), (2) and (3) (a), eff. 6-22-76; am.
(1), (2) and (3) (a), Register, September, 1976, No. 249, eff. 10-1-76; am. (1), (2) and
(3) (a), Register, March, 1979, No. 279, eff. 4-1-79; r. and recr. (1), (3), (5), (12) and
(14), am. (2), (4), (8), (13) (a) and (16), renum. (7) to be (7) (a) and cr. (7) (b) and (7m),
Register, October, 1982, No. 322, eff. 11-1-82; correction in (14) (d) made under s.
13.93 (2m) (b) 7., Stats., Register, December, 1984, No. 348; am. (3) (m), Register,
October, 1985, No. 358, eff. 11-1-85; am. (1) and (5) (a), renum. (7m), (15) to (18)
to be (17), (16) and (18) to (20); cr. (7m) and (15), r. and recr. (8), (12) to (14), Regis-
ter, November, 1989, No. 407, eff. 12—1-89; correction in (7m) (c) made under s.
13.93 (2m) (b) 7., Stats., Register, January, 1999, No. 517; corrections in (3) (b), (j)
and (19) made under s. 13.93 (2m) (b) 7., Stats., Register, July, 1999, No. 523; am.
(19) (a), cr. (19) (c), Register, July, 2000, No. 535, eff. 8—1-00; CR 05-023: am. (19)
(c) and cr. (21) Register December 2005 No. 600, eff. 1-1-06.

Ins 3.11 Multiple peril insurance contracts. (1) Pur-
POSE AND SCOPE. (a) This rule implements and interprets s. Ins
6.70 and chs. 625 and 631, Stats., by enumerating the minimum
requirements for the writing of multiple peril insurance contracts.
Nothing herein contained is intended to prohibit insurers or
groups of insurers from justifying rates or premiums in the manner
provided for by the rating laws.

(b) This rule shall apply to multiple peril insurance contracts
permitted by s. Ins 6.70, and which include a type or types of cov-
erage or a kind or kinds of insurance subject to ch. 625, Stats.

(c) Types of coverage or kinds of insurance which are not sub-
ject to ch. 625, Stats., or to the filing requirement provisions
thereof, may not be included in multiple peril insurance contracts
otherwise subject to said sections unless such entire multiple peril
insurance contract is filed as being subject to this rule and said sec-
tions and the filing requirements thereof.

(2) DErFINITION. Multiple peril insurance contracts are con-
tracts combining 2 or more types of coverage or kinds of insurance
included in any one or more than one paragraph of s. Ins 6.75.
Such contracts may be on the divisible or single (indivisible) rate
or premium basis.

(3) RATE MAKING. (a) When underwriting experience is not
available to support a filing, the information set forth in s. 625.12,
Stats., may be furnished as supporting information.

(b) Premiums or rates may be modified for demonstrated, mea-
surable, or anticipated variation from normal of the loss or
expense experience resulting from the combination or types of
coverage or kinds of insurance or other factors of the multiple peril
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insurance contract. Multiple peril contracts may be filed or
revised on the basis of sufficient underwriting experience devel-
oped by the contract or such experience may be used in support
of such filing.

(c) In the event that more than one rating organization cooper-
ates in a single (indivisible) rate or premium multiple peril insur-
ance filing, one of such cooperating rating organizations shall be
designated as the sponsoring organization for such filing by each
of the other cooperating rating organizations and evidence of such
designation included with the filing.

(4) STANDARD POLICY. The requirements of s. Ins 6.76 shall
apply to any multiple peril insurance contract which includes
insurance against loss or damage by fire.

History: Cr. Register, July, 1958, No. 31, eff. 8-1-58; am. (3) (a), Register,
November, 1960, No. 59, eff. 12-1-60; emerg. am. (1), (2), (3) (a) and (4), eff.
6-22-76; am. (1), (2), (3) (a) and (4), Register, September, 1976, No. 249, eff.
10-1-76; am. (1) (a) and (b), (2) and (4), Register, March, 1979, No. 279, eff. 4-1-79.

Ins 3.13 Individual accident and sickness insur-
ance. (1) Purposk. This section implements and interprets
applicable statutes for the purpose of establishing procedures and
requirements to expedite the review and approval of individual
accident and sickness policies permitted by s. Ins 6.75 (1) (c) or
(2) (¢), and franchise type accident and sickness policies per-
mitted by s. 600.03 (22), Stats., and s. Ins 6.75 (1) (c) and (2) (c).
The requirements in subs. (2), (3), (4) and (6) are to be followed
in substance, and wording other than that described may be used
provided it is not less favorable to the insured or beneficiary.

(2) PoLicy PROVISIONS. (a) If a policy is not to insure against
sickness losses resulting from conditions in existence prior to the
effective date of coverage, or in existence prior to a specified
period after such effective date, the policy by its terms shall indi-
cate that it covers sickness contracted and commencing (or begin-
ning, or originating, or first manifested or words of similar import)
after such effective date or after such specified period. Wording
shall not be used that requires the cause of the condition or sick-
ness, as distinguished from the condition or sickness itself, to orig-
inate after such effective date or such specified period.

Note: It is understood that “sickness” as used herein means the condition or dis-
ease from which the disability or loss results. Paragraph (a) shall not apply to nor pro-
hibit the exclusion from coverage of a disease or physical condition by name or spe-
cific description.

(b) Where any “specified period” referred to in par. (a) exceeds
30 days, it shall apply to the occurrence of loss and not to the con-
tracting or commencement of sickness after such period.

(c) A policy, other than a non—cancellable policy or a non—can-
cellable and guaranteed renewable policy or a guaranteed renew-
able policy, shall set forth the conditions under which the policy
may be renewed, either by: A brief description of the policy’s
renewal conditions, or a separate statement referring to the poli-
cy’s renewal conditions, or a separate appropriately captioned
renewal provision appearing on or commencing on the first page.

1. The brief description, if used to meet the foregoing require-
ment, shall be printed, in type more prominent than that used in
the policy’s text, at the top or bottom of the policy’s first page and
on its filing back, if any, and shall describe its renewal conditions
in one of the following ways: “Renewal Subject to Consent of
Company,” “Renewal Subject to Company Consent,” “Renewal
at Option of Company,” “Renewal at Option of Company as
Stated in ” (refer to appropriate policy provision), or
“Renewal May be Refused as Stated in ” (refer to appropri-
ate policy provision). A company may submit other wording, sub-
ject to approval by the commissioner, which it believes is equally
clear or more definite as to subject matter.

2. The separate statement, if used to meet the foregoing
requirement, shall be printed, in type more prominent than that
used in the policy’s text, at the top or bottom of the policy’s first
page and on its filing back, if any, and shall describe its renewal
conditions in one of the following ways: “Renewal Subject to
Consent of Company,” “Renewal Subject to Company Consent,”
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“Renewal at Option of Company,” “Renewal at Option of Com-
pany as Stated in ” (refer to appropriate policy provision),
or “Renewal May be Refused as Stated in ” (refer
to appropriate policy provision). A company may submit other
wording, subject to approval by the commissioner, which it
believes is equally clear or more definite as to subject matter.

3. The renewal provision appearing on or commencing on the
policy’s first page, if used to meet the foregoing requirement, shall
be preceded by a caption which describes the policy’s renewal
conditions in one of the following ways: “Renewal Subject to
Consent of Company,” “Renewal Subject to Company Consent,”
“Renewal at Option of Company,” “Renewal at Option of Com-
pany as Stated Below,” or “Renewal May be Refused as Stated
Herein.” A company may submit other wording, subject to
approval by the commissioner, which it believes is equally clear
or more definite as to subject matter. The caption shall be in type
more prominent than that used in the policy’s text.

(d) If the policy is not renewable, it shall be so described in the
brief description or in a separate statement at the top or bottom of
the first page and on the filing back, if any, or it shall be so
described in a separate appropriately captioned provision on the
first page. The brief description, or the separate statement, or the
caption shall be printed in type more prominent than that used in
the policy’s text.

(e) 1. The terms “non—cancellable” or “non—cancellable and
guaranteed renewable” may be used only in a policy which the
insured has the right to continue in force by the timely payment
of premiums set forth in the policy:

a. Until at least age 50, or

b. In the case of a policy issued after age 44, for at least 5 years
from its date of issue, during which period the insurer has no right
to make unilaterally any change in any provision of the policy
while the policy is in force.

2. A non-cancellable or non—cancellable and guaranteed
renewable policy form shall disclose, as prominently as and in
close conjunction with any prominent use of the terms “non—can-
cellable” or “non—cancellable and guaranteed renewable:”

a. The age to or term for which the form is non—cancellable
or non—cancellable and guaranteed renewable, if other than life-
time,

b. The age or time at which the form’s benefits are reduced,
if applicable, (The age or time at which a form’s benefits are
reduced need not be so disclosed if such reduction is not effected
prior to the age to or term for which the form is non—cancellable
or non—cancellable and guaranteed renewable or if regular bene-
fits are payable at least to the age to or term for which the form is
non—cancellable or non—cancellable and guaranteed renewable.)
and

c. That benefit payments are subject to an aggregate limit, if
applicable.

3. Except as provided above, the term “guaranteed renew-
able” may be used only in a policy which the insured has the right
to continue in force by the timely payment of premiums:

a. Until at least age 50, or

b. In the case of a policy issued after age 44, for at least 5 years
from its date of issue, during which period the insurer has no right
to make unilaterally any change in any provision of the policy
while the policy is in force, except that the insurer may make
changes in premium rates by classes.

4. A guaranteed renewable policy form shall disclose, as
prominently as and in close conjunction with any prominent use
of the term “guaranteed renewable:”

a. The age to or term for which the form is guaranteed renew-
able, if other than lifetime,

b. The age or time at which the form’s benefits are reduced,
if applicable, (The age or time at which a form’s benefits are
reduced need not be so disclosed if such reduction is not effected
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prior to the age to or term for which the form is guaranteed renew-
able or if regular benefits are payable at least to the age to or term
for which the form is guaranteed renewable.)

c. That benefit payments are subject to an aggregate limit, if
applicable, and

d. That the applicable premium rates may be changed.

Note: “Prominent use” as referred to in subds. 2. and 4. is considered to include,
but is not necessarily limited to, use in titles, brief descriptions, captions, bold—face
type, or type larger than that used in the text of the form.

5. The foregoing limitation on the use of the term “non—can-
cellable” shall also apply to any synonymous term such as “not
cancellable” and the limitation on use of the term “guaranteed
renewable” shall apply to any synonymous term such as “guaran-
teed continuable.”

6. Nothing herein contained is intended to restrict the devel-
opment of policies having other guarantees of renewability, or to
prevent the accurate description of their terms of renewability or
the classification of such policies as guaranteed renewable or
non—cancellable for any period during which they may actually be
such, provided the terms used to describe them in policy contracts
and advertising are not such as may readily be confused with the
above terms.

7. The provisions of ss. 632.76 (1), 632.74 and 632.77 (3),
Stats., are applicable to non—cancellable or non—cancellable and
guaranteed renewable or guaranteed renewable policy forms as
herein defined.

(f) Policies issued on a family basis shall clearly set forth the
conditions relating to termination of coverage of any family mem-
ber.

(g) Surgical benefit provisions or schedules shall provide that
the benefit for any covered surgical procedure not specifically
listed in the schedule and not excluded by the provisions of the
policy shall be determined by the company on a basis consistent
with the benefit provided for a comparable listed procedure.

(h) A limited policy is one that contains unusual exclusions,
limitations, reductions, or conditions of such a restrictive nature
that the payments of benefits under such policy are limited in fre-
quency or in amounts. All limited policies shall be so identified
by having the words “THIS IS A LIMITED POLICY—READ IT
CAREFULLY” imprinted or stamped diagonally across the face
of the policy and the filing back, if any, in contrasting color from
the text of the policy and in outline type not smaller than 18—point.
When appropriate, these words may be varied by the insurer in a
manner to indicate the type of policy; as for example, “THIS POL-
ICY IS LIMITED TO AUTOMOBILE ACCIDENTS—READ IT
CAREFULLY.” Without limiting the general definition above,
policies of the following types shall be defined as “limited:” 1.
School Accident, 2. Aviation Accident, 3. Polio, 4. Specified Dis-
ease, 5. Automobile Accident.

(1) If the policy excepts coverage while the insured is in mili-
tary or naval service, the policy must provide for a refund of pro
rata unearned premium upon request of the insured for any period
the insured is not covered. However, if coverage is excluded only
for loss resulting from military or naval service or war, the refund
provision will not be required. This section shall not apply to non—
cancellable policies or non—cancellable and guaranteed renew-
able policies or guaranteed renewable policies.

(j) Except as provided in s. Ins 3.39 (7) (d), (dm), and (dt), the
provision or notice regarding the right to return the policy required
by s. 632.73, Stats., shall comply with all of the following:

1. Be printed on or attached to the first page of the policy,

2. Have a caption or title which refers at least to the right to
examine or to return the policy such as: “Right to Return Policy
Within 10 Days of Receipt,” “Notice: Right to Return Policy,”
“Right of Policy Examination,” “Right to Examine Policy,”
“Right to Examine Policy for 10 Days,” “10 Day Right to Exam-
ine Policy,” “10 Day Right to Return Policy,” or “Notice of 10 Day
Right to Return Policy,” or other wording, subject to approval by
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the commissioner, which is believed to be equally clear or more
definite as to subject matter, and

3. Provide an unrestricted right to return the policy, within 10
days from the date it is received by the policyholder, to the issuer
at its home or branch office, if any, or to the agent through whom
it was purchased; except it shall provide an unrestricted right to
return the policy within 30 days of the date it is received by the pol-
icyholder in the case of a Medicare supplement policy subject to
s. Ins 3.39 (4), (4m), (41), (5), (Sm), (5t), and (6), issued pursuant
to a direct response solicitation. Provision shall not be made to
require the policyholder to set out in writing the reasons for return-
ing the policy, to require the policyholder to first consult with an
agent of the issuer regarding the policy, or to limit the reasons for
return.

Note: Paragraph (j) was adopted to assist in the application of s. 204.31 (2) (a),
Stats., to the review of accident and sickness policy and other contract forms. Those
statutory requirements are presently included in s. 632.73, Stats. The original statute
required that the provision of notice regarding the right to return the policy must be
appropriately captioned or titled. Since the important rights given the insured are to
examine the policy and to return the policy, the rule requires that the caption or title
must refer to at least one of these rights—examine or return. Without such reference,
the caption or title is not considered appropriate.

The original statute permitted the insured to return the policy for refund to the
home office or branch office of the insurer or to the agency with whom it was pur-
chased. In order to assure the refund is made promptly, some insurers prefer to instruct
the insured to return the policy to a particular office or agent for a refund. Notices or
provisions with such requirements will be approved on the basis that the insurer must
recognize an insured’s right to receive a full refund if the policy is returned to any
other office or agent mentioned in the statute.

Also, the statute permits the insured to return a policy for refund within 10 days
from the date of receipt. Some insurers’ notices or provisions regarding such right,
however, refer to delivery to the insured instead of receipt by the insured or do not
specifically provide for the running of the 10 days from the date the insured receives
the policy. Notices or provisions containing such wording will be approved on the
basis that the insurer will not refuse refund if the insured returns the policy within 10
days from the date of receipt of the policy.

Sections 632.73 (2m) and 600.03 (35) (e), as created by Chapter 82, Laws of 1981,
provide for the right of return provisions in certain certificates of group Medicare sup-
plement policies. Therefore, for purposes of this subparagraph, the word policy
includes a Medicare supplement certificate subject to s. Ins 3.39 (4), (4m), (4t), (5),
(5m), (5t), and (6).

(k) A policy which contains any provision under which the
claimant may elect one benefit in lieu of another shall not limit to

a specified period the time within which election may be made.

(3) RIDERS AND ENDORSEMENTS. (a) A rider is an instrument
signed by one or more officers of the insurer issuing the same to
be attached to and form a part of a policy. All riders shall comply
with the requirements of s. 204.31 (2) (a) 4., 1973 Stats.

(b) If the rider reduces or eliminates coverage of the policy,
signed acceptance of the rider by the insured is necessary. How-
ever, signed acceptance of the rider is not necessary when the rider
is attached at the time of the original issuance of the policy if
notice of the attachment of the rider is affixed on the face and filing
back, if any, in contrasting color, in not less than 12—point type.
Such notice shall be worded in one of the following ways:

“Notice! See Elimination Rider Attached”

“Notice! See Exclusion Rider Attached”

“Notice! See Exception Rider Attached”

“Notice! See Limitation Rider Attached”

A company may submit, subject to approval by the commis-
sioner, other wording which it believes is equally clear or more
definite as to subject matter.

(c) An endorsement differs from a rider only in that it is applied
to a policy by means of printing or stamping on the body of the
policy. All endorsements shall comply with the requirements of
s.204.31 (2) (a) 4., 1973 Stats.

(d) If the endorsement reduces or eliminates coverage of the
policy, signed acceptance of the endorsement by the insured is
necessary. However, signed acceptance of the endorsement is not
necessary when the endorsement is affixed at the time of the origi-
nal issuance of the policy if notice of the endorsement is affixed
on the face and filing back, if any, in contrasting color, in not less
than 12—point type. Such notice shall be worded in one of the fol-
lowing ways:
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“Notice! See Elimination Endorsement Included Herein”

“Notice! See Exclusion Endorsement Included Herein”

“Notice! See Exception Endorsement Included Herein”

“Notice! See Limitation Endorsement Included Herein”

“Notice! See Reduction Endorsement Included Herein”

A company may submit, subject to approval by the commis-
sioner, other wording which it believes is equally clear or more
definite as to subject matter.

(4) AppLICATIONS. (a) Application forms shall meet the
requirements of s. Ins 3.28 (3).

(b) It shall not be necessary for the applicant to sign a proxy
provision as a condition for obtaining insurance. The applicant’s
signature to the application must be separate and apart from any
signature to a proxy provision.

(c) The application form, or the copy of it, attached to a policy
shall be plainly printed or reproduced in light—faced type of a style
in general use, the size of which shall be uniform and not less than
10—point.

(6) RATEFILINGS. (a) The following must be accompanied by
a rate schedule:

1. Policy forms.
2. Rider or endorsement forms which affect the premium rate.

(b) The rate schedule shall bear the insurer’s name and shall
contain or be accompanied by the following information:

1. The form number or identification symbol of each policy,
rider or endorsement to which the rates apply.

2. A schedule of rates including policy fees or rate changes
at renewal, if any, variations, if any, based upon age, sex, occupa-
tion, or other classification.

3. Anindication of the anticipated loss ratio on an earned—in-
curred basis.

4. Any revision of a rate filing shall be accompanied by a
statement of the experience on the form and the anticipated loss
ratio on an earned—incurred basis under the revised rate filing.

5. Subdivisions 3. and 4. shall not apply to non—cancellable
policies or riders or non—cancellable and guaranteed renewable
policies or riders or guaranteed renewable policies or riders.

History: Cr. Register, March, 1958, No. 27; subsections (1), (5), (6) eff. 4—1-58;
subsections (2), (3), (4) eff. 5-15-58; am. (2) (c) and cr. (4) (c), Register, March,
1959, No. 39, eff. 4-1-59; am. (2) (e), (6) (b) 3. and 4., Register, November, 1959,
No. 47, eff. 12-1-59; am. and renum. (2) (c), (d), (e), (f), (g) and (h); am. (3) and (6)
(b) 5., Register, June, 1960, No. 54, eff. 7-1-60; am. (2) (e) 4., Register, November,
1960, No. 59, eff. 12-1-60; r. (2) (j), Register, April, 1963, No. 88, eff. 5-1-63; cr.
(2) (j), Register, March, 1964, No. 99, eff. 4-1-64; am. (2) (e) 2. and 4., Register,
April, 1964, No. 100, eff. 5-1-64; am. (2) (j) 2.; am. NOTE in (2) (j) 3; Register,
March, 1969, No. 159; eff. 4—1-69; cr. (2) (k), Register, June, 1971, No. 186, eff.
7-1-71; am. (4) (a), Register, February, 1974, No. 218, eff. 3—1-74; emerg. am. (1),
2) (e) 7., (2) (), 3) (a) and (c), eff. 6-22-76; am. (1), (2) (e) 7., (2) (j), (3) (a) and
(c), Register, September, 1976, No. 249, eff. 10-1-76; am. (1) and (2) (e) 7, Register,
March, 1979, No. 279, eff. 4-1-79; r. (5), Register, January, 1980, No. 289, eff.
2-1-80; am. (2) (j) 3., Register, June, 1982, No. 318, eff. 7-1-82; emerg. am. (2) (j)
and cr. (2) (jm), eff. 11-19-85; am. (2) (j) (intro.) and cr. (2) (jm), Register, March,
1986, No. 363, eff. 4-1-86; am. (1), Register, September, 1986, No. 369, eff.
10-1-86; emerg. am. (2) (j) (intro.), renum. (2) (jm) to be Ins 3.39 (7) (d), eff. 1-1-92;
am. (2) (j) (intro.), renum. (2) (jm) to be Ins 3.39 (7) (d), Register, July, 1992, No. 439,
eff. 8—1-92; correction in (1) made under s. 13.93 (2m) (b) 7., Stats., Register, Janu-
ary, 1999, No. 517; CR 08-112: am. (2) (j) 3. Register June 2009 No. 642, eff.
7-1-09; CR 19-036: am. (2) (j) (intro.), 3. Register December 2019 No. 768, eff.
1-1-20.

Ins 3.14 Group accident and sickness insurance.
(1) PurPOSE. This rule implements and interprets applicable stat-
utes for the purpose of establishing procedures and requirements
to expedite the review and approval of group accident and sick-
ness policies permitted by s. 600.03 (23), Stats., and s. Ins 6.75 (1)
(c) or (2) (¢).

(3) RATEFILINGS. Schedules of premium rates shall be filed in
accordance with the requirements of ch. 601, Stats., and s. 631.20,
Stats. The schedules of premium rates shall bear the insurer’s
name and shall identify the coverages to which such rates are
applicable.

WISCONSIN ADMINISTRATIVE CODE 44

(4) CErTIFICATES. (a) Each certificate issued to an employee
or member of an insured group in connection with a group insur-
ance policy shall include a statement in summary form of the pro-
visions of the group policy relative to:

1. The essential features of the insurance coverage,
2. To whom benefits are payable,

3. Notice or proof of loss,

4. The time for paying benefits, and

5. The time within which suit may be brought.

(5) COVERAGE REQUIREMENTS. (a) Policies issued in accord-
ance with s. 600.03 (23), Stats., shall offer to insure all eligible
members of the group or association except any as to whom evi-
dence of insurability is not satisfactory to the insurer. Cancella-
tion of coverage of individual members of the group or association
who have not withdrawn participation nor received maximum
benefits is not permitted, except that the insurer may terminate or
refuse renewal of an individual member who attains a specified
age, retires or who ceases to actively engage in the duties of a pro-
fession or occupation on a full-time basis or ceases to be an active
member of the association or labor union or an employee of the
employer, or otherwise ceases to be an eligible member.

(b) Surgical benefit provisions or schedules shall provide that
the benefit for any covered surgical procedure not specifically
listed in the schedule and not excluded by the provisions of the
policy shall be determined by the company on a basis consistent
with the benefit provided for a comparable listed procedure.

(c) A policy which contains any provision under which the
claimant may elect one benefit in lieu of another shall not limit to
a specified period the time within which election may be made.

(6) ELIGIBLE GROUPS. In accordance with s. 600.03 (23),
Stats.:

(a) The members of the board of directors of a corporation are
eligible to be covered under a group accident and sickness policy
issued to such corporation,

(b) The individual members of member organizations of an
association, as defined in s. 600.03 (23), Stats., are eligible to be
covered under a group accident and sickness policy issued to such
association insuring employees of such association and employ-
ees of member organizations of such association, and

(c) The individuals supplying raw materials to a single pro-
cessing plant and the employees of such processing plant are eligi-
ble to be covered under a group accident and sickness policy
issued to such processing plant.

History: Cr. Register, March, 1958, No. 27; subsections (1), (2), (3), eff. 4-1-58;
subsections (4), (5), eff. 5—-1-58; renum. (5) to be (5) (a); cr. (5) (b), Register, Novem-
ber, 1959, No. 47, eff. 12-1-59; am. (1) (3), (5) (a) and cr. (6), Register, October,
1961, No. 70, eff. 11-1-61; am. (6), Register, February, 1962, No. 74, eff. 3—-1-62;
cr. (5) (c), Register, June, 1971, No. 186, eff. 7-1-71; emerg. am. (1), (3), (5) (a), (6)
(intro.) and (6) (b), eff. 6-22-76; am. (1), (3), (5) (a), (6) (intro.) and (6) (b), Register,
September, 1976, No. 249, eff. 10-1-76; r. (2), Register, January, 1980, No. 289, eff.
2-1-80; am. (1), (5) (), (6) (intro.) and (b), Register, September, 1986, No. 369, eff.

10-1-86; correction in (5) (a) made under s. 13.93 (2m) (b) 5., Stats., Register, April,
1992, No. 436.

Ins 3.15 Blanket accident and sickness insurance.
(1) PurposE. This rule implements and interprets applicable stat-
utes for the purpose of establishing procedures and requirements
to expedite the review and approval of blanket accident and sick-
ness policies permitted by s. 600.03 (4), Stats., and s. Ins 6.75 (1)
(¢)or (2) (c).

(3) RATEFILINGS. Schedules of premium rates shall be filed in
accordance with the requirements of ch. 601, Stats., and s. 631.20,
Stats. The schedules of premium rates shall bear the insurer’s
name and shall identify the coverages to which such rates are
applicable.

(4) ELIGIBLE RISKS. (a) In accordance with the provisions of
s.600.03 (4), Stats., the following are eligible for blanket accident
and health insurance: 1. Volunteer fire departments, 2. National
guard units, 3. Newspaper delivery carriers, 4. Dependents of stu-
dents, 5. Volunteer civil defense organizations, 6. Volunteer auxil-
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iary police organizations, 7. Law enforcement agencies, 8. Coop-
eratives organized under ch. 185, Stats., on a membership basis
without capital stock, 9. Registered guests in a motel, hotel, or
resort, 10. Members or members and advisors of fraternal organi-
zations including women’s auxiliaries of such organizations and
fraternal youth organizations, 11. Associations of sports officials,
12. Purchasers of protective athletic equipment, 13. Migrant
workers, 14. Participants in racing meets, 15. Patrons or guests of
a recreational facility or resort.

(b) A company may submit any other risk or class of risks, sub-
ject to approval by the commissioner, which it believes is properly
eligible for blanket accident and health insurance.

(5) COVERAGE REQUIREMENTS. (a) Surgical benefit provisions
or schedules shall provide that the benefit for any covered surgical
procedure not specifically listed in the schedule and not excluded
by the provisions of the policy shall be determined by the com-
pany on a basis consistent with the benefit provided for a compa-
rable listed procedure.

(b) A policy which contains any provision under which the
claimant may elect one benefit in lieu of another shall not limit to
a specified period the time within which election may be made.

History: Cr.Register, March, 1958, no. 27, eff. 4-1-58; am. (4) (a), cr. (5), Regis-
ter, November, 1959, No. 47, eff. 12—-1-59; am. (1), (3) and (4) (a), Register, October,
1961, No. 70, eff. 11-1-61; am. (4) (a), Register, April, 1963, No. 88, eff. 5-1-63;
am. (4) (a), Register, June, 1963, No. 90, eff. 7-1-63; am. (4) (a), Register, October,
1963, No. 94, eff. 11-1-63; am. (4) (a), Register, August, 1964, No. 104, eff. 9-1-64;
am. (4) (a), Register, August, 1968, No. 152, eff. 9-1-68; am. (4) (a), Register,
March, 1969, No. 159, eff. 4—1-69; am. (4) (a), Register, August, 1970, No. 176, eff.
9-1-70; am. (4) (a), renum. (5) to be (5) (a), and cr. (b), Register, June, 1971, No. 186,
eff. 7-1-71; emerg. am. (1), (3) and (4) (a), eff. 6—22-76; am. (1), (3) and (4) (a), Reg-
ister, September, 1976, No. 249, eff. 10-1-76; r. (2), Register, January, 1980, No. 289,
eff. 2-1-80; am. (1), Register, September, 1986, No. 369, eff. 10-1-86; corrections
to (4) made under s. 13.93 (2m) (b) 5. and 7., Stats., Register, April, 1992, No. 436.

Ins 3.17 Reserves for accident and sickness insur-
ance policies. (1) Purprose. This section establishes required
minimum standards under ch. 623, Stats., for claim, premium and
contract reserves of insurers writing accident and sickness insur-
ance policies.

(2) ScopE. This section applies to any insurer, including a fra-
ternal benefit society, issuing a policy providing individual or
group accident and sickness insurance coverages as classified
under s. Ins 6.75 (1) (c) or (2) (c). This section does not apply to
credit insurance as classified under s. Ins 6.75 (1) (¢) 1. or (2) (c)
1.

(3) DEFINITIONS. In this section:

(a) “Annual claim cost” means the net annual cost per unit of
benefit before the addition of expenses, including claim settle-
ment expenses, and a margin for profit or contingencies.

Note: For example, the annual claim cost for a $100 monthly disability benefit,
for a maximum disability benefit period of one year, with an elimination period of one
week, with respect to a male at age 35, in a certain occupation might be $12, while
the gross premium for this benefit might be $18. The additional $6 would cover
expenses and profit or contingencies.

(b) “Claims accrued” means that portion of claims incurred on
or prior to the valuation date which result in liability of the insurer
for the payment of benefits for medical services which have been
rendered on or prior to the valuation date, and for the payment of
benefits for days of hospitalization and days of disability which
have occurred on or prior to the valuation date, which the insurer
has not paid as of the valuation date, but for which it is liable, and
will have to pay after the valuation date.

Note: This liability is sometimes referred to as a liability for accrued benefits. A
claim reserve, which represents an estimate of this accrued claim liability, must be
established.

(c) “Claims incurred” means a claim for which the insurer has
become obligated to make payment, on or prior to the valuation
date.

(d) “Claims reported” means those claims that have been
incurred on or prior to the valuation date of which the insurer has
been informed, on or prior to the valuation date.

Note: These claims are considered as reported claims for annual statement pur-
poses.

Ins 3.17

(e) “Claims unaccrued” means that portion of claims incurred
on or prior to the valuation date which result in liability of the
insurer for the payment of benefits for medical services expected
to be rendered after the valuation date, and for benefits expected
to be payable for days of hospitalization and days of disability
occurring after the valuation date.

Note: This liability is sometimes referred to as a liability for unaccrued benefits.
A claim reserve, which represents an estimate of the unaccrued claim payments
expected to be made (which may or may not be discounted with interest), must be
established.

(f) “Claims unreported” means those claims that have been
incurred on or prior to the valuation date of which the insurer has
not been informed, on or prior to the valuation date.

Note: These claims are considered as unreported claims for annual statement pur-
poses.

(g) “Date of disablement” means the earliest date on which the
insured is considered as being disabled under the definition of dis-
ability in the contract, based on a physician’s evaluation or other
evidence.

(h) “Elimination period” means a specified number of days,
weeks, or months starting at the beginning of each period of loss,
during which no benefits are payable.

(i) “Gross premium” means the amount of premium charged
by the insurer. It includes the net premium, based on claim cost,
for the risk together with any loading for expenses, profit or con-
tingencies.

(j) “Group insurance” includes blanket insurance.

(k) “Individual insurance” includes franchise insurance.

(L) “Level premium” means a premium calculated to remain
unchanged throughout either the lifetime of the policy, or for some
shorter projected period of years.

Note: The level premium need not be guaranteed; in which case, although it is cal-
culated to remain level, it may be changed if any of the assumptions on which it was
based are revised at a later time.

Generally, the annual claim costs are expected to increase each year and the
insurer, instead of charging premiums that correspondingly increase each year,
charges a premium calculated to remain level for a period of years or for the lifetime
of the contract. In this case the benefit portion of the premium is more than needed
to provide for the cost of benefits during the earlier years of the policy and less than
the actual cost in the later years. The building of a prospective contract reserve is a
natural result of level premiums.

(m) “Modal premium” means the premium paid on a contract
based on a premium term which could be annual, semiannual,
quarterly, monthly, or weekly.

Note: Thus if the annual premium is $100 and if, instead, monthly premiums of
$9 are paid then the modal premium is $9.

(n) “Negative reserve” means a negative terminal reserve
value due to the values of the benefits decreasing with advancing
age or duration.

(0) “Preliminary term reserve method” means the method of
valuation under which the valuation net premium for each year
falling within the preliminary term period is exactly sufficient to
cover the expected incurred claims of that year, so that the termi-
nal reserve will be zero at the end of the year. As of the end of the
preliminary term period, a new constant valuation net premium,
or stream of changing valuation premiums, becomes applicable
such that the present value of all such premiums is equal to the
present value of all claims expected to be incurred following the
end of the preliminary term period.

(p) “Present value of amounts not yet due on claims” means
the reserve for claims unaccrued which may be discounted at
interest.

(q) “Reserve” includes all items of benefit liability, whether in
the nature of incurred claim liability or in the nature of contract
liability relating to future periods of coverage, and whether the lia-
bility is accrued or unaccrued.

Note: An insurer under its contracts promises benefits which result in:

On claims incurred, payments expected to be made after the valuation date for
accrued and unaccrued benefits are liabilities of the insurer which should be provided
for by establishing claim reserves; or

Claims which are expected to be incurred after the valuation date. Any present lia-
bility of the insurer for these future claims should be provided for by the establish-
ment of contract reserves and unearned premium reserves.
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(r) “Terminal reserve” means the reserve at the end of the con-
tract year which is the present value of benefits expected to be
incurred after that contract year minus the present value of future
valuation net premiums.

(s) “Unearned premium reserve” means that portion of the pre-
mium paid or due to the insurer which is applicable to the period
of coverage extending beyond the valuation date.

Note: Thus if an annual premium of $120 was paid on November 1, $20 would
be earned as of December 31 and the remaining $100 would be unearned. The

unearned premium reserve could be on a gross basis as in this example, or on a valua-
tion net premium basis.

(t) “Valuation net modal premium” means the modal fraction
of the valuation net annual premium that corresponds to the gross
modal premium in effect on any contract to which contract
reserves apply. Thus if the mode of payment in effect is quarterly,
the valuation net modal premium is the quarterly equivalent of the
valuation net annual premium.

(4) RESERVES IN EXCESS OF MINIMUM RESERVE STANDARDS. An
insurer subject to this section may determine that the adequacy of
its accident and sickness reserves requires reserves in excess of
the minimum standards specified in this section. The insurer shall
hold and consider the excess reserves as its minimum reserves.

(5) PROSPECTIVE GROSS PREMIUM VALUATION. (a) With respect
to any block of contracts, or with respect to an insurer’s accident
and sickness business as a whole, a prospective gross premium
valuation is the ultimate test of reserve adequacy as of a given val-
uation date. The gross premium valuation shall take into account,
for contracts in force, in a claims status, or in a continuation of
benefits status on the valuation date, the present value as of the
valuation date adjusted for future premium increases reasonably
expected to be put into effect, of:

1. All expected benefits unpaid.

2. All expected expenses unpaid.

3. All unearned or expected premiums.

(b) The insurer shall perform a gross premium valuation when-
ever a significant doubt exists as to reserve adequacy with respect
to any major block of contracts, or with respect to the insurer’s
accident and sickness business as a whole. In the event inade-
quacy is found to exist, the insurer shall make immediate loss rec-
ognition and restore the reserves to adequacy. The insurer shall
hold adequate reserves, inclusive of claim, premium and contract
reserves, if any, with respect to all contracts, regardless of whether
contract reserves are required for the contracts under these stan-
dards.

(c) Whenever minimum reserves, as defined in these stan-
dards, exceed reserve requirements as determined by a prospec-
tive gross premium valuation, the minimum reserves remain the
minimum requirement under these standards.

(6) CLAIM RESERVES. (a) General claim reserve requirements
are:

1. Claim reserves are required for all incurred but unpaid
claims on all accident and sickness insurance policies;

2. Appropriate claim expense reserves are required with
respect to the estimated expense of settlement of all incurred but
unpaid claims; and

3. The insurer shall test reserves for prior valuation years for
adequacy and reasonableness along the lines of claim run—off
schedules in accordance with the statutory financial statement
including consideration of any residual unpaid liability.

(b) Except as provided in par. (bm), minimum standards for
claim reserves are as follows:

1. For disability income:

a. The maximum interest rate for claim reserves is specified
in Appendix A;

b. Minimum standards with respect to morbidity are those
specified in Appendix A; except that, at the option of the insurer,
for claims with a duration from date of disablement of less than
two years, the insurer may base the reserves on the insurer’s expe-
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rience, if the experience is considered credible, or upon other
assumptions designed to place a sound value on the liabilities;

c. For contracts with an elimination period, the insurer shall
measure the duration of disablement as dating from the time that
benefits would have begun to accrue had there been no elimina-
tion period.

2. For all other benefits:

a. The maximum interest rate for claim reserves is specified
in Appendix A;

b. The insurer shall base the reserve on the insurer’s experi-
ence, if this experience is considered credible, or upon other
assumptions designed to place a sound value on the liabilities;

(bm) 1. The minimum claim reserve standards for contracts
issued prior to January 1, 2017, at the option of the insurer, shall
be either the reserving requirements as set forth in par. (b), or the
reserving requirements set forth in the National Association of
Insurance Commissioners Accounting Practices and Procedures
Manual, Appendix A-010.

2. The minimum claim reserve standards for contracts issued
on or after January 1, 2017, shall be the standards set forth in the
National Association of Insurance Commissioners Valuation
Manual as defined in s. 623.06 (1) (j), Stats.

(c) General claim reserve methods are as follows:

1. The insurer may use any generally accepted or reasonable
actuarial method or combination of methods to estimate all claim
liabilities.

2. The methods used for estimating liabilities generally may
be aggregate methods, or various reserve items may be separately
valued. The insurer may also employ approximations based on
groupings and averages. The insurer shall, however, determine
adequacy of the claim reserves in the aggregate.

(7) PREMIUM RESERVES. (a) General premium reserve require-
ments are:

1. Unearned premium reserves are required for all contracts
with respect to the period of coverage for which premiums, other
than premiums paid in advance, have been paid beyond the date
of valuation;

2. If premiums due and unpaid are carried as an asset, the
insurer shall treat the premiums as premiums in force, subject to
unearned premium reserve determination. The insurer shall carry
as an offsetting liability the value of unpaid commissions, pre-
mium taxes, and the cost of collection associated with due and
unpaid premiums; and

3. Insurers may appropriately discount to the valuation date
the gross premiums paid in advance for a period of coverage com-
mencing after the next premium due date which follows the date
of valuation. The insurer shall hold this discounted premium
either as a separate liability or as an addition to the unearned pre-
mium reserve which would otherwise be required as a minimum.

(b) Minimum standards for unearned premium reserves are as
follows:

1. The minimum unearned premium reserve with respect to
any contract is the pro rata unearned modal premium that applies
to the premium period beyond the valuation date, with the pre-
mium determined on the basis of:

a. The valuation net modal premium on the contract reserve
basis applying to the contract; or

b. The gross modal premium for the contract if no contract
reserve applies.

2. However, the sum of the unearned premium and contract
reserves for all contracts of the insurer subject to contract reserve
requirements may not be less than the gross modal unearned pre-
mium reserve on all of the contracts, as of the date of valuation.
To the extent not provided for elsewhere in this section, this
reserve may not be less than the expected claims for the period
beyond the valuation date represented by the unearned premium
reserve.
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(c) General premium reserve methods are as follows:

1. In computing premium reserves, the insurer may employ
suitable approximations and estimates; including, but not limited
to, groupings, averages and aggregate estimation.

2. The insurer shall periodically test the approximations or
estimates to determine their continuing adequacy and reliability.

(8) CONTRACT RESERVES. (a) General contract reserve
requirements are:

1. Contract reserves are required, unless otherwise specified
in subd. 2. for:

a. All individual and group contracts with which level pre-
miums are used; or

b. All individual and group contracts with respect to which,
due to the gross premium pricing structure at issue, the value of
the future benefits at any time exceeds the value of any appropri-
ate future valuation net premiums at that time. The insurer shall
determine the values specified in this subparagraph on the basis
specified in par. (b);

2. Contracts not requiring a contract reserve are:

a. Contracts which cannot be continued after one year from
issue; or

b. Contracts already in force on the effective date of these
standards for which no contract reserve was required under the
immediately preceding standards;

3. The contract reserve is in addition to claim reserves and
premium reserves; and

4. The insurer shall use methods and procedures for contract
reserves that are consistent with those for claim reserves for any
contract, or else shall make appropriate adjustment when neces-
sary to assure provision for the aggregate liability. The insurer
shall use the same definition of the date of incurral in both deter-
minations.

(b) Except as provided in par. (bm), the basis for determining
minimum standards for contract reserves are as follows:

1. Minimum standards with respect to morbidity are those set
forth in Appendix A. Valuation net premiums used under each
contract shall have a structure consistent with the gross premium
structure at issue of the contract as this relates to advancing age
of insured, contract duration and period for which gross premiums
have been calculated. The insurer shall value contracts for which
tabular morbidity standards are not specified in Appendix A using
tables established for reserve purposes by a qualified actuary
meeting the requirements of s. Ins 6.12 and acceptable to the com-
missioner;

Note: The consistency between the gross premium structure and the valuation net

premium is required only at issue, because the impact on the consistency after issue
of regulatory restrictions on premium rate increases is still under study.

2. The maximum interest rate is specified in Appendix A;

3. The insurer shall use termination rates in the computation
of reserves on the basis of a mortality table as specified in Appen-
dix A except as noted in the following paragraph.

3m. Under contracts for which premium rates are not guaran-
teed, and where the effects of insurer underwriting are specifically
used by policy duration in the valuation morbidity standard, the
insurer may use total termination rates at ages and durations where
these exceed specified mortality table rates, but not in excess of
the lesser of:

a. Eighty percent of the total termination rate used in the cal-
culation of the gross premiums, or

b. Eight percent.

3s. Where a morbidity standard specified in Appendix A is on
an aggregate basis, the insurer may adjust the morbidity standard
to reflect the effect of insurer underwriting by policy duration.
The adjustments shall be appropriate to the underwriting and
acceptable to the commissioner;

4. The minimum reserve is the reserve calculated on the two—
year full preliminary term method; that is, under which the termi-
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nal reserve is zero at the first and also the second contract anniver-
sary. The insurer may apply the two—year preliminary term
method only in relation to the date of issue of a contract. The
insurer shall apply reserve adjustments introduced later, as a result
of rate increases, revisions in assumptions or for other reasons,
immediately as of the effective date of adoption of the adjusted
basis;

5. The insurer may offset negative reserves on any benefit
against positive reserves for other benefits in the same contract,
but the total contract reserve with respect to all benefits combined
may not be less than zero.

(bm) 1. The minimum contract reserve standards for accident
and sickness contracts issued prior to January 1, 2017, at the
option of the insurer, shall be either the reserving requirements as
set forth in par. (b), or the reserving requirements set forth in the
National Association of Insurance Commissioners Accounting
Practices and Procedures Manual, Appendix A-010.

2. The minimum contract reserve standards for contracts
issued on or after January 1, 2017, shall be the standards set forth
in the National Association of Insurance Commissioners Valua-
tion Manual as defined in s. 623.06 (1) (j), Stats.

(c) Provided the contract reserve on all contracts to which an
alternative method or basis is applied is not less in the aggregate
than the amount determined according to the applicable standards
specified in this section; an insurer may use any reasonable
assumptions as to interest rates, termination or mortality rates or
both, and rates of morbidity or other contingency. Also, subject
to the preceding sentence, the insurer may employ methods other
than the methods stated in this section in determining a sound
value of its liabilities under the contracts, including, but not lim-
ited to the following:

1. The net level premium method;
2. The one—year full preliminary term method;

3. Prospective valuation on the basis of actual gross pre-
miums with reasonable allowance for future expenses;

4. The use of approximations such as those involving age
groupings, groupings of several years of issue, average amounts
of indemnity, grouping of similar contract forms;

5. The computation of the reserve for one contract benefit as
a percentage of, or by other relation to, the aggregate contract
reserves exclusive of the benefit or benefits so valued; and

6. The use of a composite annual claim cost for all or any com-
bination of the benefits included in the contracts valued.

(d) 1. Annually, the insurer shall make an appropriate review
of the insurer’s prospective contract liabilities on contracts valued
by tabular reserves, to determine the continuing adequacy and rea-
sonableness of the tabular reserves giving consideration to future
gross premiums. The insurer shall make appropriate increments
to the tabular reserves if the tests indicate that the basis of the
reserves is no longer adequate. Any appropriate increments to
tabular reserves made by the insurer under this paragraph shall
comply with the minimum standards of par. (b).

2. If an insurer has a contract or a group of related similar con-
tracts, for which future gross premiums will be restricted by the
commissioner, the contract, or some other reason, such that the
future gross premiums reduced by expenses for administration,
commissions, and taxes will be insufficient to cover future claims,
the insurer shall establish contract reserves for the shortfall in the
aggregate.

(9) DETERMINATION OF ADEQUACY. The insurer shall deter-
mine the adequacy of its accident and health insurance reserves on
the basis of the claim reserves, premium reserves, and contract
reserves combined. However, the standards established in this
section emphasize the importance of determining appropriate
reserves for each of these three reserve categories separately.

(10) REINSURANCE. The insurer shall determine, in a manner
consistent with these minimum reserve standards and with all
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applicable provisions of the reinsurance contracts which affect the
insurer’s liabilities, increases to, or credits against reserves car-
ried, arising because of reinsurance assumed or reinsurance
ceded.

History: Cr. Register, April, 1959, No. 40, eff. 5-1-59; am. (2) (a) and (b), Regis-

ter, June, 1960, No. 54, eff. 7-1-60; am. (3) (a) and Table 1, Register, October, 1960,
No. 58, eff. 11-1-60; r. and recr., Register, January, 1967, No. 133, eff. 2-1-67;
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emerg. am. to (1) to (6), eff. 6-22-76; am. (1), (2), (3) (intro.), (3) (a), 4. and 5., (3)
(e), (4) (intro.), (4) (a), (5) and (6), Register, September, 1976, No. 249, eff. 10-1-76;
am. (2), (3) and (5), Register, March, 1979, No. 279, eff. 4-1-79; am. (3) (intro.), (a)
4. and 5. (4) (intro.), (5) (intro.) and (6) (intro.), Register, September, 1986, No. 369,
eff. 10—1-86; r. and recr. Register, November, 1989, No. 407, eff. 12—1-89.; correc-
tion in (8) (b) made under s. 13.93 (2m) (b) 1., Stats., Register, April, 1992, No. 436;
CR 19-142: am. (6) (b) (intro.), cr. (6) (bm), am. (8) (b) (intro.), cr. (8) (bm) Regis-
ter July 2020 No. 775, eff. 8—-1-20.
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Ins 3.17 APPENDIX A
SPECIFIC STANDARDS FOR MORBIDITY, INTEREST AND MORTALITY

L MORBIDITY

A. Minimum morbidity standards for valuation of specified individual contract accident and sickness insurance
benefits are as follows:

(€8] Disability income benefits due to accident or sickness.
(a) Contract reserves:
Contracts issued on or after January 1, 1968, and prior to January 1, 1987:
The 1964 Commissioners Disability Table (64 CDT)
Contracts issued on or after January 1, 1992:
The 1985 Commissioners Individual Disability Tables A (85CIDA); or
The 1985 Commissioners Individual Disability Tables B (§85CIDB).
Contracts issued during 1987 through 1991:
Optional use of either the 1964 Table or the 1985 Tables.

Each insurer shall elect, with respect to all individual contracts issued in any one statement year, whether it will
use Tables A or Tables B as the minimum standard. The insurer may, however, elect to use the other tables with
respect to contracts issued in any subsequent statement year.

(b) Claim reserves:

The minimum morbidity standard in effect for contract reserves on currently issued
contracts, as of the date the claim is incurred.

2) Hospital benefits, surgical benefits and maternity benefits (scheduled benefits or fixed time period
benefits only).

(a) Contract reserves:
Contracts issued on or after January 1, 1955, and before January 1, 1987:
The 1956 Intercompany Hospital-Surgical Tables.
Contracts issued on or after January 1, 1992:

The 1974 Medical Expense Tables, Table A, Transactions of the Society of Actuar-
ies, Volume XXX, pg. 63. Refer to the paper (in the same volume, pg. 9) to which
this table is appended, including its discussions, for methods of adjustment for
benefits not directly valued in Table A: “Development of the 1974 Medical
Expense Benefits,” Houghton and Wolf.

Contracts issued during 1987 through 1991:
Optional use of either the 1956 Intercompany Tables or the 1974 Medical Expense

Tables.
(b) Claim reserves:
No specific standard. See (5).
3) Cancer expense benefits (scheduled benefits or fixed time period benefits only).
(a) Contract reserves:

Contracts issued on or after January 1, 1992:
The 1985 NAIC Cancer Claim Cost Tables.
Contracts issued during 1986 through 1991:
Optional use of the 1985 NAIC Cancer Claim Cost Tables.

(b) Claim reserves:
No specific standard. See (5).
“4) Accidental death benefits.
(a) Contract reserves:

Contracts issued on or after January 1, 1992:
The 1959 Accidental Death Benefits Table.
Contracts issued during 1965 through 1991:
Optional use of the 1959 Accidental Death Benefits Tables.

(b) Claim reserves:
Actual amount incurred.
5) Other individual contract benefits.
(a) Contract reserves:

For all other individual contract benefits, morbidity assumptions are to be determined
as provided in the reserve standards.

(b) Claim reserves:

For all benefits other than disability, claim reserves are to be determined as provided in
the standards.
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B. Minimum morbidity standards for valuation of specified group contract accident and health insurance bene-
fits are as follows:
(D) Disability income benefits due to accident or sickness.
(a) Contract reserves:

Contracts issued prior to January 1, 1989:
The same basis, if any, as that employed by the insurer as of January 1, 1989.
Contracts issued on or after January 1, 1992:
The 1987 Commissioners Group Disability Income Table (87CGDT).
Contracts issued during 1989 through 1991:
Optional use of the 1989 standard or the 1987 CGDT.
(b) Claim reserves:
For claims incurred on or after January 1, 1992:
The 1987 Commissioners Group Disability Income Table (87CGDT).
For claims incurred prior to January 1, 1987:
The 1964 Commissioners Disability Table (64CDT).
For claims incurred during 1987 through 1991:
Optional use of either the 1964 Table or the 1987 Table.
2) Other group contract benefits.
(a) Contract reserves:
For all other group contract benefits, morbidity assumptions are to be determined as
provided in the reserve standards.
(b) Claim reserves:
For all benefits other than disability, claim reserves are to be determined as provided in
the standards.
1L INTEREST
A. For contract reserves the maximum interest rate is the maximum rate permitted by law in the valuation of
whole life insurance issued on the same date as the accident and sickness insurance contract.
B. For claim reserves the maximum interest rate is the maximum rate permitted by law in the valuation of whole
life insurance issued on the same date as the claim incurral date.
III. MORTALITY
The mortality basis used shall be according to a table (but without use of selection factors) permitted by law for the valua-
tion of whole life insurance issued on the same date as the accident and sickness insurance contract.
Note: The tables referenced in this Appendix may be found as follows:
The 1964 Commissioners Disability Table, 1965 Proceedings of the National Association of Insurance Commissioners, Vol. I, pgs. 78-80.
The 1985 Commissioners Individual Disability Tables A, 1986 Proceedings of the National Association of Insurance Commissioners, Vol. I, pgs. 574-589.
The 1985 Commissioners Individual Disability Tables B, 1985 Proceedings of the National Association of Insurance Commissioners, Vol. I, pgs. 486—540.
The 1956 Intercompany Hospital-Surgical Tables, 1957 Proceedings of the National Association of Insurance Commissioners, Vol. I, pgs. 83—85.
The 1985 NAIC Cancer Claim Cost Tables, 1986 Proceedings of the National Association of Insurance Commissioners, Vol. I, pgs. 609-623.
The 1959 Accidental Death Benefits Table, Transactions of the Society of Actuaries, Vol. XI, pg. 754.

The 1987 Commissioners Group Disability Income Table, 1987 Proceedings of the National Association of Insurance Commissioners, Vol. II, pgs. 557-619.

Note: Reserves for waiver of premium. Waiver of premium reserves involve several special considerations. First, the disability valuation tables promulgated by the NAIC
are based on exposures that include contracts on premium waiver as in—force contracts. Therefore, contract reserves based on these tables are not reserves on “active lives,”
but rather reserves on contracts “in force.” This is true for the 1964 CDT and for both the 1985 CIDA and CIDB tables.

Accordingly, tabular reserves using any of these tables should value reserves on the following basis:

Claim reserves should include reserves for premiums expected to be waived, valuing as a minimum the valuation net premium being waived.

Premium reserves should include contracts on premium waiver as in—force contracts, valuing as a minimum the unearned modal valuation net premium being waived.

Contract reserves should include recognition of the waiver of premium benefit in addition to other contract benefits provided for, valuing as a minimum the valuation net
premium to be waived.

If an insurer is, instead, valuing reserves on what is truly an active life table, or if a specific valuation table is not being used but the insurer’s gross premiums are calculated
on a basis that includes in the projected exposure only those contracts for which premiums are being paid, then it may not be necessary to provide specifically for waiver of
premium reserves. Any insurer using the true “active life” basis should carefully consider, however, whether or not additional liability should be recognized on account of
premiums waived during periods of disability or during claim continuation.
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Ins 3.18 Total consideration for accident and sick-
ness insurance policies. The total consideration charged for
accident and sickness insurance policies must include policy and
other fees. Such total consideration charged must be stated in the
policy, and shall be subject to the reserve requirements of ch. 623,
Stats., and s. Ins 3.17, and must be the basis for computing the
amount to be refunded in the event of cancellation of the policy.

History: Cr. Register, May, 1959, No. 41, eff. 6—1-59; emerg. am. eff. 6-22-76;
am. Register, September, 1976, No. 249, eff. 10-1-76.

Ins 3.19 Group accident and sickness insurance
insuring debtors of a creditor. (1) This rule implements and
interprets ss. 204.321 (1) (d) and 206.60 (2), 1973 Stats., with
regard to issuance of a group policy of accident and sickness
insurance issued to a creditor to insure debtors of a creditor.

(2) A group accident and sickness insurance policy may be
issued to a creditor to insure debtors of the creditor if the class or
classes of insured debtors meet the requirements of s. 206.60 (2)
(a) and (c), 1973 Stats., and such a policy shall be subject to the
requirements of such paragraphs in addition to other requirements
applicable to group accident and sickness insurance policies.

History: Cr. Register, November, 1959, No. 47, eff. 12-1-59; am. Register, Sep-
tember, 1963, No. 93, eff. 10-1-63; . (3), Register, February, 1973, No. 206, eff.

3—-1-73; emerg. am. (1) and (2), eff. 6—22-76; am. (1) and (2), Register, September,
1976, No. 249, eff. 10-1-76.

Ins 3.20 Substandard risk automobile physical
damage insurance for financed vehicles. (1) Purposk. In
accordance with s. 625.34, Stats., this rule is to accomplish the
purpose and enforce the provisions of ch. 625, Stats., in relation
to automobile physical damage insurance for substandard risks.

(2) Scope. This rule applies to any automobile physical dam-
age insurance policy procured or delivered by a finance company.

(3) DEFINITIONS. (a) “Substandard risk” means an applicant
for insurance who presents a greater exposure to loss than that
contemplated by commonly used rate classifications as evidenced
by one or more of the following conditions:

1. Record of traffic accidents.

2. Record of traffic law violations.

3. Undesirable occupational circumstances.
4. Undesirable moral characteristics.

(b) “Substandard risk rate”” means a rate or premium charge
that reflects the greater than normal exposure to loss which is
assumed by an insurer writing insurance for a substandard risk.

(4) RATES FOR SUBSTANDARD RISKS. (a) Any increased rate
charged for substandard risks shall not be excessive, inadequate,
or unfairly discriminatory.

(b) It shall be unfairly discriminatory to charge a rate or pre-
mium that does not reasonably measure the variation between
risks and each risk’s exposure to loss.

(c) Classification rates filed for substandard risks may not
exceed 150% of the rate level generally in use for normal risks
unless the filing also provides for the modification of classifica-
tion rates in accordance with a schedule which establishes stan-
dards for measuring variation in hazards or expense provisions or
both.

(5) INSURANCE COVERAGE. (a) The automobile physical dam-
age insurance afforded shall be substantially that customarily in
use for normal business.

(b) The applicant shall not be required to purchase more cover-
age than is customarily necessary to protect the interests of the
mortgagee. The issuance of a policy shall not be made contingent
on the acceptance by the applicant of unwanted or excessively
broad coverages.

(c) Single interest coverage may be issued only when double
interest coverage is not obtainable. The applicant must be given
the opportunity to procure insurance, and if he or she can procure
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same within 25 days there shall be no charge for the single interest
coverage.

(6) PoLicy ForMS. The purchaser must be furnished with a
complete policy form clearly setting forth the nature and extent of
all coverages and premiums charged therefor.

(7) RATING STATEMENT. No policy written on the basis of a
sub—standard risk rate schedule shall be issued unless it contains
a statement printed in bold—faced type, preferably in a contrasting
color, reading substantially as follows: This policy has been rated
in accordance with a special rating schedule filed with the com-
missioner of insurance providing for higher premium charges
than those generally applicable for average risks. If the coverage
or premium is not satisfactory, you may secure your own insur-
ance.

History: Cr. Register, March, 1960, No. 51, eff. 4-1-60; emerg. am. (1), eff.

6-22-76; am. (1), Register, September, 1976, No. 249, eft. 10-1-76; correction in
(1) and (5) (c) made under s. 13.93 (2m) (b) 5. and 7., Stats., Register, April, 1992,
No. 436.

Ins 3.23 Franchise accident and sickness insur-
ance. (1) FRANCHISE GROUP HEADQUARTERS. A franchise group
described in s. 600.03 (22), Stats., need not have its headquarters
or other executive offices domiciled in Wisconsin.

(2) AccounTING. All premiums paid in connection with fran-
chise accident and sickness insurance on Wisconsin residents
shall be reported for annual statement purposes as Wisconsin
business and shall be subject to the applicable Wisconsin pre-
mium tax.

History: Cr. Register, May, 1964, No. 101, eff. 6-1-64; emerg. am. (1) eff.

6-22-76; am. (1), Register, September, 1976, No. 249, eff. 10-1-76; correction in
(1) made under s. 13.93 (2m) (b) 7., Stats., Register, April, 1992, No. 436.

Ins 3.25 Credit life insurance and credit accident
and sickness insurance. (1) PUrPOSE. The purpose of this
section is to assist in the maintenance of a fair and equitable credit
insurance market and to ensure that policyholders, claimants and
insurers are treated fairly and equitably by providing a system of
rate, policy form and operating standards for the transaction of
credit life insurance and credit accident and sickness insurance.
This section interprets and implements ss. 601.01, 601.415 (9),
601.42, 623.06, 625.11, 625.12, 625.34, 631.20, 632.44 (3) and
632.60, Stats., and chs. 421, 422 and 424, Stats.

(2) Scope. (a) This section shall apply to the transaction of
credit life insurance as defined in s. Ins 6.75 (1) (a) 1. and s.
632.44, Stats., and subject to ch. 424, Stats., and to the transaction
of credit accident and sickness insurance as defined in s. Ins 6.75
(1) (c) 1. and (2) (c) 1. and subject to ch. 424, Stats.

(b) This rule shall be the basis for review of all policy forms,
certificates of insurance, notices of proposed insurance, applica-
tions for insurance, endorsements and riders and the schedules of
premium rates to be used in Wisconsin on or after the effective
date of the rule for credit life and credit accident and sickness
insurance.

(3) DEFINITIONS. In this section:

(a) “Case” means, for credit life insurance, all the credit life
insurance of a creditor and, for credit accident and sickness insur-
ance, all of each category of credit accident and sickness insur-
ance of a creditor, as specified in Appendix B, unless some reason-
able combination of these categories is approved by the
commissioner.

(b) “Case rate” means the maximum premium rate or schedule
of premium rates permitted to be charged with respect to the cov-
erage of a creditor. Unless a higher premium rate or schedule of
premium rates is approved by the commissioner, the case rate is
the prima facie premium rate or schedule of premium rates.

(c) “Creditor” has the meaning set forth in s. 421.301 (16),
Stats.

(d) “Experience period” means a time period of consecutive
calendar years ending with the most recent full calendar year prior
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to the date of determination of a case rate based on such experi-
ence period. The number of years shall be not less than one nor
more than three; provided, however, that if the number of years is
less than three, the life years exposure in the experience period
shall be not less than ten thousand for life insurance and not less
than one thousand for accident and sickness insurance.

(e) “Incurred claims” means claims paid during the experience
period plus claim reserve at the end of the experience period
minus claim reserve at the beginning of the experience period.

(f) “Life years exposure” means the average number of group
certificates or individual policies in force during an experience
period, without regard to multiple coverage, times the number of
years in the experience period.

(g) “Prima facie earned premium” means the premium which
would have been earned during the experience period if the prima
facie premium rate in effect at the end of the experience period had
always been charged. The method of calculation shall be that
specified in sub. (13).

(h) “Prima facie loss ratio” means incurred claims divided by
prima facie earned premium.

(4) TYPES OF CREDIT LIFE INSURANCE OR CREDIT ACCIDENT AND
SICKNESS INSURANCE. No credit life insurance or credit accident
and sickness insurance policies shall be issued except:

(a) Individual policies of life insurance issued to debtors on a
nonrenewable, nonconvertible term plan;

(b) Individual policies of accident and sickness insurance
issued to debtors on a term plan or disability benefit provisions in
individual policies of credit life insurance;

(c) Group policies of life insurance issued to creditors provid-
ing insurance upon the lives of debtors on a term plan;

(d) Group policies of accident and sickness insurance issued
to creditors on a term plan insuring debtors or disability benefit
provisions in group credit life insurance policies.

(5) AMOUNT OF CREDIT LIFE AND CREDIT ACCIDENT AND SICK-
NESS INSURANCE. The amount of credit life insurance and credit
accident and sickness insurance shall not exceed the amounts
specified in s. 424.208, Stats.

(6) TERM OF CREDIT LIFE INSURANCE AND CREDIT ACCIDENT AND
SICKNESS INSURANCE. (a) The term of any credit life insurance or
credit accident and sickness insurance shall, subject to acceptance
by the insurer, commence on the date when the debtor becomes
obligated to the creditor, except that, where a group policy pro-
vides coverage with respect to existing obligations, the insurance
on a debtor with respect to such indebtedness shall commence on
the effective date of the policy.

(b) Where evidence of insurability is required and such evi-
dence is furnished more than 30 days after the date when the
debtor becomes obligated to the creditor, the term of the insurance
may commence on the date on which the insurance company
determines the evidence to be satisfactory, and in such event there
shall be an appropriate refund or adjustment of any charge to the
debtor for insurance. The term of this insurance shall not extend
more than 15 days beyond the scheduled maturity date of indebt-
edness unless it is extended without additional cost to the debtor
or as an incident to a deferral, refinancing or consolidation agree-
ment.

(c) If the indebtedness is discharged due to renewal or refi-
nancing prior to the scheduled maturity date, the insurance in
force shall be terminated before any new insurance is issued in
connection with the renewed or refinanced indebtedness. In any
renewal or refinancing of the indebtedness, the effective date of
the coverage of any policy provision shall be deemed to be the first
date on which the debtor became insured under the policy cover-
ing the indebtedness which was renewed or refinanced. However,
this does not apply to an amount or term of indebtedness, exclu-
sive of refinancing charges, in excess of the original indebtedness
outstanding at the time of refinancing.
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(d) In all cases of termination prior to scheduled maturity, a
refund shall be paid or credited as provided in sub. (9).

(7) PROVISIONS OF POLICIES AND CERTIFICATES OF INSURANCE;
DISCLOSURE TO DEBTORS. (a) All credit life insurance and credit
accident and sickness insurance shall be evidenced by an individ-
ual policy, or in the case of group insurance, by a certificate of
insurance. The individual policy or group certificate of insurance
shall be delivered to the debtor.

(b) Each individual policy or group certificate of credit life
insurance or credit accident and sickness insurance shall, in addi-
tion to other requirements of the law, set forth:

1. The name and home office address of the insurer;

2. The name or names of the debtor or, in the case of a certifi-
cate under a group policy, the identity of the debtor;

3. The premium or charge, if any, to be paid by the debtor.
Premiums for credit life insurance and for credit accident and
sickness insurance shall be shown separately;

4. A description of the coverage including the amount and
term of coverage, and any exceptions, limitations and restrictions;

5. A provision that the benefits shall be paid to the creditor to
reduce or extinguish the unpaid indebtedness and that whenever
the amount of insurance exceeds the unpaid indebtedness, any
excess shall be payable to a beneficiary, other than the creditor
named by the debtor, or to the debtor’s estate, and

6. A provision that the insurance on any debtor will be can-
celled and a refund made if the indebtedness is terminated through
prepayment or otherwise, in accordance with sub. (9).

(c) The individual policy or group certificate of insurance shall
be delivered to the insured debtor at the time the indebtedness is
incurred except as provided in par. (d);

(d) If the individual policy or group certificate of insurance is
not delivered to the debtor at the time the indebtedness is incurred,
a copy of the application for the policy or a notice of proposed
insurance shall:

1. Be delivered to the debtor at the time the indebtedness is
incurred;

2. Be signed by the debtor;

3. Set forth the name and home office address of the insurer;

4. Set forth the name or names of the debtor;

5. Set forth the premium or amount of payment by the debtor,
if any, separately for credit life insurance and credit accident and
sickness insurance; and

6. Set forth the amount, term and a brief description of the
coverage provided including all exclusions and exceptions.

(e) The copy of the application or notice of proposed insurance
shall also refer exclusively to insurance coverage, and the copy or
notice shall be separate and apart from the loan, sale or other credit
statement of account, instrument or agreement, unless the infor-
mation required by par. (d) is prominently set forth in the loan, sale
or other credit statement of account, instrument or agreement.
Upon acceptance of the insurance by the insurer and within 30
days of the date upon which the indebtedness is incurred, the
insurer shall cause the individual policy or group certificate of
insurance to be delivered to the debtor. The application or notice
of proposed insurance shall state that upon acceptance by the
insurer, the insurance shall become effective as provided in sub.
(6).

(f) If the named insurer does not accept the risk, the debtor
shall receive a policy or certificate of insurance from the substi-
tuted insurer, if any, including the information required by par. (b).
If the amount of premium is less than that set forth in the notice
of proposed insurance an appropriate refund shall be made.

(g) If a contract of insurance provides for a limitation in the
amount of coverage related to insurance provided by other con-
tracts in force on the debtor, such limitation shall be explained to
the debtor at the time the indebtedness is incurred and shall be
acknowledged in writing by the debtor in an instrument separate
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from the individual policy or group certificate. Alternatively, the
individual policy or group certificate shall include a brief descrip-
tion or separate statement referring to the limitation in the amount
of coverage. The brief description or separate statement, shall be
printed on the first page of the individual policy or group certifi-
cate in type more prominent than that used in the text of the policy
or certificate and shall indicate the limitation clearly.

(h) If a contract of insurance provides for a limitation of cover-
age related to the age of the debtor, such limitation shall be
explained to the debtor at the time the indebtedness is incurred and
shall be acknowledged in writing in an instrument separate from
the individual policy or group certificate. Alternatively, the indi-
vidual policy or group certificate shall include a brief description
or separate statement referring to the age limitation. The brief
description or separate statement, shall be printed on the first page
of the individual policy or group certificate in type more promi-
nent than that used in the text of the policy or certificate and shall
indicate the limitation clearly.

(i) Conspicuous notice of the debtor’s right to return the policy,
certificate of insurance or notice of proposed insurance within 10
days of incurring the indebtedness and to receive a refund of any
premium paid if the debtor is not satisfied with the insurance for
any reason, as required by s. 424.203 (4), Stats., shall be given
with the policy, certificate or notice of proposed insurance.

(j) Charges or premiums for credit life insurance or credit acci-
dent and sickness insurance may only be collected from debtors
if the disclosure and authorization requirements of s. 422.202 (2s),
Stats., are met. If 2 debtors are to be insured for credit life insur-
ance each must receive the disclosure information and each one
must request credit life insurance coverage. However, the indi-
vidual policy or group certificate may be delivered to only one
debtor.

(8) FILING OF POLICY FORMS. (a) All policy forms, certificates
of insurance, notices of proposed insurance, applications for
insurance, endorsements and riders to be delivered or issued for
delivery in this state and the schedules of premium rates pertain-
ing to them shall be filed with the commissioner. In the case of
credit transactions covered under a group policy issued in another
state or jurisdiction, the insurer shall file for approval only the
group certificate, notice of proposed insurance and the premium
rates to be used in this state.

(b) The commissioner shall, within 30 days after the filing of
any policy, certificate of insurance, notice of proposed insurance,
application for insurance, endorsement or rider, disapprove any
form if the benefits provided in the form are not reasonable in rela-
tion to the premium charged, or if the form contains provisions
which are unjust, unfair, inequitable, misleading, deceptive or
which encourage misrepresentation of the coverage or are con-
trary to any law or administrative rule.

(c) If the commissioner notifies the insurer that the form is dis-
approved, the insurer shall not issue or use the form. The notice
shall specify the reason for the disapproval and state that a hearing
will be granted not less than 10 nor more than 30 days after a
request in writing by the insurer.

(cm) No policy, certificate of insurance, notice of proposed
insurance, nor any application, endorsement or rider, shall be
issued or used until 30 days after it has been filed, unless the com-
missioner gives prior written approval.

(d) The commissioner may, at any time after a hearing held not
less than 20 days after written notice to the insurer, withdraw
approval of any form on any ground set forth in par. (b). The writ-
ten notice of the hearing shall state the reason for the proposed
withdrawal of approval. The insurer shall not issue or use any
form after the effective date of the withdrawal of the approval.

(9) PREMIUMS AND REFUNDS. (a) Any insurer may revise its
schedules of premium rates from time to time, and shall file such
revised schedules with the commissioner. No insurer shall issue
any credit life insurance policy or credit accident and sickness
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insurance policy if the premium rate exceeds that established by
the filed rate schedules of the insurer.

(b) The amount charged to a debtor for any credit life or credit
accident and sickness insurance shall not exceed the premiums
charged by the insurer, as computed at the time the charge to the
debtor is determined.

(c) If a creditor requires a debtor to make any payment for
credit life insurance or credit accident and sickness insurance and
an individual policy or group certificate of insurance is not issued,
the creditor shall immediately give written notice to the debtor
that coverage will not be issued and shall promptly make an
appropriate credit to the account of the debtor.

(d) A creditor may not remit and an insurer may not collect on
a monthly outstanding balance basis if the insurance charge or
premium is included as part of the outstanding indebtedness. If
the creditor adds identifiable insurance charges or premiums for
credit insurance to the total amount of indebtedness and a direct
or indirect finance, carrying, credit or service charge is made to the
debtor in connection with the insurance charge, the creditor shall
remit and the insurer shall collect on a single premium basis only.

(e) Dividends on participating individual policies of credit
insurance shall be payable to the individual insureds. Payment of
these dividends may be deferred until the policy is terminated.

(f) Each individual policy or group certificate shall provide
that in the event of termination of the insurance prior to the sched-
uled maturity date of the indebtedness any refund of an amount
paid by the debtor for insurance shall be paid or credited promptly
to the person entitled to the refund. The policy certificate may pre-
scribe a minimum refund of $1 and no refund of a lesser amount
need be made. The sum of the refunds due on all credit life insur-
ance or credit accident and sickness insurance being terminated in
connection with the indebtedness and all other credits due to the
customer under chs. 421 to 427, Stats., shall be used to determine
if a refund is due.

(g) Schedules for computing refunds in the event of cancella-
tion of credit life or credit accident and sickness insurance prior
to the scheduled maturity date of coverage shall meet the follow-
ing minimum requirements:

1. For the following coverages paid for on a single premium
or single charge basis, the refund shall be equal to or greater than
the unearned gross premium or charge amount computed by the
“sum of the digits” methods, commonly referred to as the “Rule
of 78:”

a. Credit life insurance that decreases by a uniform amount
each month until the amount becomes zero;

b. Credit life insurance providing coverage for the full term
of an indebtedness that is repayable in substantially equal install-
ments with coverage amounts that equal or approximate the actual
or net scheduled amount necessary to liquidate the indebtedness;
and

c. Credit accident and sickness insurance with substantially
equal monthly benefit amounts and with insurance coverage and
maximum benefit periods that are coterminous.

2. For credit life insurance or credit accident and sickness
insurance paid for on a monthly outstanding balance basis, the
refund shall be equal to or greater than the pro rata unearned gross
premium or charge.

3. For all coverages not described in subds. 1. and 2., the
refund shall be equal to or greater than that based on the actuarial
method, which is the prepaid premium or charge for scheduled
benefits subsequent to the actual date of coverage termination
computed at the schedule of premium rates or charges applicable
to the coverage when it was effected.

Note: Examples of these coverages include truncated credit life insurance and
floating critical period credit disability insurance.

4. Refunds shall be based on the number of full months pre-
paid from the actual date of coverage termination to the scheduled
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maturity date of coverage, counting a fractional month of 16 days
or more as a full month.

5. Upon termination of indebtedness repayable in a single
sum prior to scheduled maturity date, the refund shall be com-
puted from the date of termination to the maturity date. If less than
16 days of a loan month has been earned, no charge may be made
for that loan month, but if 16 days or more has been earned, a full
month may be charged.

(h) If an insured’s indebtedness is transferred to another credi-
tor, any group credit life insurance or group credit accident and
sickness insurance issued on that indebtedness may be continued,
but the creditor policyholder shall advise the insurer of each trans-
fer within 30 days of its effective date.

(1) Voluntary prepayment of indebtedness. If a debtor prepays
the indebtedness other than as a result of death or through a lump
sum disability payment:

1. Any credit life insurance covering this indebtedness shall
be terminated and an appropriate refund of the credit life insur-
ance premium shall be paid to the debtor; and

2. Any credit accident and sickness insurance covering this
indebtedness shall be terminated and an appropriate refund of the
credit accident and sickness insurance premium shall be paid to
the debtor. If a claim under such coverage is in progress at the time
of prepayment, the amount of refund may be determined as if the
prepayment did not occur until the payment of benefits termina-
tes. No refund need be paid during any period of disability for
which credit accident and sickness benefits are payable. A refund
shall be computed as if prepayment occurred at the end of the dis-
ability period.

(j) Involuntary prepayment of indebtedness. If an indebted-
ness is prepaid by the proceeds of a credit life insurance policy
covering the debtor or by a lump sum payment of a disability claim
under a credit insurance policy covering the debtor, then it shall
be the responsibility of the insurer to see that the following are
paid to the insured debtor, if living, or the beneficiary, other than
the creditor named by the debtor, or to the debtor’s estate:

1. In the case of prepayment by the proceeds of a credit life
insurance policy, or by the proceeds of a lump sum total and per-
manent disability benefit under credit life coverage, an appropri-
ate refund of the credit accident and sickness insurance premium;

2. In the case of prepayment by a lump sum disability pay-
ment under credit accident and sickness coverage, an appropriate
refund of the credit life insurance premium;

3. In either case, the amount of the benefits in excess of the
amount required to repay the indebtedness after crediting any
unearned interest or finance charges.

(10) CLAIMS AND EXAMINATION PROCEDURES. (a) All claims
shall be reported to the insurer or its designated claim representa-
tive promptly, and the insurer shall maintain adequate claim files.
All claims shall be settled as soon as possible and in accordance
with the terms of the insurance contract.

(b) All claims shall be paid either by a draft drawn upon the
insurer or by a check of the insurer to the order of the claimant to
whom payment of the claim is due pursuant to the policy provi-
sions, or upon direction of such claimant to another specified per-
son.

(c) No plan or arrangement shall be used in which any person,
firm or corporation other than the insurer or its designated claim
representative shall be authorized to settle or adjust claims. The
creditor shall not be designated as claim representative for the
insurer in adjusting claims but a group policyholder may, by
arrangement with the group insurer, draw drafts or checks in pay-
ment of claims due to the group policyholder subject to audit and
review by the insurer. This paragraph shall not be construed to
relieve the insurer of the responsibility for proper settlement,
adjustment and payment of all claims in accordance with the terms
of the insurance contract and this section.
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(d) The insurer shall make a good faith examination of each
credit life and credit accident and sickness insurance account in
the first year of the account and annually thereafter. The examina-
tion shall be made to assure that the creditor is conducting the
insurance program in compliance with the policy provisions, the
insurer’s administrative instructions furnished the creditor to
implement the insurance program, and with the applicable credit
insurance law and regulation of Wisconsin. The examination
must include verification of the accuracy of the computation of
premium payments, insurance charges made to debtors, and claim
payments reported to the insurer by the creditor. The insurer shall
maintain records of examinations for 2 years.

(11) CHOICE OF INSURER. When credit life insurance or credit
accident or sickness insurance is required as additional security
for any indebtedness, the debtor shall, upon request to the creditor,
have the option of furnishing the required amount of insurance
through existing policies of insurance owned or controlled by the
debtor or of procuring and furnishing the required coverage
through any insurer authorized to transact insurance business
within this state.

(12) CREDIT INSURANCE PREMIUM RATE FILINGS. (a) Every
credit insurer shall file with the commissioner every maximum
premium rate schedule applicable to credit life or credit accident
and sickness insurance in this state at least 30 days before the pro-
posed effective date.

(b) The benefits provided under a credit life or credit accident
and sickness insurance form shall be presumed to be reasonable
in relation to the premium rate charged if the premium rates filed
do not exceed the prima facie premium rate standards set forth in
subs. (14) and (15) and if the forms provide benefits which are no
more restrictive than the coverage standards enumerated in subs.
(14) and (15).

(c) Nothing in this subsection shall preclude an insurer from
requesting approval of the commissioner for premium rates
higher or lower than the prima facie rate standards on the basis of
the credible mortality or morbidity actually experienced or rea-
sonably anticipated.

(13) USE OF PRIMA FACIE PREMIUM RATES GENERALLY. (a) An
insurer that files rates or has rates on file that are not in excess of
the prima facie rates may use those rates without further proof of
their reasonableness.

(b) The initial prima facie premium rates are as shown in subs.
(14) and (15) for the plans and benefits described in these subsec-
tions and shall remain in effect through December 31, 1990.

(bm) 1. The initial basic loss ratio for credit life insurance, as
shown in par. (d), shall remain in effect through December 31,
1995. Effective January 1, 1996, the commissioner shall adopt a
basic loss ratio for credit life insurance that reflects a specific
allowance for expenses. The expense factor adopted effective
January 1, 1996, shall remain effective for a period of ten (10)
years. At the end of ten (10) years the factor will be reviewed for
possible adjustment.

2. This new loss ratio and the resultant new prima facie credit
life premium rates shall remain effective until December 31,
1999. Effective January 1, 2000, the credit life premium rates
shall be subject to adjustment every three years as outlined in par.
(c). These periodic adjustments of the credit life premium rates
shall only be based on differences in claim costs. Any new basic
loss ratio resulting from a change in claim costs will be provided
with the written notice of the prima facie premium rates to be used
for the next three—year period.

(c) On or before October 1, 1990, and each 3 years after that,
except that the initial prima facie credit life rates adopted under
par. (bm) shall remain effective until December 31, 1999, the
commissioner shall give written notice to all authorized insurers
specifying the prima facie premium rates to be effective for the
three—year period beginning on the next January 1. Such rates
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shall be determined based on experience data submitted by all
insurers pursuant to sub. (19) for the immediately preceding 3 cal-
endar years and shall be calculated as follows:

1. For each category of coverage specified in par. (d) or (e),
total prima facie earned premium and total incurred claims shall
be calculated for each year for all insurers.

2. If, for any category of coverage, the prima facie premium
rate in effect at any time during the three—year period differs from
that in effect at the end of of the three—year period, prima facie pre-
miums for that category of coverage shall be adjusted to reflect
what the prima facie premium would have been if the prima facie
premium rate in effect at the end of the three—year period had been
in effect throughout the full three—year period;

3. For each category of coverage, the resulting data are
summed separately for the total 3 years for prima facie earned pre-
mium and for incurred claims;

4. The credit life insurance adjustment factor is determined
as follows:

a. Total credit life insurance data are computed by summing
the data for single life coverage and joint life coverage separately
for prima facie earned premium and for incurred claims;

b. Total credit life insurance incurred claims are divided by
total credit life insurance prima facie earned premiums to deter-
mine the credit life insurance loss ratio at prima facie rates,
rounded to 3 decimal places; and

c¢. Prior to January 1, 1996, the credit life insurance loss ratio
at prima facie rates is divided by the basic loss ratio for credit life
insurance. The quotient, rounded to 2 decimal places, is the credit
life insurance adjustment factor; and

d. Effective January 1, 1996, and thereafter, the single pre-
mium uniformly decreasing single life credit life insurance prima
facie rate is the quotient of the following formula rounded to 2
decimal places:

Claim Costs + .196
.92

where Claim Costs are calculated by dividing total credit life
insurance incurred claims by total credit life insurance prima facie
earned premiums and multiplying the result by the current prima
facie rate, rounded to 3 decimal places, and the other factors in the
formula remain fixed until changed as outlined in par. (bm).
5. The credit accident and sickness insurance adjustment fac-
tor is determined using the same procedure specified in subd. 4.,
except that:

a. Data for the specifically described categories of credit acci-
dent and sickness insurance are summed separately for prima
facie earned premium and for incurred claims;

b. A composite credit accident and sickness insurance basic
loss ratio is computed as the average of the basic loss ratio for each
category of coverage weighted by the corresponding proportion-
ate amount of prima facie earned premium for that category of
coverage; and

c. If the quotient of the credit accident and sickness loss ratio
at prima facie rates divided by the composite credit accident and
sickness basic loss ratio is greater than .95 and less than 1.05, the
credit accident and sickness adjustment factor shall be 1.00.

6. Prior to January 1, 1996, for single premium uniformly
decreasing single life credit life insurance coverage, the new
prima facie premium rate per $100 of initial indebtedness per year
equals the prima facie premium rate then in effect multiplied by
the credit life insurance adjustment factor, rounded to the nearest
cent. Effective January 1, 1996, this rate will be the rate calculated
under subd. 4. d. This new prima facie premium rate is then multi-
plied by the following factors to derive the new prima facie pre-
mium rate for the indicated plan:

a. 1.85 for the single premium rate per $100 per year for level
coverage on a single life, rounded to the nearest cent; or

Prima Facie Rate =
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b. 1.54 for the monthly premium rate per $1,000 outstanding
balance coverage, rounded to the nearest one—tenth cent.

7. For credit accident and sickness coverage, the new prima
facie premium rate per $100 initial coverage for each category of
coverage and for each duration equals the then currently effective
prima facie premium rate per $100 for the same category of cover-
age and duration multiplied by the credit accident and sickness
insurance adjustment factor, rounded to the nearest cent.

(d) The initial basic loss ratio for credit life insurance shall be
.50. The basic loss ratio for credit accident and sickness insurance
shall vary by plan as follows:

1. 14 days retroactive waiting period—.60

2. 14 days nonretroactive elimination period—.59

3. 30 days retroactive waiting period—.57

4. 30 days nonretroactive elimination period—.52

(e) If a form provides for plans or benefits that differ from
those described in subs. (14) and (15), the insurer shall demon-
strate to the satisfaction of the commissioner that the premium rate
or schedule of premium rates applicable to the form will or may
reasonably be expected to achieve the applicable basic loss ratio
or such other loss ratio as may be determined by the commissioner
to be consistent with s. 424.209, Stats., or that the rate or rates are
actuarially consistent with the prima facie premium rates.

(14) PRIMA FACIE CREDIT LIFE INSURANCE PREMIUM RATES. ()
If premiums are payable monthly on the outstanding insured bal-
ance basis for term insurance on a single insured debtor, the initial
prima facie premium rate shall be $0.616 per month per $1,000 of
outstanding insured indebtedness.

(b) If premiums are payable on a single premium basis for
straight—line decreasing term insurance on a single insured debtor,
the initial prima facie premium rate shall be $0.40 per annum per
$100 of initial insured indebtedness.

(c) If premiums are payable on a single premium basis for level
term insurance on a single insured debtor, the initial prima facie
premium rate shall be $0.74 per annum per $100 of initial insured
indebtedness.

(d) The prima facie premium rate for credit life insurance pro-
viding coverage on 2 lives with respect to a single indebtedness
shall be 150% of the corresponding single life prima facie pre-
mium rate until December 31, 1990, and shall be 167% of the cor-
responding single life prima facie premium rate on and after Janu-
ary 1, 1991.

(e) The prima facie rates shall apply to all policies providing
credit life insurance which are offered to all debtors.

1. For initial amounts of credit life insurance in excess of
$15,000, if evidence of individual insurability is not required, the
policy shall contain no exclusion for pre—existing conditions
except for those conditions which manifested themselves to the
insured debtor by requiring medical advice, diagnosis, consulta-
tion or treatment, or would have caused a reasonably prudent per-
son to have sought medical advice, diagnosis, consultation or
treatment, within 6 months preceding the effective date of cover-
age and which causes loss within 6 months following the effective
date of coverage. Under open—end credit plans, the effective date
of coverage applies separately with respect to each purchase or
loan to which the coverage relates.

2. Whether or not evidence of insurability is required the pol-
icy shall contain:

a. No suicide exclusions other than suicide within one year of
the effective date of coverage. Under open—end credit plans, the
effective date of coverage applies separately with respect to each
purchase or loan to which the coverage relates;

b. Either no age restrictions, or age restrictions making ineli-
gible for coverage debtors not less than age 65 or over at the time
the indebtedness is incurred, or debtors who will have attained at
least age 66 on the maturity date of the indebtedness. Insurance
written in connection with an open—end credit plan may exclude
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from the classes eligible for insurance, classes of debtors deter-
mined by age, and may provide for the cessation of the insurance
or a reduction in the amount of insurance upon attainment of not
less than age 65.

c. At the option of the insurer and in lieu of a pre—existing con-
dition exclusion, for monthly outstanding balance premium cov-
erage on open—end credit transactions, a provision limiting the
amount of insurance payable on death due to natural causes to the
balance of the loan as it existed 6 months prior to the date of death
if there have been one or more increases in the outstanding insured
balance of the loan during such 6 months period and if evidence
of individual insurability is not required at the time of the increase
in the amount of insurance.

3. Credit life insurance provided on debts where the initial
amount of credit life insurance would be $15,000, or less, shall be
provided on a guaranteed issue basis, provided that the debtor is
not ineligible for coverage due to age. The insurer may also use
the preexisting conditions and suicide exclusions appearing in
subds. 1. and 2. a., respectively.

(f) Evidence of insurability may be based either on questions
relating to specific health history or based on an objective test such
as active full-time work.

(15) PRIMA FACIE CREDIT ACCIDENT AND SICKNESS PREMIUM
RATES. (a) The initial credit accident and sickness prima facie pre-
mium rates for the insured portion of an indebtedness repayable
in equal monthly installments, where the insured portion of the
indebtedness decreases uniformly by the amount of the monthly
installment paid, shall be as set forth in subds. 1. and 2.

1. As set forth in Appendix A, if premiums are payable on a
single premium basis for the duration of the coverage; or

2. If premiums are paid on the basis of a premium rate per
month per $1,000 of outstanding insured indebtedness, these pre-
miums shall be computed according to a formula approved by the
commissioner as producing a rate or rates actuarially consistent
with the single premium prima facie premium rates.

(b) The prima facie rates shall apply to policies providing
credit accident and sickness insurance which are issued with or
without evidence of insurability, and which are offered to all debt-
ors.

1. If evidence of individual insurability is not required there
shall be no exclusion for pre—existing conditions, except for those
conditions which manifested themselves to the insured debtor by
requiring medical advice, diagnosis, consultation or treatment, or
would have caused a reasonably prudent person to have sought
medical advice, diagnosis, consultation or treatment, within 6
months preceding the effective date of coverage and which causes
loss within 6 months following the effective date of coverage.
Under open—end credit plans, the effective date of coverage
applies separately with respect to each purchase or loan to which
the coverage relates;

2. Whether or not evidence of insurability is required the pol-
icy shall contain:

a. No provision which excludes or restricts liability in the
event of disability caused in a certain specified manner except that
the policies may contain provisions excluding or restricting cov-
erage in the event of normal pregnancy, intentionally self—in-
flicted injuries, flight in nonscheduled aircraft, war, military ser-
vice or foreign travel or residence.

b. Either no age restrictions, or age restrictions making ineli-
gible for coverage debtors not less than age 65 or over at the time
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the indebtedness is incurred, or debtors who will have attained at
least age 66 on the maturity date of the indebtedness. Insurance
written in connection with an open—end credit plan may exclude
from the classes eligible for insurance classes of debtors deter-
mined by age, and may provide for the cessation of the insurance
or a reduction in the amount of insurance upon attainment of not
less than age 65.

c. A provision which defines disability as the inability to per-
form any occupation for which the debtor is reasonably fitted by
education, training or experience after the period of disability has
lasted for 12 consecutive months. During the first 12 consecutive
months of disability, the definition must relate the disability to the
occupation of the debtor at the time the disability occurred.

(c) No individual or group policy of credit accident and sick-
ness insurance shall be delivered or issued for delivery if the bene-
fits are payable after a waiting period of less than 14 days regard-
less of whether the payment of benefits is retroactive to the first
day of disability.

(16) USE OF RATES HIGHER THAN PRIMA FACIE RATES. (a) An
insurer may file for approval and use rates that are higher than the
prima facie rates if it can be reasonably expected that the use of
these higher rates will result in a ratio of claims incurred to pre-
miums earned that is not less than the applicable basic loss ratio.

(b) These higher rates may be:

1. Applied uniformly to all applicable credit insurance of the
insurer; or

2. Applied according to a case—rating procedure on file with
and approved by the commissioner.

(c) An insurer electing to file a case rating procedure may
either file its own plan for approval by the commissioner or may
use the standard case rating procedure specified in sub. (17).

(17) STANDARD CASE RATING PROCEDURE. (a) An insurer, by
written notice to the commissioner of its election to do so, may file
and use rates determined by the standard case rating procedure.
If elected, the procedure shall be used by the insurer to rate all of
its credit insurance in this state.

(b) The case rate shall be the prima facie premium rate if the
life years exposure is less than the minimum life years exposure
shown below:

Minimum Life Years

Plan of Benefits Exposure
Life—Single 1,900
Life—Joint 1,200
Accident and Sickness:
14 Day Non Retroactive 100
14 Day Retroactive 100
30 Day Non Retroactive 200
30 Day Retroactive 200

(c) If the life years exposure is not less than the minimum life
years exposure, the case rate for a plan of benefits shall be calcu-
lated as the product of the deviation factor determined in par. (d)
and the prima facie premium rate in effect at the end of the experi-
ence period. The case rates shall be rounded to the nearest cent
per $1000 indebtedness for single premiums payable on the basis
of monthly outstanding balances.

(d) Deviation factor determination. The deviation factor shall
be determined using the following worksheet:
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Prima Facie Initial Basic

Plan of Benefits Incidence Loss Ratio
Life—Single 0.00369 .50
Life—Joint 0.00554 .50
Accident and Sickness:

14 Day Non Retroactive 0.05200 .59

14 Day Retroactive 0.05980 .60

30 Day Non Retroactive 0.03081 52

30 Day Retroactive 0.03543 57

Basic Data Entry:
Plan of Coverage
Actual Earned Premium
Prima Facie Earned Premium
Incurred Claims
Number of Years in Experience Period
Life Years Exposure

All calculations below shall be taken to five decimal places:

Line

Number  Description of Item Value

1 Prima Facie Incidence

2 Life Years Exposure
3 Prima Facie Loss Ratio
4 Basic Loss Ratio
5 Line 3 Divided by Line 4
6 Line 5 Times Line 1
7 Line 6 Minus Line 1
8 Line 2 Times Line 7
9 Line 8 Times Line 7
10 One Minus Line 1
11 Line 10 Times Line 1
12 Line 9 Minus Line 11

IF LINE 12 IS GREATER THAN ZERO, GO ON TO LINE 13.
IF LINE 12 IS LESS THAN OR EQUAL TO ZERO, THE DEVI-
ATION FACTOR IS ONE AND THE CASE RATE IS THE
PRIMA FACIE RATE BASIS CURRENTLY IN EFFECT.

13 Line 2 Times Line 6

14 One Plus Two Times Line 13

15 One Plus Line 2

16 Line 13 Times Line 6

17 Line 14 Squared

18 Line 15 Times Line 16 Times
Four

19 Line 17 Minus Line 18

20 Square Root of Line 19

21 Two Times Line 15

22 Line 14 Divided by Line 21

23 Line 20 Divided by Line 21

24 Line 22 Plus Line 23

25 Line 22 Minus Line 23

IF LINE 12 IS LESS THAN OR EQUAL TO ZERO, LINE 26
EQUALS LINE 1; OTHERWISE, IF LINE 5 EXCEEDS ONE,
LINE 26 EQUALS LINE 25, AND IF LINE 5 IS LESS THAN
ONE, THEN LINE 26 EQUALS LINE 24

26 Credibility Adjusted Incidence

27 Deviation Factor

The greater of 1 or Line 26 divided by Line 1

(e) The period of time for which a case rate may be used by an

insurer may not exceed the length of the experience period on
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which the rate is based. However, the period may not be less than
one year nor more than 3 years.

(18) CHANGE OF INSURERS. (a) If a creditor changes insurers,
the case rate applicable to that creditor’s coverage may be used by
the replacing insurer under the same terms and conditions that
apply to the replaced insurer;

(b) If the case rate is higher than the prima facie premium rate
on the date of change, the replacing insurer shall furnish notice of
the change of insurers to the commissioner within 30 days follow-
ing the date of change. The notice shall include the identity of the
creditor and of the replaced insurer, the approved case rate appli-
cable to the creditor’s coverage and the rate to be charged by the
replacing insurer, and shall request that the commissioner inform
the replacing insurer of the termination date of the case rate appli-
cable to the creditor’s coverage. In no event shall the replacing
insurer charge a rate higher than that approved for use by the
replaced insurer for the remainder of the case rate period or, if
sooner, until a new case rate for that creditor’s coverage is
approved by the commissioner.

(19) FILING OF EXPERIENCE INFORMATION. Every insurer hav-
ing credit life insurance or credit accident and sickness insurance
in force in this state shall report Wisconsin experience data annu-
ally on the annual statement Credit Insurance Experience Exhibit
form (available at no charge from the Commissioner.) The experi-
ence data for each calendar year shall be submitted as specified in
the instructions to the annual statement and according to the
requirements of sub. (20).

(20) FINANCIAL STATEMENT MINIMUM RESERVES. (a) Each
insurer shall show, as a liability in any financial statement or
report required under s. 601.42, Stats., except for the report
required to be filed under sub. (19), its policy or unearned pre-
mium reserve in an amount not less than as computed in pars. (b)
through (e). If a credit insurance policy provides any combination
of life insurance benefits, disability benefits and accident and
sickness insurance benefits, a reserve must be established sepa-
rately for the life insurance benefits, for the disability benefits and
for the accident and sickness insurance benefits.

(b) The minimum mortality and interest standards for active
life reserves for individual credit life insurance policies shall be
not less than 100% of the commissioners 1958 standard ordinary
mortality table at 4/5% annual interest.

(c) The minimum mortality and interest standards for active
life reserves for group credit life insurance policies shall be not
less than 100% of the commissioners 1960 standard group mortal-
ity table at 415% annual interest.

(d) The minimum morbidity and interest standards for active
life reserves for credit accident and sickness insurance policies
and for disability benefits in credit life insurance policies shall be
not less than the greater of 130% of the commissioners 1964 dis-
ability table at 415% annual interest, or the unearned premium
reserve.

(e) With the approval of the commissioner, a company may, for
valuation purposes, use any appropriate mortality or morbidity
table, in lieu of those specified in pars. (b), (c) and (d), that is based
on credible credit life or disability experience and either explicitly
or implicitly has adequate margins for the present value of all
future unaccrued liabilities.

(f) Unearned premium reserves shall be computed as follows:

1. Unearned premiums shall be reported consistently as of the
beginning and the end of each year, and shall be based on the pre-
mium that would be charged for the remaining amount and term
of coverage using the premium rate or schedule of premium rates
in effect at the time the coverage became effective. The following
calculation bases shall be deemed to comply with this requirement
in lieu of a precise calculation:
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a. For single premium uniformly decreasing credit life insur-
ance coverage, the “sum of the digits” method, commonly known
as the “Rule of 78;”

b. For single premium credit accident and sickness coverage
with substantially equal monthly benefits and with conterminous
coverage and benefit periods, the arithmetic mean of the unearned
premium calculated according to the “sum of the digits” method
and the pro rata unearned premium calculated as the original pre-
mium multiplied by the ratio of the remaining coverage term to the
original coverage term;

c. For premiums payable on a monthly outstanding balance
basis, single premium level life coverage or any other coverage
where the benefit amount remains constant throughout the
remaining coverage period, the pro rata unearned premium calcu-
lated as the original premium multiplied by the ratio of the remain-
ing coverage term to the original coverage term;

d. For decreasing credit life insurance coverage provided for
the full term of the indebtedness where the benefit is equal to the
actual or scheduled net amount necessary to liquidate the indebt-
edness, the unearned premium calculated as the original premi-
ums multiplied by the ratio of the scheduled remaining dollar—
months of coverage to the scheduled initial dollar—months of
coverage. Dollar-months of coverage may be approximated
using an assumed interest rate that is reasonably representative of
the interest rates applicable to all indebtedness with respect to
which coverage is provided on this basis;

e. For credit life insurance coverage providing a combination
of level and decreasing benefits, or providing a truncated cover-
age period or providing full-term coverage of an indebtedness
that requires a balloon payment, an appropriate combination of
methods described in this paragraph; or

f. Any other reasonable approximation method approved by
the commissioner.

g. In this paragraph, a “dollar—month of coverage” means one
dollar of coverage for one month.

WISCONSIN ADMINISTRATIVE CODE 58

2. Unearned premium for partial months may be calculated
on an exact daily basis, on a basis assuming that the valuation date
occurs in the middle of each installment period or using the
method commonly known as the “15 day 16 day rule” in which the
value at the beginning of the month is used if less than 16 days
have elapsed in the current month and the value at the end of the
month is used if more than 15 days have elapsed in the current
month. For the purpose of the “15 day—16 day rule,” the current
month shall be deemed to begin on the day following the most
recent payment due date of the indebtedness and end on the next
succeeding payment due date. The valuation date shall be counted
as a full day.

3. Claim reserves and liabilities shall be reported on a consis-
tent basis from year to year. Any change in the basis of calculation
shall be disclosed, together with a recalculation of all items as of
the end of the preceding calendar year according to the revised
basis.

(22) PeNALTY. Violations of this section shall subject the vio-
lator to ss. 601.64 and 601.65, Stats.

History: Cr. Register, August, 1972, No. 200, eff. 9-1-72; cr. (2) (¢), (6) (h) and
(8) (h); am. (4) (b), (5), (8) (1), (12), (13) (a), (14) (e), and r. (17) (a), Register, Febru-
ary, 1973, No. 206, eff. 3—-1-73; am. (4), (5), (6) (a) 6., (6) (h), (8) (f), (12) (g) 2., (13)
(c) 3., (14) (c) and (d) and cr. (6) (i) and (13) (c) 5., Register, April, 1975, No. 232,
eff. 5-1-75; am. (13) (b), Register, June, 1975, No. 234, eff. 7-1-75; emerg. am. (1)
and (2), eff. 6-22-76; am. (1) and (2), Register, September, 1976, No. 249, eff.
10-1-76; am. (4) and (11) (d), cr. (12) (h) and (13) (d), Register, March, 1977, No.
255, eff. 4-1-77; am. (1), (2) and (14) (c), Register, March, 1979, No. 279, eff.
4-1-79; am. (12) (b) to (e), Register, September, 1981, No. 309, eff. 10-1-81; r. (19)
under s. 13.93 (2m) (b) 16., Stats., Register, December, 1984, No. 348; reprinted to
correct printing errors in (13) (b), (14) (c) and (f), Register, June, 1986, No. 366; r.
and recr. Register, November, 1987, No. 383, eff. 1-1-88; am. (8) (c) and (17) (d),
Register, November, 1988, No. 395, eff. 12—1-88; r. and recr. (9) (g), am. (13) (b) and
(c) (intro.), (14) (d), (19) (intro.), (20) (a) and Appendix B, r. (20) (d), renum. (20)
(e) to (g) to be (20) (d) to (f) and am. (20) (e) and (f), Register, November, 1989, No.
407, eff. 12—-1-89, except (9) (g) eff. 4-1-90; emerg. cr. (13) (bm), (¢) 4. d., (e) 3.,
am. (13) (c) (intro.), 1., 4. c., 6. (intro.), (d) (intro.), (14) (e) 1., 2. b., (15) (b) 2. b.,
(17) (d) and (19) (intro.), r. (19) (a) and (b), (21), Appendix B, r. and recr. (20) (f), eff.
1-1-96; cr. (13) (bm), (c) 4. d., (e) 3., am. (13) (c) (intro.), 1., 4. c., 6. (intro.), (d)
(intro.), (14) (e) 1., 2. b., (15) (b) 2. b., (17) (d) and (19) (intro.), r. (19) (a) and (b),
(21), Appendix B, r. and recr. (20) (f), Register, March, 1996, No. 483, eff. 4-1-96.
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Ins 3.25 Appendix A

GROUP CREDIT DISABILITY INSURANCE SINGLE PREMIUM RATES
PER $100 OF INITIAL INSURED INDEBTEDNESS

BENEFITS PAYABLE AFTER:

Original number of equal  The 14th day of disability The 30th day of disability
monthly installments Retroactive to first day Non-retroactive Retroactive to first day Non-retroactive

6 1.74 1.39 1.10 .69

7 1.84 1.56 1.30 .80

8 1.94 1.66 1.40 .89

9 2.02 1.74 1.49 97
10 2.10 1.82 1.58 1.05
11 2.17 1.89 1.63 1.12
12 2.23 1.95 1.68 1.18
13 2.29 2.01 1.72 1.24
14 2.35 2.07 1.75 1.30
15 241 2.13 1.79 1.35
16 2.46 2.18 1.82 1.40
17 2.51 2.23 1.86 1.45
18 2.56 2.27 1.89 1.50
19 2.60 2.32 1.91 1.54
20 2.65 2.36 1.94 1.59
21 2.69 2.40 1.97 1.62
22 2.73 2.44 1.99 1.64
23 2.77 248 2.02 1.67
24 2.81 2.52 2.04 1.69
25 2.85 2.56 2.06 1.71
26 2.88 2.60 2.09 1.73
27 2.92 2.63 2.11 1.75
28 2.95 2.67 2.13 1.77
29 2.99 2.70 2.15 1.79
30 3.02 2.74 2.17 1.82
31 3.06 2.77 2.19 1.83
32 3.09 2.80 221 1.85
33 3.12 2.83 2.23 1.87
34 3.15 2.86 2.25 1.89
35 3.18 2.90 2.27 1.91
36 3.21 2.93 2.29 1.93
37 3.24 2.96 2.30 1.94
38 3.27 2.99 2.32 1.96
39 3.30 3.01 2.34 1.98
40 3.33 3.04 2.35 1.99
41 3.36 3.07 2.37 2.01
42 3.39 3.10 2.39 2.03
43 341 3.13 2.40 2.04
44 3.44 3.15 242 2.06
45 3.47 3.18 2.44 2.08
46 3.50 3.21 245 2.09
47 3.52 3.23 247 2.11
48 3.55 3.26 2.48 2.12
49 3.57 3.29 2.50 2.14
50 3.60 3.31 2.51 2.15
51 3.62 3.34 2.53 2.16
52 3.65 3.36 2.54 2.18
53 3.67 3.39 2.56 2.19
54 3.70 341 2.57 2.21
55 3.72 343 2.58 222
56 3.75 3.46 2.60 2.24
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Ins 3.25 WISCONSIN ADMINISTRATIVE CODE 60

BENEFITS PAYABLE AFTER:

Original number of equal  The 14th day of disability The 30th day of disability
monthly installments Retroactive to first day Non-retroactive Retroactive to first day Non-retroactive
57 3.77 3.48 2.61 2.25
58 3.79 3.51 2.63 2.26
59 3.82 3.53 2.64 2.28
60 3.84 3.55 2.65 2.29
61 3.88 3.58 2.68 2.30
62 3.91 3.60 2.69 2.32
63 3.93 3.62 2.70 2.33
64 3.95 3.64 2.72 2.34
65 3.97 3.67 2.73 2.35
66 4.00 3.69 2.74 2.37
67 4.02 3.71 2.76 2.38
68 4.04 3.73 2.77 2.39
69 4.06 3.75 2.78 2.40
70 4.08 3.77 2.79 242
71 4.11 3.80 2.81 243
72 4.13 3.82 2.82 2.44
73 4.15 3.84 2.83 245
74 4.17 3.86 2.84 247
75 4.19 3.88 2.85 248
76 4.21 3.90 2.87 2.49
77 4.23 3.92 2.88 2.50
78 4.25 3.94 2.89 2.51
79 4.27 3.96 2.90 2.52
80 4.29 3.98 291 2.54
81 4.31 4.00 2.92 2.55
82 4.33 4.02 2.94 2.56
83 4.35 4.04 2.95 2.57
84 4.37 4.06 2.96 2.58
85 4.39 4.08 297 2.59
86 4.41 4.10 2.98 2.60
87 4.43 4.12 2.99 2.61
88 4.45 4.14 3.00 2.63
89 4.47 4.16 3.01 2.64
90 4.49 4.18 3.03 2.65
91 4.51 4.20 3.04 2.66
92 4.52 4.21 3.05 2.67
93 4.54 4.23 3.06 2.68
94 4.56 4.25 3.07 2.69
95 4.58 4.27 3.08 2.70
96 4.60 4.29 3.09 2.71
97 4.62 4.31 3.10 2.72
98 4.64 4.32 3.11 2.73
99 4.65 4.34 3.12 2.74
100 4.67 4.36 3.13 2.75
101 4.69 4.38 3.14 2.76
102 4.71 4.40 3.15 2.77
103 4.73 4.41 3.16 2.78
104 4.74 4.43 3.17 2.79
105 4.76 4.45 3.18 2.80
106 4.78 4.47 3.19 2.81
107 4.80 4.49 3.20 2.82
108 4.81 4.50 3.21 2.84
109 4.83 4.52 322 2.84
110 4.85 4.54 3.23 2.85
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COMMISSIONER OF INSURANCE

Ins 3.27

BENEFITS PAYABLE AFTER:

Original number of equal
monthly installments

The 14th day of disability

Retroactive to first day Non-retroactive

The 30th day of disability

Retroactive to first day Non-retroactive

111 4.86 4.55
112 4.88 4.57
113 4.90 4.59
114 4.92 4.61
115 4.93 4.62
116 4.95 4.64
117 4.97 4.66
118 4.98 4.67
119 5.00 4.69
120 5.02 4.71

Formula 1.25 x Claim Cost + $.60 (subject to a maximum of 2 x Claim Cost)

Ins 3.26 Unfair trade practices in credit life insur-
ance and credit accident and sickness insurance.
(1) PurpoSE. The purpose of this rule is to assist in the mainte-
nance of a fair and equitable credit life insurance and credit acci-
dent and sickness insurance market. This rule interprets, includ-
ing but not limited to, the following ss. 601.04, 601.01 (1), (2), (3),
(7) and (8), 601.41 (1), (2) and (3), Stats., and ch. 628, Stats.

(2) Scope. This rule shall apply to the transaction of credit life
insurance as defined in s. Ins 6.75 (1) (a) 1. and s. 632.44 (3),
Stats., and the transaction of credit accident and sickness insur-
ance as defined in s. Ins 6.75 (1) (c) 1. or (2) (c) 1.

(3) UNFAIR TRADE PRACTICES DEFINED. The following acts,
whether done directly or indirectly, in consideration of or in con-
nection with a policy issued or proposed to be issued are defined
to be prohibited unfair trade practices in the transaction of insur-
ance described in sub. (2):

(a) The offer or grant by an insurer of any special favor or
advantage, or any valuable consideration or inducement not set
out in the insurance contract. The payment of agents’ commis-
sions, reported annually in Schedule 24S, shall not be a violation
of this paragraph but the acts cited in pars. (b), (c), (d), () and (f)
may not in any way be construed as agents’ commissions.

(b) The offer to deposit or the deposit with a bank or other
financial institution, money or securities of the insurer or of any
affiliate of the insurer with the design or intent that the deposit off-
set or take the place of a deposit of money or securities which oth-
erwise would be required of the creditor by such bank or financial
institution as a compensating balance or offsetting deposit for a
loan or other advancement.

(c) The deposit with a bank or other financial institution of
money or securities without interest or at a lessor rate of interest
than is currently being paid other depositors on similar deposits
with such bank or other financial institution. This shall not be con-
strued to prohibit the maintenance by an insurer of such demand
deposits as are reasonably necessary for use in the ordinary course
of business of the insurer.

(d) The offer to sell or the sale of any capital stock or other
security or certificate of indebtedness of the insurer or affiliated
person.

(e) The offer to pay or the payment of any part of the premium
for any insurance on the life, health or property of any creditor or
any employee or other person affiliated with the creditor.

(f) The extension to the creditor of credit for the remittance of
premium beyond the grace period of a group policy or for more
than 45 days from the effective date of an individual policy.

(4) PENALTY. Violations of this rule shall subject the insurer or
agent to s. 601.64, Stats.

History: Cr. Register, October, 1972, No. 202, eff. 11-1-72; emerg. am. (1) and
(2), eff. 6-22-76; am. (1) and (2), Register, September, 1976, No. 249, eff. 10-1-76;
am. (1) and (2), Register, March, 1979, No. 279, eff. 4-1-79; correction in (1) made
under s. 13.93 (2m) (b) 7., Stats., Register, April, 1992, No. 436.

3.24 2.86
3.25 2.87
3.26 2.88
3.27 2.89
3.28 2.90
3.29 291
3.30 292
3.31 2.93
3.32 2.94
3.33 2.95

Ins 3.27 Advertisements of and deceptive practices
in accident and sickness insurance. (1) PURPOSE. The
interest of prospective purchasers of accident and sickness insur-
ance must be safeguarded by providing such persons with clear
and unambiguous statements, explanations, advertisements and
written proposals concerning the policies offered to them. This
purpose can best be achieved by the establishment of and adher-
ence to certain minimum standards of and guidelines for conduct
in the advertising and sale of such insurance which prevent unfair
competition among insurers and are conducive to the accurate
presentation and description to the insurance buying public of pol-
icies of such insurance. This rule interprets and implements,
including but not limited to, the following Wisconsin Statutes: ss.
628.34 and 601.01 (3), Stats.

(2) ScopE. This rule shall apply to any solicitation, representa-
tion or advertisement in this state of any insurance specified in s.
Ins 6.75 (1) (c) or (2) (c), made directly or indirectly by or on
behalf of any insurer, fraternal benefit society, nonprofit service
plan subject to ch. 613, Stats., voluntary nonprofit sickness care
plan organized under s. 185.981, Stats., interscholastic benefit
plan organized under s. 616.08, Stats., or agent as defined in ch.
628, Stats.

(3) INTERPRETATION OF REQUIREMENTS APPLICABLE TO ADVER-
TISEMENTS. (a) The proper promotion, sale and expansion of acci-
dent and sickness insurance are in the public interest. This rule is
to be construed in a manner which does not unduly restrict, inhibit
or retard such promotion, sale and expansion.

(b) In applying this rule, it shall be recognized that advertising
is essential in promoting a broader distribution of accident and
sickness insurance. Advertising necessarily seeks to serve this
purpose in various ways. Some advertisements are the direct or
principal sales inducement and are designed to invite offers to
contract. In other advertisements the function is to describe cover-
age broadly for the purpose of inviting inquiry for further informa-
tion. Other advertisements are for the purpose of summarizing or
explaining coverage after the sale has been made. Still other
advertisements are solely for the purpose of promoting the interest
of the reader in the concept of accident and sickness insurance or
of promoting the insurer sponsoring the advertisement. These dif-
ferences shall be considered in interpreting this rule.

(c) When applying this rule to a specific advertisement, the
type of policy to which the advertisement refers and the detail,
character, purpose, use and entire content of the advertisement
shall be taken into consideration.

(d) This rule applies to individual, franchise, group and blanket
accident and sickness insurance. Because these types of coverage
differ in some respects, one interpretation will not always suffice;
a specific interpretation for individual, franchise, group or blanket
coverage may be indicated.

(e) The extent to which policy provisions need be disclosed in
an advertisement will depend on the content, detail, character,
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Ins 3.27

purpose and use of the advertisement and the nature of the excep-
tions, reductions, limitations and other qualifications involved.
The principal criterion is whether the advertisement has the capac-
ity and tendency to mislead or deceive if such a provision is not
disclosed.

(f) Whether an advertisement has the capacity and tendency to
mislead or deceive shall be determined by the commissioner from
the overall impression that the advertisement may be reasonably
expected to create upon a person of average education or intelli-
gence within the segment of the public to which it is directed.

(4) COVERAGE TYPES. (a) An advertisement which is an invi-
tation to apply shall clearly and prominently designate and at least
briefly describe the type or types of coverage provided by the pol-
icy advertised. The level and extent of benefits provided by or
available under the coverage shall also be clearly indicated.

(b) The following are the standard types of coverage designa-
tions and the minimum adequate form of description that must be
used. Any type of coverage authorized by Wisconsin Statutes
which is not reasonably included within one or more of the stan-
dard coverage types listed shall be similarly and appropriately
named and described so as to clearly disclose the benefits pro-
vided.

1. ‘Basic hospital expense benefits.” This coverage provides
benefits for hospital room and board and miscellaneous hospital
charges, based upon actual expenses incurred, up to stated maxi-
mum amounts.

2. ‘Basic medical expense benefits.” This coverage provides
benefits for medical benefits based upon actual expenses
incurred, up to stated maximum amounts.

3. ‘Basic surgical expense benefits.” This coverage provides
benefits for surgical benefits based upon actual expenses incurred
up to stated maximum amounts.

4. ‘Major medical or comprehensive expense benefits.’
These coverages provide high maximum benefit amounts cover-
ing almost all types of medical care and contain deductible and
co—insurance features.

5. ‘Disability income benefits.” This coverage provides peri-
odic benefit payments to help replace income when the insured is
unable to work as a result of illness or injury.

6. ‘Hospital confinement indemnity benefits.” This coverage
provides benefits in a stated amount for confinement in a hospital,
regardless of the hospital expenses actually incurred by the
insured, due to such confinement.

7. ‘Accident only benefits.” This coverage provides benefits
for losses for accidental bodily injury.

8. ‘Specified disease or treatment benefits.” This coverage
provides benefits for treatment of a specific disease or diseases
named in the policy or for specified treatment.

(5) GENERAL DEFINITIONS. (a) An advertisement relating to
accident and sickness insurance for the purpose of this rule
includes the following:

1. Printed and published material, audio visual material and
descriptive literature of an insurer used in newspapers, maga-
zines, other periodicals, radio and TV scripts, the internet, web
pages, electronic or computer presentations, billboards and simi-
lar displays, excluding advertisements prepared for the sole pur-
pose of obtaining employees, agents or agencies.

2. Descriptive literature and sales aids of all kinds issued by
an insurer or agent for presentation to members of the public,
including but not limited to circulars, leaflets, booklets, depic-
tions, illustrations and form letters.

a. Including material used in the solicitation of renewals and
reinstatements except for communications or notices which men-
tion the cost of the insurance but do not describe benefits,

b. Excluding material in house organs of insurers, commu-
nications within an insurer’s own organization not intended for
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dissemination to the public, individual communications of a per-
sonal nature, and correspondence between a prospective group or
blanket policyholder and an insurer in the course of negotiating a
group or blanket policy,

c. Including group and blanket booklets, summaries of cover-
age and other explanatory material issued to insured persons, and

d. Excluding general announcements from group or blanket
policyholders to eligible individuals that a contract has been writ-
ten.

3. Prepared sales talks, presentations of material for use by
agents and representations made by agents in accordance there-
with, excluding materials to be used solely by an insurer for the
training and education of its employees or agents, and

4. Envelopes used in connection with the above.

(b) A policy for the purpose of this rule includes any policy,
plan, certificate, contract, agreement, statement of coverage, rider
or endorsement which provides accident or sickness benefits
whether on a cash indemnity, reimbursement or service basis,

1. Except such benefits contained in a policy providing
another kind of insurance other than life, and

2. Except disability and double indemnity benefits included
in life insurance, endowment or annuity contracts or contracts
supplemental thereto which contain only such provisions relating
to accident and sickness insurance as

a. Provide additional benefits in case of death or dismember-
ment or loss of sight by accident or

b. Operate to safeguard such contracts against lapse, or to give
a special surrender value or special benefit or an annuity if the
insured or annuitant becomes totally and permanently disabled, as
defined by the contract or supplemental contract.

(c) Aninsurer for the purpose of this rule includes any person,
individual, corporation, association, partnership, reciprocal
exchange, inter—insurer, Lloyds, fraternal benefit society, non-
profit service plan subject to ch. 613, Stats., voluntary nonprofit
sickness care plan organized under s. 185.981, Stats., interscho-
lastic benefit plan organized under s. 616.08, Stats., and any other
legal entity engaged in advertising a policy as herein defined.

(d) An exception for the purpose of this rule means any provi-
sion in a policy whereby coverage for a specified hazard is entirely
eliminated. Itis a statement of a risk not assumed under the policy.

(e) A reduction for the purpose of this rule means any provi-
sion in a policy which reduces the amount of the benefits. A risk
of loss is assumed but payment upon the occurrence of such loss
is limited to some amount or period less than would be otherwise
payable had such reduction clause not been used.

(f) Alimitation for the purpose of this rule means any provision
in a policy which restricts coverage under the policy other than an
exception or a reduction.

(g) Aninvitation to apply means an advertisement which is the
direct or principal sales inducement and is designed to invite an
offer to contract. Such an advertisement, which usually describes
benefits in considerable detail, attempts to persuade the reader or
listener to make application for the policy advertised. Such an
advertisement would indicate what coverage the purchaser would
receive and what such coverage would cost.

(h) An invitation to inquire means an advertisement which is
designed to attract the reader’s or listener’s interest in the policy
so that he or she will inquire for further information or details.
Such an advertisement describes the policy broadly and withholds
some information regarding the policy without which the reader
or listener would not reasonably decide to apply for the policy.

(i) An institutional advertisement means one which is pre-
pared solely to promote the reader’s or listener’s interest in the
concept of accident and sickness insurance or of promoting the
insurer sponsoring the advertisement.
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(j) Atestimonial means any statement made by a policyholder,
certificate holder or other person covered by the insurer which
promotes the insurer and its policy by describing such person’s
benefits, favorable treatment or other experience under the policy.

(k) An endorsement for the purposes of sub. (13) means any
statement promoting the insurer and its policy made by an individ-
ual, group of individuals, society, association or other organiza-
tion which makes no reference to the endorser’s experience under
the policy.

(L) Anoutline of coverage means an appropriately and promi-
nently captioned portion of a printed advertisement which is
clearly set off from the rest of the advertisement by means such as
placing it within a prominent border or box or printing it in con-
trasting color, or a separate appropriately captioned or titled
printed statement, which advertisement portion or printed state-
ment contains only a summary of the benefits provided, a designa-
tion of the applicable type or types of coverage as defined in sub.
(4) and, under appropriate captions, the information required by
subs. (10) and (11).

(m) An individual policy issued on a group basis means an
individual policy or contract issued where:

1. Coverage is provided to employees or members or classes
thereof defined in terms of conditions pertaining to employment
or membership in an association or other group which is eligible
for franchise or group insurance as provided in s. 600.03 (22) and
(23), Stats.,

2. The coverage is not available to the general public and can
be obtained and maintained only because of the covered person’s
membership in or connection with the group,

3. Premiums or subscription charges are paid to the insurer by
the employer, association or some designated person acting on
behalf of the employer, association or covered persons, and

4. The insurance plan is sponsored by the employer or associ-
ation.

(6) ADVERTISEMENTS AND REPRESENTATIONS IN GENERAL. (a)
Adbvertisements and representations shall be truthful and not mis-
leading in fact or in implication and shall accurately describe the
policy to which they apply. Words or phrases the meaning of
which is clear only by implication or by familiarity with insurance
terminology shall not be used.

(b) Oral representations shall conform to the requirements of
this rule.

(7) SurtABILITY OF POLICIES. No agent or insurer shall recom-
mend to a prospective buyer the purchase of any individual policy
without reasonable grounds to believe that the recommendation
is not unsuitable to the applicant. The agent or insurer shall make
such inquiry as may be necessary under the circumstances to
determine that the purchase of such insurance is not unsuitable for
the prospective buyer. This requirement shall not apply to an indi-
vidual policy issued on a group basis.

(8) OUTLINE OF COVERAGE. (a) Every advertisement of a spe-
cific individual policy or policies which constitutes an invitation
to apply shall include an outline of coverage as defined in sub. (5)

(b) Every agent at the time of taking an application for an indi-
vidual policy shall furnish the applicant an outline of coverage as
defined in sub. (5) (L).

(c) The requirement for an outline of coverage shall not apply
to an advertisement or the taking of an application for an individ-
ual policy issued on a group basis or an individual conversion pol-
icy issued under a group or franchise insurance plan.

(9) DECEPTIVE WORDS, PHRASES OR ILLUSTRATIONS. (a) An
advertisement shall not exaggerate a benefit or minimize cost by
overstatement, understatement or incompleteness. Information
shall not be omitted or words, phrases, statements, references or
illustrations shall not be used if such omission or use has the
capacity and tendency or effect of misleading or deceiving pur-
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chasers or prospective purchasers as to the nature or extent of any
policy benefit payable, loss covered or premium payable. An
advertisement referring to any policy benefit payable, loss cov-
ered or premium payable shall be sufficiently complete and clear
as to avoid deception or the capacity and tendency to mislead or
deceive.

(b) The words and phrases “all,” “full,” “complete,” “compre-
hensive,” “unlimited,” “up to,” “as high as,” “this policy will pay
your hospital and surgical bills,” “this policy will fill the gaps
under Medicare and your present insurance” or “this policy will
replace your income,” or similar words and phrases shall not be
used so as to exaggerate any benefit beyond the terms of the pol-
icy, but may be used only in such manner as fairly to describe such
benefit.

(c) A policy covering only one disease or a list of specified dis-
eases shall not be advertised so as to imply coverage beyond the
terms of the policy. A particular disease shall not be referred to
by more than one term so as to imply broader coverage than is the
fact.

(d) The benefits of a policy which pays varying amounts for
the same loss occurring under different conditions, or which pays
benefits only when a loss occurs under certain conditions, shall
not be advertised without disclosing the limited conditions under
which the benefits referred to are provided by the policy.

(e) The maximum benefit available under a policy shall not be
emphasized in a manner which exaggerates its relationship to any
internal limits or other conditions of the policy.

(f) The aggregate amounts or the monthly or weekly benefits
payable under coverages such as hospital or similar facility con-
finement indemnity or private duty nursing shall not be empha-
sized unless the actual amounts payable per day are disclosed with
substantially equal prominence and in close conjunction with
such statement. Any limit in the policy on the number of days of
coverage provided shall be disclosed.

(g) Phrases such as “this policy pays $1800 for hospital room
and board expenses” are incomplete without indicating the maxi-
mum daily benefit and the maximum time limit for hospital room
and board expenses.

(h) An advertisement shall not state or imply that each member
under a family policy is covered as to the maximum benefits
advertised when such is not the fact.

(i) The importance of diseases rarely or never found in the class
of persons to whom the policy is offered shall not be exaggerated
in an advertisement.

(j) Examples of what benefits may be paid under a policy shall
be shown only for losses from common illnesses or injuries rather
than exceptional or rare illnesses or injuries.

(k) When a range of hospital room expense benefits is set forth
in an advertisement, it shall be made clear that the insured will
receive only the benefit indicated in the policy purchased. It shall
not be implied that the insured may select his or her room expense
benefit at the time of hospitalization.

(L) An advertisement shall not imply that the amount of bene-
fits payable under a loss of time policy may be increased at time
of disability according to the needs of the insured.

(m) The term “confining sickness” is an abbreviated expres-
sion and shall be explained if used in an advertisement.

(n) An advertisement shall not state that the insurer “pays hos-
pital, surgical, medical bills,” “pays dollars to offset the cost of
medical care,” “safeguards your standard of living,” “pays full
coverage,” “pays complete coverage,” “pays for financial needs,”
“provides for replacement of your lost paycheck,” “guarantees
your paycheck,” “guarantees your income,” “‘continues your
income,” “provides a guaranteed paycheck,” “provides a guaran-
teed income” or “fills the gaps in Medicare” or use similar words
or phrases unless the statement is literally true. Where appropri-
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ate, such or similar words or phrases may properly be used if pre-
ceded by the words “help,” “aid,” “assist,” or similar words.

(0) An advertisement shall not state that the premiums will not
be changed in the future unless such is the fact.

(p) Aninvitation to apply advertisement shall clearly indicate
the provisions of any deductible under a policy.

(q) An advertisement shall not refer to a policy as a doctors pol-
icy or use words of similar import unless:

1. The advertisement includes a statement that the plan of
benefits is not endorsed by or associated with any national, state
or local medical society, or

2. The policy has been so endorsed by such a society and the
advertisement meets the requirements of sub. (13).

(r) If a policy contains any of the following or similar provi-
sions, an advertisement referring to such policy shall not state that
benefits are payable in addition to other insurance unless the state-
ment contains an appropriate reference to the coverage excepted:

1. An other insurance exception, reduction, limitation or
deductible;

2. A coordination of benefits or non—duplication provision;
3. An other insurance in this company provision;

4. An insurance in other insurers provision;

5. A relation of earnings to insurance provision;

6. A workers’ compensation or employers’ liability or occu-
pational disease law exception, reduction, or limitation;

7. A reduction based on social security benefits or other dis-
ability benefits; or

8. A Medicare exception, reduction, or limitation.

(s) An advertisement shall not state a policy’s benefits are tax
free unless an explanation of the rules applicable to the taxation
of such types of accident and sickness benefits is clearly shown
with equal prominence and in close conjunction with such state-
ment. An advertisement of a benefit for which payment is condi-
tioned upon confinement in a hospital or similar facility shall not
state that such benefit is tax free.

(t) An advertisement shall not use the expressions “extra
cash,” “cash income,” “income,” “cash,” or similar words or
phrases in such a way as to imply that the insured will receive ben-
efits in excess of the expenses incurred while being sick, injured
or hospitalized.

(u) The description in advertisements of government insur-
ance programs, including Medicare, and of changes in such pro-
gram shall be accurate and not give an incorrect impression as to
the need for supplementary coverage. If gaps in such programs
are referred to, they shall be described fairly so that the reader or
listener can determine how the policy being advertised covers
such gaps.

(v) An invitation to apply advertisement which refers to a pol-
icy as being a Medicare supplement shall:

1. Contain a prominent statement indicating which Medicare
benefits the policy is intended to supplement (for example, hospi-
tal benefits) and which Medicare benefits the policy will not sup-
plement (for example, medical-surgical benefits) and shall
clearly disclose any gaps in Medicare coverage for which the pol-
icy does not provide benefits; and

2. Clearly indicate the extent of the benefits if the policy bases
benefits on expenses incurred beyond what Medicare covers and
thus provides somewhat limited benefits for short term hospital
confinements.

(w) An advertisement may refer to immediate coverage or
guaranteed issuance of a policy only if suitable administrative
procedures exist so that the policy is issued within a reasonable
time after the application is received.

(x) If an advertisement indicates an initial premium which dif-
fers from the renewal premium on the same mode, the renewal
premium shall be disclosed with equal prominence and in close
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conjunction with any statement of the initial premium. Any
increase in premium or reduction in coverage because of age shall
be clearly disclosed.

(y) An advertisement shall not state that the policy contains no
waiting period unless pre—existing conditions are covered imme-
diately or unless the status of pre—existing conditions is disclosed
with equal prominence and in close conjunction with such state-
ment.

(z) An advertisement shall not state that no age limit applies
to a policy unless applications from applicants of any age are con-
sidered in good faith and such statement clearly indicates the date
or age to which the policy may be renewed or that the company
may refuse renewal.

(za) An advertisement shall not state that no medical, doctor’s
or physical examination is required or that no health, medical or
doctor’s statements or questions are required or that such exami-
nation, statements or questions are waived or otherwise state or
imply that the applicant’s physical condition or medical history
will not affect the policy unless:

1. The statement indicates with equal prominence that it
applies only to the issuance of the policy or to both the issuance
of the policy and the payment of claims, and

2. Pre—existing conditions are covered immediately under the
policy or the period of time following the effective date of the pol-
icy during which pre—existing conditions are not covered is dis-
closed with equal prominence and in close conjunction with such
statement.

(zb) An advertisement of a limited policy as defined in s. Ins
3.13 (2) (h) shall prominently indicate that the policy provided
limited coverage with an appropriate statement such as “THIS IS
A CANCER ONLY POLICY” or “THIS IS AN AUTOMOBILE
ACCIDENT ONLY POLICY,” and shall clearly disclose what
injuries or sicknesses and what losses are covered.

(zc) An advertisement of a policy which provides benefits for
injuries only or for sickness only shall prominently indicate that
the policy covers injuries only or sickness only.

(zd) An advertisement shall not refer to a policy or coverage
as being “special” unless it can be shown that there is a reasonable
basis for the use of such a term.

(ze) An advertisement shall not set out exceptions, reductions
or limitations from a policy worded in a positive manner to imply
that they are beneficial features such as describing a waiting
period as a benefit builder. Words and phrases used to disclose
exceptions, reductions or limitations shall fairly and accurately
describe their negative features. The words “only” or “minimum”
or similar words or phrases shall not be used to refer to exceptions,
reductions or limitations.

(zf) An advertisement shall not state or imply, or use similar
words or phrases to the effect, that because no insurance agent will
call and no commissions will be paid to agents the policy is a low
cost plan.

(zg) Devices such as a safe drivers’ award and other such
awards shall not be used in connection with an advertisement.

(zh) An advertisement which describes or offers to provide
information concerning the federal Medicare program or any
related government program or changes in such programs shall:

1. Include no reference to such program on the envelope, the
reply envelope or to the address side of the reply postal card, if
any,

2. Include on any page containing a reference to such program
an equally prominent statement to the effect that in providing sup-
plemental coverage the insurer and agent involved in the solicita-
tion is not in any manner connected with such program,

3. Contain a statement that it is an advertisement for insurance
or is intended to obtain insurance prospects,

4. Prominently identify the insurer or insurers which issues
the coverage, and
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5. Prominently state that any material or information offered
will be delivered in person by a representative of the insurer, if
such is the case.

(10) EXCEPTIONS, REDUCTIONS AND LIMITATIONS. (a) When an
advertisement refers to any dollar amount of benefits payable,
period of time for which any benefit is payable, cost of policy, spe-
cific policy benefit or the loss for which such benefit is payable,
it shall also disclose those exceptions, reductions and limitations
(including waiting, elimination, probationary or similar periods
and pre—existing condition exceptions) affecting the basic provi-
sions of the policy without which the advertisement would have
the capacity and tendency to mislead or deceive subject to the fol-
lowing.

(b) An invitation to apply shall be subject to the disclosure
requirements of this subsection.

(c) An invitation to inquire shall not be subject to the disclosure
requirements of this subsection unless:

1. Such an advertisement mentions benefits, benefit periods
or premiums for the purpose of doing more than identifying the
policy or

2. Such an advertisement makes any reference to the policy’s
exceptions, reductions and limitations.

(d) A booklet, summary or explanation of coverage issued to
insured persons shall be subject to the disclosure requirements of
this subsection.

(e) An institutional advertisement shall not be subject to the
disclosure requirements of this subsection.

(f) If the policy advertised does not provide immediate cover-
age for pre—existing conditions, an application or enrollment form
contained in or included with an advertisement to be completed
by the applicant and returned to the insurer shall contain a ques-
tion or statement immediately preceding the applicant’s signature
line which summarizes the pre—existing condition provisions of
the policy. The following are a suggested question and statement;
however, an insurer shall use wording which is appropriate to the
actual pre—existing condition provisions of the policy advertised:
“Do you understand that the policy applied for will not pay bene-
fits during the first — — — — — year(s) after the issue date for a disease
or physical condition which you now have or have had in the past?
Yes —————— > or “I understand that the policy applied for will
not pay benefits during the first — — — — — year(s) after the issue date
for a disease or physical condition which I now have or have had
in the past.”

(g) An advertisement which is subject to the disclosure
requirements of this subsection shall in negative terms disclose
the extent to which any loss is not covered if the cause of the loss
is a condition which exists prior to the effective date of the policy.
The expression “pre—existing conditions” shall not be used unless
appropriately defined.

(h) If a medical examination is required for a policy, an invita-
tion to apply advertisement of such policy shall disclose such
requirement.

(i) The exceptions, reductions and limitations referred to in
this subsection shall include:

1. Those which are set out in the policy under captions refer-
ring to exceptions, reductions, limitations or exclusions or are oth-
erwise designated as such, and

2. Those which are not so captioned or designated contained
in other portions of the policy such as a benefit provision, defini-
tion or uniform provision.

(j) The following are examples of exceptions, reductions and
limitations which generally do affect the basic policy provisions
to such an extent that their absence would cause the advertisement
to have the capacity and tendency to mislead or deceive.

1. War or act of war.

2. While in armed services.
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3. Territorial restriction or coverage within United States and
Canada.

4. Complete aviation exclusion.
5. Self—inflicted injury.
6. Injury inflicted by another person.

7. Time limitation on death, dismemberment or commence-
ment of disability or medical treatment following an accident.

8. Pre—existing sickness or disease or other bodily infirmity.

9. Exclusion or reduction for loss due to specific diseases,
classes of diseases or types of injuries.

10. Confinement restrictions in disability policies such as
house confinement, bed confinement and confinement to the
premises.

11. Waiting, elimination, probationary or similar periods.
12. Reduction in benefits because of age.

13. Any reduction in benefit during a period of disability.
14. Workers’ compensation or employers’ liability law exclu-

15. Occupational exclusion.

16. Violation of law.

17. Automatic benefit in lieu of another benefit.

18. Confinement in government hospital.

19. Pregnancy.

20. Miscarriage in sickness or accident and sickness policy.
21. Restrictions relating to organs not common to both sexes.

22. Restrictions on number of hospital hours before benefit
accrues.

23. Insanity, mental diseases or disorders or nervous disorder.
24. Dental treatment, surgery or procedures.
25. Cosmetic surgery.

26. While intoxicated or under the influence of narcotics, or
other language not substantially the same as the uniform individ-
ual policy provision regarding the use of intoxicants and narcot-
ics.

27. Unemployed persons.

28. Retired persons.

29. While handling explosives or chemical compounds.
30. While or as a result of participating in speed contests.

31. While or as a result of riding a motorcycle or motorcycle
attachment.

32. While or as a result of participating in professional athlet-
ics.

33. While or as a result of participating in certain specified
sports.

34. While or as a result of serving as a volunteer firefighter
or in other hazardous occupations.

35. Riot or while participating in a riot.

36. Ptomaine poisoning.

37. Gas or poisonous vapor.

38. Sunstroke or heat prostration.

39. Freezing.

40. Poison ivy or fungus infection.

41. Requirement of permanent disability.

42. Reduction because of other insurance.

43. Limitations on the choice of providers or geographical
area served.

(k) The following are examples of exceptions, reductions and
limitations which generally do not affect the basic policy provi-
sions to such an extent that their absence would cause the adver-
tisement to have the capacity and tendency to mislead or deceive.

1. Suicide or attempted suicide, while sane or insane.
2. Intentional self—inflicted injury.
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3. Territorial restriction with no limitation of coverage while
in United States and Canada.

4. Aviation exclusion under which passage on commercial
airlines is covered.

5. Felony or illegal occupation.

6. All uniform individual policy provisions, both required and
optional, other than those relating to other insurance.

7. Requirement for regular care by a physician.

8. Definition of total disability.

9. Definition of partial disability.

10. Definition of hospital.

11. Definition of specific total loss.

12. Definition of injury.

13. Definition of physician or surgeon.

14. Definition of nurse.

15. Definition of recurrent disability.

16. Definition of commercial air travel.

17. Provision that hernia will be considered a sickness.

18. Rest cure.

19. Diagnosis.

20. Prosthetics.

21. Cosmetic surgery exclusion under which such surgery
which results from injury is covered.

22. Dental treatment, surgery or procedures exclusion under
which such treatment which results from injury to sound natural
teeth is covered.

23. Bacterial infection exclusion under which pyogenic
infection which results from injury is covered.

24. Eye examination for fitting of glasses.

25. Hearing aid.

26. Exclusion of sickness or disease in a policy providing
only accident coverage.

27. Exclusion for miscarriage in policy providing only acci-
dent coverage.

(11) RENEWABILITY, CANCELABILITY AND TERMINATION. An
advertisement shall disclose, as required below, the provisions
relating to renewability, cancelability and termination and any
modification of benefits, losses covered or premiums because of
age or for other reasons, in a manner which shall not minimize or
render obscure the qualifying conditions.

(a) Any advertisement which refers to renewability, cancel-
ability or termination of a policy shall be subject to the disclosure
requirements of this subsection.

(b) An advertisement which refers to a policy benefit and
which is an invitation to apply shall be subject to the disclosure
requirements of this subsection.

(c) An advertisement which refers to a policy benefit and
which is an invitation to inquire shall not be subject to the disclo-
sure requirements of this subsection unless:

1. Paragraph (a) or (f) applies or

2. Such an advertisement mentions benefits, benefit periods
or premiums for the purpose of doing more than identifying the
policy.

(d) A booklet, summary or explanation of coverage issued to
insured persons shall be subject to the disclosure requirements of
this subsection.

(e) An advertisement which refers to a policy benefit and
which is an institutional advertisement shall not be subject to the
disclosure requirements of this subsection unless par. (a) or (f)
applies.

(f) An advertisement which states or illustrates time or age in
connection with eligibility of applicants or continuation of the
policy and which implies permanency shall be subject to the dis-
closure requirements of this subsection.
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(g) The actual policy language concerning renewability, can-
celability or termination need not be used in an advertisement sub-
ject to the disclosure requirements of this subsection. However,
all pertinent information shall be disclosed.

(h) The qualifying conditions applicable to a non—cancellable
policy and to a guaranteed renewable policy shall include age lim-
its, aggregate benefit limits and modifications of benefits because
of age, other than such modifications occurring at or about the
time the policy terminates. A qualifying condition applicable to
a guaranteed renewable policy shall be the insurer’s reservation
of the right to change premiums.

(i) The qualifying conditions shall be set forth with the lan-
guage describing renewability.

(j) An advertisement of a group or blanket policy which would
otherwise be subject to the disclosure requirements of this subsec-
tion need not disclose the policy’s provisions relating to renew-
ability, cancelability and termination. Such advertisement shall
provide, however, as a minimum, that an insured person’s cover-
age is contingent upon continued membership in the group and the
continuation of the plan.

(k) An advertisement of a non—cancellable policy or of a guar-
anteed renewable policy shall also be subject to sub. (25).

(L) An advertisement of a franchise, wholesale, collectively
renewable, or non-renewable for stated reasons only policy, or
any other policy under which the insurer has by policy provision
limited its right to terminate to one or more reasons, shall accu-
rately set forth the policy’s renewal provisions if disclosure of
such renewal provisions is required by par. (a), (b), (c), (d) or (e).
Such advertisement shall not state or imply renewal terms which
are more favorable than those actually contained in the policy.
Such advertisement shall not state or imply that the policy is guar-
anteed renewable or warranted renewable or that renewal is guar-
anteed or warranted or use other variations of such expressions.

(12) IDENTITY OF INSURER. (a) The identity of the insurer shall
be made clear in all of its advertisements.

(b) An advertisement shall not use a trade name, an insurance
group designation, the name of the parent company of the insurer,
the name of a government agency or program, the name of a
department or division of an insurer, the name of an agency, the
name of any other organization, a service mark, a slogan, a symbol
or any other device which has the capacity and tendency to mis-
lead or deceive as to the identity of the insurer.

(c) An advertisement shall not use any combination of words,
symbols or materials which, by its content, phraseology, shape,
color, nature or other characteristics, is so similar to combinations
of words, symbols or materials used by federal, state or local gov-
ernment agencies that it tends to confuse or mislead prospective
buyers into believing that the solicitation is in some manner con-
nected with such a government agency.

(d) An advertisement shall not refer to an affiliate of the insurer
without disclosing that the 2 organizations are separate legal enti-
ties.

(e) An advertisement shall not indicate an address for an
insurer in such a way as to mislead or deceive as to its identity or
licensing status. An advertisement which indicates an address for
an insurer other than that of its home office shall clearly identify
such address and clearly disclose the actual city and state of domi-
cile of the insurer.

(13) TESTIMONIALS, ENDORSEMENTS OR COMMENDATIONS BY
THIRD PARTIES. (a) An advertisement shall not contain a testimo-
nial, endorsement or other commendatory statement concerning
the insurer, its policies or activities by any person who receives
any pay or remuneration, directly or indirectly, from the insurer
in connection with such testimonial, endorsement or statement.
Any advertisement containing a testimonial, endorsement or
statement not prohibited by the foregoing, shall include a full and
prominent disclosure therein of the relationship, direct or indirect,
including but not limited to financial interest and remuneration,
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between the insurer and the person making such testimonial,
endorsement or statement. The provisions of this paragraph do
not apply to any person holding a Wisconsin insurance agent’s
license nor to any radio or television announcer or other person
employed or compensated on a salaried or union wage scale basis.

(b) A testimonial or endorsement used in an advertisement
shall be genuine, represent the current opinion of the author, be
applicable to the policy advertised and be accurately reproduced.

(c) An insurer shall not use a testimonial or endorsement:

1. Which is fictional,

2. Where the insurer has information indicating a substantial
change of view on the part of the author,

3. Where it is reasonable to conclude that the views expressed
do not correctly reflect the current opinion of the author,

4. For more than 2 years after the date on which it was origi-
nally given or 2 years after the date of a prior confirmation without
obtaining a confirmation that the statement represents the author’s
current opinion,

5. Which does not accurately reflect the present practices of
the insurer,

6. To advertise a policy other than the one for which such
statement was given, unless the statement clearly has some rea-
sonable application to the second policy,

7. In which a change or omission has been effected which
alters or distorts its meaning or intent as originally written, or

8. If it contains a description of benefit payments which does
not disclose the true nature of the insurance coverage under which
the benefits were paid.

(d) An advertisement shall not state or imply that an insurer or
a policy has been approved or endorsed by an individual, group
of individuals, society, association or other organization, unless
such is the fact. Any proprietary relationship between such soci-
ety, association or other organization and the insurer shall be dis-
closed. If such society, association or other organization has been
formed by the insurer or is owned or controlled by the insurer or
the person or persons who own or control the insurer, the adver-
tisement shall clearly disclose such a fact.

(e) When a testimonial refers to benefits received under a pol-
icy, a summary of the pertinent claim information including claim
number and date of loss shall be retained by the insurer with the
advertisement in the advertising file required by sub. (28).

(f) An advertisement shall not state or imply that a government
publication has commended or recommended the insurer or its
policy.

(14) JURISDICTIONAL LICENSING; APPROVAL BY GOVERNMENTAL
AGENCY. (a) An advertisement which may be seen or heard
beyond the limits of the jurisdiction in which the insurer is
licensed shall not imply licensing beyond those limits.

(b) An advertisement shall not state or imply, or otherwise cre-
ate the impression directly or indirectly, that the insurer, its finan-
cial condition or status, the payment of its claims, its policy forms
or the merits or desirability of its policy forms or kinds or plans
of insurance are approved, endorsed or accredited by any agency
of this state or the federal government.

(c) In any advertisement any reference to licensing shall con-
tain an appropriate disclaimer that such reference is not to be con-
strued as an endorsement or implied endorsement of the insurer
or its products by any agency of this state or the commissioner of
insurance.

(d) An advertisement shall not contain a reproduction of a por-
tion of a state insurance department report of examination.

(15) INTRODUCTORY, INITIAL OR SPECIAL OFFERS AND LIMITED
ENROLLMENT PERIODS. (a) An advertisement shall not state or
imply that a policy or combination of policies is an introductory,
initial or special offer and that the applicant will receive advan-
tages not available at a later date by accepting the offer, that only
a limited number of policies will be sold, that a time is fixed for
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the discontinuance of the sale of the policy advertised because of
special advantages available in the policy, or that an individual
will receive special advantages by enrolling within an open enroll-
ment period or by a deadline date, unless such is the fact.

(b) An advertisement shall not state or imply that enrollment
under a policy is limited to a specific period unless the period of
time permitted to enroll, which shall be not less than 10 days and
not more than 40 days from the date of the advertisement, is dis-
closed.

(c) If the insurer making an introductory, initial or special offer
has previously offered the same or similar policy on the same basis
or intends to repeat the current offer for the same or similar policy,
the advertisement shall so indicate.

(d) An insurer shall not establish for residents of this state a
limited enrollment period within which an individual policy may
be purchased less than 6 months after the close of an earlier limited
enrollment period for the same or similar policy. Such restriction
shall apply to all advertisements in newspapers, magazines and
other periodicals circulated in this state, all mail advertisements
sent to residents of this state and all radio and TV advertisements
broadcast in this state. Such restriction shall not apply to the solic-
itation of enrollments under individual policies issued on a group
basis.

(e) Where an insurer is an affiliate of a group of insurers under
common management and control, the word “insurer” for the pur-
poses of this subsection means the insurance group. The require-
ments and restrictions applicable to an insurer shall apply to the
insurance group.

(f) Similar policies for the purposes of this subsection include
policies which provide similar benefits even though there may be
differences in benefit amounts, elimination periods, renewal
terms or ancillary benefits.

(16) MAIL ORDER REFUSAL FORM. An insurer shall not use a
mail order advertisement which requires the recipient, in order to
refuse a policy, to sign a refusal form and return it to the insurer.

(17) GROUP, QUASI-GROUP OR SPECIAL CLASS IMPLICATIONS. An
advertisement shall not state or imply that prospective policyhold-
ers or members of a particular class of individuals become group
or quasi—group members or are uniquely eligible for a special pol-
icy or coverage and as such will be subject to special rates or
underwriting privileges or that a particular coverage or policy is
exclusively for preferred risks, a particular segment of people, or
a particular age group or groups, unless such is the fact.

(18) INSPECTION OF POLICY. (a) An offer in an advertisement
of free inspection of a policy or an offer of a premium refund shall
not be a cure for misleading or deceptive statements contained in
such advertisement.

(b) An advertisement which refers to the provision in the pol-
icy advertised regarding the right to return the policy shall dis-
close the time limitation applicable to such right.

(19) IDENTIFICATION OF PLAN OR NUMBER OF POLICIES. (a)
When an advertisement refers to a choice regarding benefit
amounts, it shall disclose that the benefit amounts provided will
depend upon the plan selected and that the premium will vary with
the amount of the benefits.

(b) When an advertisement refers to various benefits which
may be contained in 2 or more policies, other than group policies,
it shall disclose that such benefits are provided only through a
combination of such policies.

(20) UsE OF STATISTICS. (a) An advertisement which sets out
the dollar amounts of claims paid, the number of persons insured
or other statistical information shall identify the source of such
statistical information and shall not be used unless it accurately
reflects all of the relevant facts. Irrelevant statistical data shall not
be used.

(b) An advertisement shall not imply that the statistical infor-
mation given is derived from the insurer’s experience under the
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policy advertised unless such is the fact. The advertisement shall
specifically so state if such information applies to other policies
or plans.

(c) If aloss ratio is to be shown in an advertisement, it shall be
derived from either premiums received and benefits paid or pre-
miums earned and losses incurred.

(d) If loss ratios are to be compared between insurers in an
advertisement, comparison shall be limited to policies or plans of
the same type issued to similar classes of risks.

(e) An advertisement which sets out the dollar amounts of
claims paid shall also indicate the period during which such
claims have been paid.

(21) SERVICE FACILITIES. An advertisement shall not:

(a) Contain untrue statements with respect to the time within
which claims are paid.

(b) State or imply that claim settlements will be liberal or gen-
erous or use words of similar import.

(c) State or imply that claim settlements will be beyond the
actual terms of the policy, or

(d) Contain a description of a claim which involves unique or
highly unusual circumstances.

(22) STATEMENTS ABOUT AN INSURER. An advertisement shall
not contain statements which are untrue in fact or are by implica-
tion misleading with respect to the insurer’s assets, corporate
structure, financial standing, age, experience or relative position
in the insurance business.

(23) DISPARAGING COMPARISONS AND STATEMENTS. An adver-
tisement shall not directly or indirectly make unfair or incomplete
comparisons of policies or benefits and shall not falsely or
unfairly disparage, discredit or criticize competitors, their poli-
cies, services or business methods or competing marketing meth-
ods.

(24) METHOD OF DISCLOSURE OF REQUIRED INFORMATION. (a)
All information required to be disclosed by this rule shall be set
out clearly, conspicuously and in close conjunction with the state-
ments to which such information relates or under appropriate cap-
tions of such prominence that it shall be readily noticed and not
minimized, rendered obscure or presented in an ambiguous fash-
ion or intermingled with the context of the advertisements so as
to be confusing or misleading.

(b) An advertisement or representation of a specific individual
policy or policies which constitutes an invitation to apply shall
include an outline of coverage as required by sub. (8).

(c) Information required by this rule shall not be set out under
inappropriate captions or headings or under inappropriate ques-
tions where a question and answer format is used.

(d) An advertisement of a hospital confinement indemnity pol-
icy shall disclose in close conjunction with any description of the
benefits the existence in the policy of a provision which eliminates
benefits for sickness and/or injury conditions for a stated number
of days at the beginning of a hospital confinement.

(e) An advertisement of a non—cancellable policy or of a guar-
anteed renewable policy shall also be subject to sub. (25).

(25) NON-CANCELLABLE AND GUARANTEED RENEWABLE POLI-
CIES. (a) No person, in the presentation, solicitation, effectuation,
or sale of a policy, and no advertisement, relating to or used in con-
nection with a policy, shall use the terms “non—cancellable” or
“non—cancellable and guaranteed renewable” or “guaranteed
renewable,” except in connection with policies conforming to s.
Ins 3.13 (2) (e).

(b) An advertisement describing a non—cancellable and guar-
anteed renewable or guaranteed renewable policy form shall be
subject to sub. (11).

(c) A printed advertisement describing a non—cancellable or
non—cancellable and guaranteed renewable policy form shall dis-
close, as prominently as and in close conjunction with any promi-
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nent use of the terms “non—cancellable” or “non—cancellable and
guaranteed renewable:”

1. The age to or term for which the form is non—cancellable
or non—cancellable and guaranteed renewable, if other than life-
time,

2. The age or time at which the form’s benefits are reduced,
if applicable, (the age or time at which a form’s benefits are
reduced need not be so disclosed if such reduction is not effected
prior to the age to or term for which the form is non—cancellable
or non—cancellable and guaranteed renewable or if regular bene-
fits are payable at least to the age to or term for which the form is
non—cancellable or non—cancellable and guaranteed renewable),
and

3. That benefit payments are subject to an aggregate limit, if
applicable.

(d) A printed advertisement describing a guaranteed renew-
able policy form shall disclose, as prominently as and in close con-
junction with any prominent use of the term “guaranteed renew-
able:”

1. The age to or term for which the form is guaranteed renew-
able, if other than lifetime;

2. The age or time at which the form’s benefits are reduced,
if applicable, (the age or time at which a form’s benefits are
reduced need not be so disclosed if such reduction is not effected
prior to the age to or form for which the form is guaranteed renew-
able or if regular benefits are payable at least to the age to or term
for which the form is guaranteed renewable);

3. That benefit payments are subject to an aggregate limit, if
applicable; and
4. That the applicable premium rates may be changed.

(e) The foregoing limitations on the use of the term “non—can-
cellable” shall also apply to any synonymous term such as “not
cancellable;” and the foregoing limitations on use of the term
“guaranteed renewable” shall apply to any synonymous term such
as “guaranteed continuable.”

(26) ForM NUMBER. An advertisement which is an invitation
to apply or an invitation to inquire and which is mass—produced
shall be identified by a form number. The form number shall be
sufficient to distinguish it from any other advertising form or any
policy, application or other form used by the insurer.

(27) INSURER’S RESPONSIBILITY FOR ADVERTISEMENTS. (a) The
content, form and method of dissemination of all advertisements,
regardless of by whom designed, created, written, printed or used,
shall be the responsibility of the insurer whose policy is adver-
tised.

(b) An insurer shall require its agents and any other person or
agency acting on its behalf in preparing advertisements to submit
proposed advertisements to it for approval prior to use.

(28) INSURER’S ADVERTISING FILE. Each insurer shall maintain
at its home or principal office a complete file containing every
printed, published or prepared advertisement of its policies here-
after disseminated in this or any other state, whether or not
licensed in such other state. With respect to group, blanket and
franchise policies, all proposals prepared on the same printed
form need not be included in the file; only typical examples of
such proposals need be included. A notation shall be attached to
each such advertisement in the file indicating the manner and
extent of distribution and the form number of any policy, amend-
ment, rider, or endorsement form advertised. A copy of the policy
advertised, together with any amendment, rider or endorsement
applicable thereto, shall be included in the file with each such
advertisement. Such file shall be subject to regular and periodic
inspection by the office of the commissioner of insurance. All
such advertisements shall be maintained in such file for a period
of 4 years or until the filing of the next regular examination report
on the insurer, whichever is the longer period.
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(29) PENALTY. Violations of this rule shall subject the violator
to s. 601.64, Stats.

(31) EFrECTIVE DATE. This rule shall apply to all advertise-
ments used in this state after June 1, 1973.

History: Cr. Register, April, 1973, No. 208, eff. 6—-1-73; am. (zb), (11) (c) 1. and
(11) (e), Register, August, 1973, No.212, eff. 9-1-73; am. (5) (b) 1., Register, April,
1975, No. 232, eft. 5-1-75; emerg. am. (1), (2), (5) (c) and (m) 1., eff. 6-22-76; am.
(1), (2), (5) (c) and (m) 1., Register, September, 1976, No. 249, eff. 10-1-76; cr. (9)
(zh), Register, November, 1976, No. 251, eff. 12-1-76; am. (2), Register, March,
1979, No. 279, eff. 4-1-79; r. (29), Register, March, 1981, No. 303, eff. 4-1-81; cr.
(10) (j) 43., Register, October, 1984, No. 346, eff. 11-1-84; r. (30) under s. 13.93 (2m)
(b) 16., Stats., Register, December, 1984, No. 348; am. (4) (a), (9) (p) and (v) (intro.)
and (10) (h), Register, March, 1985, No. 351, eff. 4—1-85; correction in (2) (and (5)
made under s. 13.93 (2m) (b) 7., Stats., Register, April, 1992, No. 436; am. (5) (a) 1.,
Register, January, 1999, No. 517, eff. 2—1-99.

Ins 3.28 Solicitation, underwriting and claims prac-
tices in individual and franchise accident and sickness
insurance. (1) PurposE. The purpose of this rule is to promote
the fair and equitable treatment of Wisconsin residents in the
solicitation, underwriting and administration of accident and sick-
ness insurance and of contracts issued by a plan subject to ch. 613,
Stats. Sections of statutes interpreted or implemented by this rule
include but are not limited to ss. 601.04 (3), 601.01 (2), 611.20,
618.12 (1), and 632.76, Stats.

(2) Scope. This rule applies to the solicitation, underwriting
and administration of any insurance issued by any insurer or fra-
ternal benefit society under s. Ins 6.75 (1) (c¢) or (2) (c) and ss.
600.03 (22) and 632.93, Stats., except credit accident and sickness
insurance under s. Ins 6.75 (1) (c) 1. or (2) (¢) 1., and to any con-
tract, other than one issued on a group or group type basis as
defined in s. Ins 6.51 (3), issued by a plan subject to ch. 613, Stats.
For the purpose of this rule, references to insurer, policy, and
insurance agent or representative, also apply to organizations or
associations operating non—profit plans, contracts, and persons
within the scope of the rule, respectively.

(3) APPLICATION FORM. An application form which becomes
part of the insurance contract shall provide to the effect that state-
ments made by the applicant in the application form regarding the
general medical history or general health of a proposed insured
person which require an opinion or the exercise of judgment are
representations or are to the best of the applicant’s knowledge and/
or belief. Such form need not so provide with respect to state-
ments regarding specifically named diseases, physical conditions,
or types of medical consultation or treatment. Such form shall not
require the applicant to state that he or she has not withheld any
information or concealed any facts in completing the application;
however, the applicant may be required to state that his or her
answers are true and complete to the best of his or her knowledge
and/or belief.

(4) SOLICITATION. An insurance agent or representative shall
review carefully with the applicant all questions contained in each
application which he or she prepares and shall set down in each
such form all material information disclosed to him or her by the
applicant in response to the questions in such form.

(5) UNDERWRITING. (a) An insurer shall make provision for
adequate underwriting personnel and procedures so as to process
without undue delay each application for insurance received by it.

(b) An insurer shall give due consideration to all statements in
each application for insurance submitted to it and shall duly evalu-
ate the proposed insured person before issuing coverage for such
person.

(c) An insurer which issues coverage for a person shall not use
the statements, information or material set out in subds. 1., 2. and
3. to void the coverage on the basis of misrepresentation in the
application, or deny a claim on the basis of a pre—existing condi-
tion defense, unless the insurer has:

1. Resolved patently conflicting or incomplete statements in
the application for the coverage;
2. Duly considered information furnished to it:

a. In connection with the processing of such application, or
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b. In connection with individual coverage on the person pre-
viously issued by it and currently in force, or

3. Duly considered the material which it would have obtained
through reasonable inquiry following due consideration of the
statements or information.

(d) An insurer shall at the issuance or amendment of a policy,
contract or subscriber certificate, furnish notice concerning state-
ments in the application to the policyholder, contracting party or
certificate holder, where the application for the coverage or
amended coverage contains questions relating to the medical his-
tory or other matters concerning the insurability of the person or
persons being insured and the application is part of the insurance
contract.

1. The notice shall be printed prominently in contrasting color
on the first page of the policy, contract, or subscriber certificate or
in the form of a sticker, letter or other form attached to the first
page of the policy, contract or certificate, or a letter or other form
to be mailed within 10 days after the issuance or amendment of
coverage.

2. The notice shall contain substantially the following as to

text and caption or title:

IMPORTANT NOTICE CONCERNING STATEMENTS IN

THE APPLICATION FOR YOUR INSURANCE

Please read the copy of the application attached to this notice
or to your policy. Omissions or misstatements in the application
could cause an otherwise valid claim to be denied. Carefully
check the application and write to the insurer within 10 days if any
information shown on the application is not correct and complete
or if any medical history has not been included. The application
is part of the insurance contract. The insurance contract was
issued on the basis that the answers to all questions and any other
material information shown on the application are correct and
complete.

(e) An insurer shall file with the commissioner a description
of the procedure it will follow and the form or forms it will use to
meet the requirements of par. (d).

(f) An insurer which, after coverage for a person has been
issued, receives information regarding such person which would
reasonably be considered a sufficient basis to void or reform such
person’s coverage shall effect such voiding or reformation as pro-
vided in s. 631.11 (4), Stats., or the insurer shall be held to have
waived its rights to such action.

(g) An insurer may use statements in an application form as a
defense to a claim or to avoid or reform coverage only if it has
complied with par. (d).

(6) CLAIMS ADMINISTRATION. (a) If the existence of a disease
or physical condition is duly disclosed in the application for cov-
erage in response to the questions therein, the insurer shall not use
the pre—existence defense, under coverage providing such a
defense, to deny benefits for such disease or condition unless such
disease or condition is excluded from coverage by name or spe-
cific description effective on the date of loss. This paragraph does
not apply to a preexisting condition exclusion permitted under s.
632.746 (1), Stats.

(b) If an application contains no question concerning the pro-
posed insured person’s health history or medical treatment history
and regardless of whether it contains a question concerning the
proposed insured person’s general health at the time of the appli-
cation, the insurer may use the pre—existence defense, under cov-
erage providing such a defense, only with respect to losses
incurred or disability commencing within 12 months from the
effective date of coverage, unless the disease or physical condi-
tion causing the loss or disability is excluded from coverage by
name or specific description effective on the date of loss or the
date the disability commenced. If, after 12 months from the effec-
tive date of coverage, there is a reoccurrence of the disease or con-
dition causing the loss or disability, then the pre—existence
defense may not be used. Under a disability income policy a dis-
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ease or condition shall be deemed to have not reoccurred if the
insured performs all important duties of the insured’s or a compa-
rable occupation on the same basis as before the disability, for at
least 6 months. Under a policy other than disability income a dis-
ease or condition shall be deemed to have not reoccurred if a
period of 6 months elapses during which no expenses are incurred
for the same or related disease or condition.

(c) An insurer shall not void coverage or deny a claim on the
ground that the application for such coverage did not disclose cer-
tain information considered material to the risk if the application
did not clearly require the disclosure of such information.

(d) A claim shall not be reduced or denied on the grounds that
the disease or physical condition resulting in the loss or disability
had existed prior to the effective date of coverage, under coverage
providing such a defense, unless the insurer has evidence that such
disease or physical condition, as distinguished from the cause of
such disease or physical condition, had manifested itself prior to
such date. Such manifestation may be established by evidence of:

1. Medical diagnosis or treatment of such disease or physical
condition prior to the effective date, or

2. The existence of symptoms of such disease or physical con-
dition prior to the effective date which would cause an ordinarily
prudent person to seek diagnosis, care or treatment and for which
such diagnosis, care or treatment was not sought prior to such
date.

(e) Coverage which contains wording which requires the cause
of the disease or physical condition, as distinguished from the dis-
ease or physical condition itself, to originate after the effective
date of coverage shall be administered in accordance with par. (d).

(f) An insurer shall not exclude or limit benefits for a particular
condition where the claimant’s medical records indicate a reason-
able basis for, and the policy language permits, distinguishing
between the eligible condition or conditions which necessitated
the hospital confinement or medical or surgical treatment for
which claim is made, or which resulted in the disability for which
the claim is made, and a concurrently non—eligible existing condi-
tion or conditions which did not contribute to the need for the con-
finement or treatment, or contribute to the disability. The exclu-
sion or limitation of benefits includes the use of:

1. A pre—existence defense;

2. A waiting period, such as for pregnancy, surgery or other
stated condition or procedure;

3. A benefit maximum; or
4. Other policy limitation.

(7) EFFECTIVE DATE. (a) Subsections (4), (5) (a), (b), (c), and
(f) and (6) shall apply to all solicitation, underwriting, and claims
activities, except under franchise insurance, relating to Wisconsin
residents after March 1, 1974, except that sub. (6) (a) and (b) shall
apply to policies issued after that date.

(b) Subsections (3) and (5) (d) and (e) shall apply to all solicita-
tion, underwriting, and claims activities, except under franchise
insurance, relating to Wisconsin residents after May 1, 1974.

(c) This rule shall apply to all solicitation, underwriting and
claims activities under franchise insurance relating to Wisconsin
residents after December 1, 1974, except that sub. (6) (a) and (b)
shall apply to policies issued after that date and sub. (5) (d) and (e)
shall apply to such activities after February 1, 1975.

History: Cr. Register, February, 1974, No. 218, eff. 3-1-74; am. (5) (d) (intro.
par.), Register, July, 1974, No. 223, eff. 8-1-74; am. (2) and (7), Register, November,
1974, No. 227, eff. 12—-1-74; emerg. am. (1) and (2), eff. 6—22-76; am. (1) and (2),
Register, September, 1976, No. 249, eff. 10-1-76; am. (1) and (2), Register, March,
1979, No. 279, eff. 4-1-79; am. (1), (2), (5) (f) and (6) (b), cr. (5) (g), r. and recr. (5)
(c) and (d) and (6) (d) and (f), Register, April, 1982, No. 316, eff. 5—1-82; correction
in (1) and (2) made under s. 13.93 (2m) (b) 7., Stats., Register, April, 1992, No. 436;
am. (6) (a), Register, November, 1993, No. 455, eff. 2—1-94; correction in (6) (a)
made under s. 13.93 (2m) (b) 7., Stats., Register, July, 1999, No. 523.
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Ins 3.29 Replacement of accident and sickness
insurance. (1) PurpPosE. The purpose of this section is to safe-
guard the interests of persons covered under accident and sickness
insurance who consider the replacement of their insurance by
making available to them information regarding replacement and
thereby reducing the opportunity for misrepresentation and other
unfair practices and methods of competition in the business of
insurance. This section implements and interprets ss. 601.01 (2)
and 628.34, Stats.

(2) Scopk. This rule shall apply to the solicitation of accident
and sickness insurance covering residents of this state and issued
by insurance corporations, fraternal benefit societies or nonprofit
service plans in accordance with s. Ins 6.75 (1) (c) or (2) (c), s.
614.01, Stats., and ch. 613, Stats.

(3) EXEMPT INSURANCE. This rule shall not apply to the solici-
tation of the following accident and sickness insurance:

(a) Group, blanket or group type, except Medicare supplement
and Medicare cost insurance policies subject to s. Ins 3.39 (4),
(4m), (41), (5), (5m), (5t), and (7).

(b) Accident only.

(c) Single premium nonrenewable.

(d) Nonprofit dental care.

(e) Nonprofit prepaid optometric service.

(f) A limited policy conforming to s. Ins 3.13 (2) (h).

(g) Under which dental expenses only, prescription expenses
only, vision care expenses only or blood service expenses only are
covered.

(h) Conversion to another individual or family policy in the
same insurer with continuous coverage.

(1) Conversion to an individual or family policy to replace
group, blanket or group type coverage in the same insurer.

(4) DErINITIONS. For the purposes of this rule:

(a) “Replacement” is any transaction wherein new accident
and sickness insurance is to be purchased, and it is known to the
agent or company at the time of application that as part of the
transaction, existing accident and sickness insurance has been or
is to be lapsed or the benefits thereof substantially reduced.

(b) “Continuous coverage” means that the benefits are not less
than the benefits under the previous policy, and the policy also
covers loss resulting from injury sustained or sickness contracted
while coverage was in force under the previous policy to the
extent such loss is not covered under any extended benefit or simi-
lar provision of the previous policy.

(c) “Group type coverage” is as defined in s. Ins 6.51 (3).

(d) “Direct response insurance” is insurance issued to an appli-
cant who has completed the application and forwarded it directly

to the insurer in response to a solicitation coming into his or her
possession by any means of mass communication.

(5) REPLACEMENT QUESTION IN APPLICATION FORMS. An appli-
cation form for insurance subject to this rule shall contain a ques-
tion to elicit information as to whether the insurance to be issued
is to replace any insurance presently in force. A supplementary
application or other form to be signed by the applicant containing
such a question may be used.

(6) NOTICE TO BE FURNISHED. (a) An agent soliciting the sale
of insurance shall, upon determining that the sale would involve
replacement, furnish to the applicant, at the time of taking the
application, the notice described in sub. (7) to be signed by the
applicant.

(b) An insurer soliciting direct response insurance shall, upon
determining that the sale would involve replacement, furnish to
the applicant, before the policy is issued, the notice described in
sub. (7) to be signed by the applicant.
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(c) A copy of such notice shall be left with or retained by the
applicant and a signed copy shall be retained by the insurer.

(7) NOTICE TO APPLICANT. (a) The notice required by sub. (6)
shall provide, in substantially the following form:
NOTICE TO APPLICANT
REGARDING REPLACEMENT OF ACCIDENT AND
SICKNESS INSURANCE
According to (your application) (the information furnished by
you), you intend to lapse or otherwise terminate your present pol-
icy and replace it with a policy to be issued by Insur-
ance Company. For your own information and protection, certain
facts should be pointed out to you which should be considered
before you make this change.

1. Health conditions which you may presently have may not
be covered under the new policy. This could result in a claim for
benefits being denied which may have been payable under your
present policy. (This language may be modified if pre—existing
conditions are covered under the new policy.)

2. Even though some of your present health conditions may
be covered under the new policy, these conditions may be subject
to certain waiting periods under the new policy before coverage
is effective. (This language may be modified if pre—existing con-
ditions are covered under the new policy.)

3. Questions in the application for the new policy must be
answered truthfully and completely; otherwise, the validity of the
policy and the payment of any benefits thereunder may be voided.

4. The new policy will be issued at a higher age than that used
for issuance of your present policy; therefore, the cost of the new
policy, depending upon the benefits, may be higher than you are
paying for your present policy.

5. The renewal provisions of the new policy should be
reviewed so as to make sure of your rights to periodically renew
the policy.

6. It may be to your advantage to secure the advice of your
present insurer or its agent regarding the proposed replacement of
your present policy. You should be certain that you understand all
the relevant factors involved in replacing your present coverage.
The above “Notice to Applicant” was delivered to me on

Date

Applicant

(b) The notice required by sub. (6) for a Medicare supplement
policy subject to s. Ins 3.39 (4), (4m), (4t), (5), (5Sm), (5t), and (7),
shall include an introductory statement in substantially the fol-
lowing form: Your new policy provides days within
which you may decide without cost whether you desire to keep the
policy.

(8) VIOLATION. A violation of this rule shall be considered to
be a misrepresentation for the purpose of inducing a person to pur-
chase insurance. A person guilty of such violation shall be subject
to s. 601.64, Stats.

(10) EFFECTIVE DATE. This rule shall become effective Sep-
tember 1, 1974.

History: Cr. Register, June, 1974, No. 222, eff. 9-1-74; emerg. am. (1) and (2),
eff. 6-22-76; am. (1) and (2), Register, September, 1976, No. 249, eff. 10-1-76; am.
(2), Register, March, 1979, No. 279, eff. 4-1-79; am. (3) (a) and (i), . (3) (j), renum.
(7) to be (7) (a) and am., cr. (7) (b), Register, June, 1982, No. 318, eff. 7-1-82; 1. (9)
under s. 13.93 (2m) (b) 16., Stats., Register, December, 1984, No. 348; corrections
in (1), (3) (a) and (4) (d) made under s. 13.93 (2m) (b) 5. and 7., Stats., Register, April,
1992, No. 436; CR 08-112: am. (3) (a) and (7) (b) Register June 2009 No. 642, eff.
7-1-09; CR 19-036: am. (3) (a), (7) (b) Register December 2019 No. 768, eff.
1-1-20.

Ins 3.30 Change of beneficiary and related provi-
sions in accident and sickness insurance policies.
(1) PurPOSE. The purpose of this rule is to establish guidelines
for wording change of beneficiary provisions and related provi-
sions in accident and sickness insurance policies.

Ins 3.31

(2) Scope. This rule shall apply to policy forms subject to s.
Ins 6.75 (1) (c) or (2) (c) and s. 600.03 (4), (22) and (23), Stats.

(3) GUIDELINES. A change of beneficiary provisions and any
related provision:

(a) Shall comply with s. 632.71, Stats., except as provided in
ss. 631.81 and 632.77 (4), Stats., where applicable, and

(b) May include requirements or limitations which would be
consistent with an orderly method of handling beneficiary desig-
nations and changes such as:

1. A requirement that a beneficiary designation or change be
recorded by the insurer;

2. A provision that a claim payment made before a change in
beneficiary designation is recorded is not subject to such change;

3. A requirement that a beneficiary designation or change be
written as opposed to oral; or

4. A requirement that a beneficiary designation or change be
given to a particular agent, representative or office.

History: Cr. Register, May, 1974, No. 221, eff. 6—1-74; emerg. am. (2) and (3)
(a), eff. 6-22-76; am. (2) and (3) (a), Register, September, 1976, No. 249, eff.
10-1-76; am. (2) and (3) (a), Register, March, 1979, No. 279, eff. 4-1-79; correction
in (2) made under s. 13.93 (2m) (b) 7., Stats., Register, April, 1992, No. 436.

Ins 3.31 Eligibility for and solicitation, underwriting
and claims practices in group, blanket and group type
accident and sickness insurance. (1) PurPOSE. The pur-
pose of this rule is to promote the fair and equitable treatment of
Wisconsin residents in the solicitation, underwriting and adminis-
tration of accident and sickness insurance and coverage issued by
a plan subject to s. 185.981, Stats., or ch. 613, Stats. Sections of
Statutes interpreted or implemented by this rule include but are
not limited to ss. 601.04 (3), 601.01 (2), 611.20, 618.12 (1) and
632.76, Stats.

(2) Scope. This rule applies to the solicitation, underwriting
and administration of insurance issued by an insurer under s.
600.03 (4) or (23), Stats., except credit accident and sickness
insurance under s. Ins 6.75 (1) (c) 1. or (2) (c) 1., and coverage
issued on a group basis or group type basis as defined in s. Ins 6.51
(3) by a plan subject to s. 185.981, Stats., or ch. 613, Stats. For the
purposes of this rule, references to insurer, certificate, insurance
agent or representative, enrollment form and enrollee also apply
to organizations or associations operating non—profit plans, con-
tracts, summaries of coverage, persons within the scope of the
rule, individual applications and applicants, respectively.

(3) GROUP AND GROUP TYPE INSURANCE. An insurer issuing
insurance under s. 600.03 (23), Stats., or group or group type cov-
erage under s. 185.981 or ch. 613, Stats., shall,

(a) Where the enrollment form contains questions relating to
the medical history of the person or persons to be covered, be sub-
ject to the following:

1. ‘Enrollment form.” An enrollment form shall provide to
the effect that statements made by the enrollee in the enrollment
form regarding the general medical history or general health of the
proposed insured person which require an opinion or the exercise
of judgment are representations or are to the best of the enrollee’s
knowledge and/or belief. Such form need not so provide with
respect to statements regarding specifically named diseases,
physical conditions, or types of medical consultation or treatment.
Such forms shall not require the enrollee to state that he or she has
not withheld any information or concealed any facts in completing
the enrollment form; however, the enrollee may be required to
state that his or her answers are true and complete.

2. ‘Solicitation.” An insurance agent or representative shall
review carefully with the enrollee all questions contained in each
enrollment form which he or she prepares and shall set down in
each such form all material information disclosed to him or her by
the enrollee in response to the questions in such form. This does
not require that an insurance agent or representative prepare or
assist in the preparation of each enrollment form.
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3. ‘Underwriting.” a. An insurer shall make provision for
adequate underwriting personnel and procedures so as to process
without undue delay each enrollment form for insurance received
by it.

b. An insurer shall give due consideration to all statements in
each enrollment form for insurance submitted to it and shall duly
evaluate the proposed insured person before issuing evidence of
coverage for such person.

c. An insurer which issues evidence of coverage for a person
shall not use the statements, information or material set out in
subds. 1., 2. and 3. to void the coverage on the basis of misrepre-
sentation in the enrollment form, or deny a claim on the basis of
a pre—existing condition defense, unless the insurer has resolved
patently conflicting or incomplete statements in the enrollment
form for the coverage, duly considered information furnished to
it in connection with the processing of such enrollment form, or
duly considered the material which it would have obtained
through reasonable inquiry following due consideration of such
statements or information.

d. An insurer shall furnish to the certificate holder or sub-
scriber a notice printed prominently in contrasting color on the
first page of the certificate or amendment, or in the form of a
sticker or other form to be attached to the first page of the certifi-
cate or amendment, or furnish to the group policyholder or other
such entity within 10 days after the issuance or amendment of cov-
erage for delivery to the certificate holder or subscriber, a notice
in the form of a letter or other form, such notice to contain substan-
tially the following:

IMPORTANT NOTICE CONCERNING STATEMENTS IN

THE ENROLLMENT FORM FOR YOUR INSURANCE

Please read the copy of the enrollment form attached to this
notice or to your certificate or which has been otherwise pre-
viously delivered to you by the insurer or group policyholder.
Omissions or misstatements in the enrollment form could cause
an otherwise valid claim to be denied. Carefully check the enroll-
ment form and write to the insurer within 10 days if any informa-
tion shown on the form is not correct and complete or if any
requested medical history has not been included. The insurance
coverage was issued on the basis that the answers to all questions
and any other material information shown on the enrollment form
are correct and complete.

e. An insurer shall file with the commissioner a description

of the procedure it will follow and the form or forms it will use to
meet the requirements of subd. 3. d.

f. An insurer which, after evidence of coverage for a person
has been issued, receives information regarding such person
which would reasonably be considered a sufficient basis to void
or reform such person’s coverage, shall effect such voiding or ref-
ormation, as provided in s. 631.11 (4), Stats., or the insurer shall
be held to have waived its rights to such action.

g. An insurer may use statements in an enrollment form as a
defense to the claim or to void or reform coverage only if it has
complied with the requirements of subd. 3. d.

4. ‘Claims administration.” a. If the existence of a disease or
physical condition was duly disclosed in the enrollment form for
coverage in response to the questions therein, the insurer shall not
use the pre—existence defense, under coverage providing such a
defense, to deny benefits for such disease or condition unless such
disease or condition is excluded from coverage by name or spe-
cific description effective on the date of loss. This paragraph does
not apply to a preexisting condition exclusion permitted under s.
632.746 (1), Stats.

b. If an enrollment form contains no question concerning the
proposed insured person’s health history or medical treatment his-
tory and regardless of whether it contains a question concerning
the proposed insured person’s general health at the time of enroll-
ment, the insurer may use the pre—existence defense, under cover-
age providing such a defense, only with respect to losses incurred
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or disability commencing within 12 months from the effective
date of the person’s coverage, unless the disease or physical con-
dition causing the loss or disability is excluded from coverage by
name or specific description effective on the date of loss or the
date the disability commenced. If after 12 months from the effec-
tive date of coverage, there is a reoccurrence of the disease or con-
dition causing the loss or disability, then the pre—existence
defense may not be used. Under a disability income policy a dis-
ease or condition shall be deemed to have not reoccurred if the
insured performs all important duties of a comparable occupation
on the same basis as before the disability, for at least 6 months.
Under a policy other than disability income a disease or condition
shall be deemed to have not reoccurred if a period of 6 months
elapses during which no expenses are incurred for the same or a
related disease or condition.

c. An insurer shall not void coverage or deny a claim on the
ground that the enrollment form for such coverage did not disclose
certain information considered material to the risk if the form did
not clearly require the disclosure of such information.

(b) Be subject to the following:

1. A claim shall not be reduced or denied on the grounds that
the disease or physical condition resulting in the loss or disability
had existed prior to the effective date of coverage, under coverage
providing such a defense, unless the insurer has evidence that such
disease or physical condition, as distinguished from the cause of
such disease or physical condition, had manifested itself prior to
such date. Such manifestation may be established by evidence of:

a. Medical diagnosis or treatment of such disease or physical
condition prior to the effective date, or

b. The existence of symptoms of such disease or physical con-
dition prior to the effective date which would cause an ordinarily
prudent person to seek diagnosis, care, or treatment and for which
such diagnosis, care or treatment was not sought prior to such
date.

2. Coverage which contains wording which requires the
cause of the disease or physical condition, as distinguished from
the disease or physical condition itself, to originate after the effec-
tive date of coverage shall be administered in accordance with
subd. 1.

3. An insurer shall not exclude or limit benefits for a particular
condition where the claimant’s medical records indicate a reason-
able basis for, and the policy language permits, distinguishing
between the eligible condition or conditions which necessitated
the hospital confinement or medical or surgical treatment for
which claim is made, or which resulted in the disability for which
the claim is made, and a concurrently non—eligible existing condi-
tion or conditions which did not contribute to the need for the con-
finement or treatment, or contribute to the disability. The exclu-
sion or limitation of benefits includes the use of:

a. A pre—existence defense;

b. A waiting period, such as for pregnancy, surgery or other
stated condition or procedure;

c. A benefit maximum; or
d. Other policy limitation.

(c) Where the group or group type plan is issued to trustees of
a fund, use the plan’s provisions regarding individual eligibility
for coverage and individual termination of coverage to deny lia-
bility for or to defend against a claim only if the certificate issued
pursuant to the plan, under an appropriate caption or captions,
includes the applicable requirements regarding an individual’s
eligibility for coverage and the conditions under which an individ-
ual’s coverage terminates under the plan.

(4) BLANKET INSURANCE. An insurer issuing insurance under
s. 600.03 (4), Stats., shall

(a) Include in an enrollment form used in connection with such
insurance no question relating to the medical history or other mat-
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ter concerning the insurability of the person or persons to be
insured and

(b) Be subject to the following:

1. A claim shall not be reduced or denied on the grounds that
the disease or physical condition resulting in the loss or disability
had existed prior to the effective date of coverage, under coverage
providing such a defense, unless the insurer has evidence that such
disease or physical condition had manifested itself prior to such
date. Such manifestation may be established by evidence of:

a. Medical diagnosis or treatment of such disease or physical
condition prior to the effective date, or

b. The existence of symptoms of such disease or physical con-
dition prior to the effective date which would cause an ordinarily
prudent person to seek diagnosis, care or treatment and for which
such diagnosis, care or treatment was not sought prior to such
date.

2. Coverage which contains wording which requires the
cause of the disease or physical condition, as distinguished from
the disease or physical condition itself, to originate after the effec-
tive date of coverage shall be administered in accordance with
subd. 1. b.

3. An insurer shall not exclude or limit benefits for a particular
condition where the claimant’s medical records indicate a reason-
able basis for, and the policy language permits, distinguishing
between the eligible condition or conditions which necessitated
the hospital confinement or medical or surgical treatment for
which claim is made, or which resulted in the disability for which
the claim is made, and a concurrently non—eligible existing condi-
tion or conditions which did not contribute to the need for the con-
finement or treatment, or contribute to the disability. The exclu-
sion or limitation of benefits includes the use of:

a. A pre—existence defense;

b. A waiting period, such as for pregnancy, surgery or other
stated condition or procedure;

c. A benefit maximum; or

d. Other policy limitation.

(5) ErFrecTIVE DATE. This rule shall apply to all solicitation,
underwriting, and claims activities relating to Wisconsin residents
after December 1, 1974, except that sub. (3) (a) 4. a. and b. shall
apply to coverage issued after said date and sub. (3) (a) 3. d.,e. and
g. shall apply to such activities after February 1, 1975.

History: Cr. Register, November, 1974, No. 227, eff. 12—1-74; emerg. am. (1),
(2), (3) (intro.) and (c) and (4), eff. 6-22-76; am. (1), (2), (3) (intro.) and (c) and (4),
Register, September, 1976, No. 249, eff. 10-1-76; am. (1) and (2), Register, March,
1979, No. 279, eft. 4-1-79; am. (1), (2), (3) (intro.), (3) (a) 3. d., f. and 4. b., (3) (¢)
and (4), r. and recr. (3) (a) 3. c., (3) (b) 1. and 3., (4) (b) 1. and 3., Register, April, 1982,
No. 316, eff. 5-1-82; correction in (2) and (3) (intro.) made under s. 13.93 (2m) (b)
7., Stats., Register, April, 1992, No. 436; am. (3) (a) 4. a., Register, November, 1993,
No. 455, eff. 2—1-94; correction in (3) (a) 4. a. and (4) (intro.) made under s. 13.93
(2m) (b) 7., Stats., Register, July, 1999, No. 523.

Ins 3.32 Title insurance; prohibited practices.
(1) PurposE. This rule implements and interprets s. 601.01 (3),
Stats., and ch. 628, Stats., for the purpose of prohibiting unfair
practices in the transaction of the business of title insurance.

(2) Scope. This section applies to all title insurers and title
insurance agents.

(3) DEFINITIONS. In this section:

(a) “Affiliate” has the meaning provided under s. 600.03 (1),
Stats.

(am) “Agent” has the meaning provided under s. 600.03 (1r),
Stats.

(b) “Affiliate producer” means an affiliate of a producer of title
insurance, but only for the 12—month period commencing after
June 30, 1987, and after the end of any quarter calendar year in
which the affiliate’s gross revenue from operation in this state
from title insurance directly or indirectly referred by affiliated
producers of title insurance exceeds 40% of the affiliate’s gross
revenue from operations in this state for title insurance in the pre-
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vious quarter calendar year. However, if the previous quarter cal-
endar year commences prior to July 1, 1988, the percentage is
80%; and if it commences prior to July 1, 1989, the percentage is
60%. “Affiliate producer” does not include a person who is affili-
ated with producers of title insurance who are all attorneys if the
affiliate examines the title for each title insurance policy it issues.

(bm) “Control” has the meaning provided under s. 600.03 (13),
Stats.

(c) “Producer of title insurance” means any of the following,
other than a title insurer, who order or influence, directly or indi-
rectly, the ordering of title insurance and related services:

1. Any owner or prospective owner of real or personal prop-
erty or any interest therein;

2. Any lender or prospective lender in a transaction involving
an obligation secured or to be secured either in whole or in part by
real or personal property or any interest therein; and

3. Any agent, representative, attorney or employee of any
owner or prospective owner or of any lender or prospective lender.

4. An affiliate producer.

(cm) “Supplementary rate information” has the meaning pro-
vided under s. 625.02 (3), Stats.

(d) “Title insurance rates” means all charges made by a title
insurer in connection with the issuance of a title insurance policy
or a commitment to issue a title insurance policy and includes, but
is not limited to, search and examination charges.

(e) “Title insurer” means all insurance companies authorized
to write title insurance as defined by s. Ins 6.75 (2) (h) and their
affiliates, and includes all officers, employees and representatives
of the insurance companies or their affiliates.

(4) PROHIBITED PRACTICES. No title insurer or agent of a title
insurer may engage in any of the following practices:

(a) Charging an amount for a title insurance policy or commit-
ment for a title insurance policy other than the amount developed
by application of the appropriate title insurance rate developed
from the rates and supplementary rate information on file with the
commissioner for use by the title insurer.

(b) Waiving, or offering to waive, all or any part of the applica-
ble title insurance rate or premium developed by proper applica-
tion of the appropriate title insurance rate developed from the rates
and supplementary rate information on file with the commis-
sioner.

(c) Charging a reduced title insurance rate under a so—called
“take—off” or subdivision policy when the property involved is
ineligible for such reduced rate.

(d) Charging a reduced title insurance rate under a so—called
“take—off” or subdivision policy when such rate is not applicable
in the particular transaction because the volume required to qual-
ify for such reduced rate includes ineligible property.

(e) Paying or offering to pay the cancellation fee, the fee for
a preliminary title report or other fee on behalf of any producer of
title insurance after inducing the person to cancel an order with
another title insurer.

(f) Making or guaranteeing, or offering to make or guarantee,
directly or indirectly, any loan to any producer of title insurance
regardless of the terms of the note or guarantee. This prohibition
is not applicable to customary business collection procedures,
claims settlement and salvage activities and other business activi-
ties totally unrelated to the solicitation of business for which a
charge is made.

(g) Providing or offering to provide, directly or indirectly, a
“compensating balance” or deposit in a lending institution either
for the express or implied purpose of influencing the extension of
credit by the lending institution to any producer of title insurance,
or for the express or implied purpose of influencing the placement
or channeling of title insurance business by the lending institution.
This paragraph does not prohibit the maintenance by a title insurer
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or agent of demand deposits or escrow deposits which are reason-
ably necessary for use in the ordinary course of the business of the
title insurer or agent.

(h) Paying or offering to pay the fees or charges of an outside
professional, including but not limited to, an attorney, engineer,
appraiser, or surveyor, whose services are required by any pro-
ducer of title insurance to structure or complete a particular trans-
action.

(i) Paying or offering to pay all or part of the salary of an
employee of a producer of title insurance.

(j) Paying or offering to pay a fee to a producer of title insur-
ance for services unless the fee bears a reasonable relation to the
services performed. The determination of whether a fee bears a
reasonable relation to the services performed means a recognition
of time and effort spent, risk and expenses incurred, and an allow-
ance for a reasonable level of profit. After June 30, 1987, for pur-
poses of this paragraph, a payment determined by applying a per-
centage amount or formula to the premium paid for title insurance
is presumed, unless rebutted, not to bear a reasonable relation to
services performed. The presumption may be rebutted in a partic-
ular case by satisfying the commissioner that the service to be per-
formed and the compensation to be received, with recognition of
time and effort spent and risk and expenses incurred, are substan-
tially comparable to the services performed and compensation
received by agents, or to the services performed by underwriters,
in this state who are not producers of title insurance.

(k) Paying or offering to pay for services by a producer of title
insurance if the services are required to be performed by the per-
son in his or her capacity as a real estate or mortgage broker or
salesperson or agent.

(L) Furnishing or offering to furnish, or paying or offering to
pay for, furniture, office supplies, telephones, equipment or auto-
mobiles to a producer of title insurance, or paying for, or offering
to pay for, any portion of the cost of renting, leasing, operating or
maintaining any of these items. Marketing and title insurance pro-
motional items clearly of an advertising nature of token or nomi-
nal value, or supplies such as title insurance application blanks
and related forms are prohibited under this paragraph if they are
made available to all producers of title insurance on the same
terms and conditions.

(m) Paying for, furnishing, or waiving, or offering to pay for,
furnish, or waive, all or any part of the rent for space occupied by
a producer of title insurance.

(n) Renting or offering to rent space from a producer of title
insurance, at a rent which is excessive when compared with rents
for comparable space in the geographic area, or paying or offering
to pay, rent based in whole or in part on the volume of business
generated by a producer of title insurance except for a bona fide
percentage lease based on the total volume of receipts of the title
insurer when the services of that title insurer are offered from that
location to the public generally.

(o) Paying or offering to pay for gifts, vacations, business trips,
convention expenses, travel expenses, membership fees, registra-
tion fees, lodging or meals on behalf of a producer of title insur-
ance, directly or indirectly, or supplying letters of credit, credit
cards or any such benefits. This paragraph does not preclude rea-
sonable, moderate and customary business entertainment and
trade association activities and expense incurred and recorded by
the title insurer or agent in the course of marketing its products and
services.

(p) Paying or offering to pay money, prizes or other things of
value to, or on behalf of, a producer of title insurance in a contest
or promotional endeavor. This paragraph does not apply to offers
or payments to trade associations or charitable or other functions
where the thing of value is a contribution or donation rather than
a business solicitation.
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(q) Paying or offering to pay for advertising concerning the
title insurer or agent in material distributed or promoted by a pro-
ducer of title insurance, unless the payment is reasonable com-
pensation for the advertising, is not greater than the amount
charged for comparable advertising and any title insurer is per-
mitted to advertise in the material on the same terms and condi-
tions.

(r) Paying for or furnishing, or offering to pay for or furnish
any brochures, billboards, or advertisements of a producer of title
insurance, products or services appearing in newspapers, on the
radio, or on television, or other advertising or promotional mate-
rial published or distributed by, or on behalf of, a producer of title
insurance.

(5) REFERRAL OF TITLE INSURANCE APPLICATIONS. For the pur-
pose of sub. (3) (b), an application or order for title insurance is
presumed to be referred to an agent by an affiliate producer of title
insurance if the affiliated producer of title insurance acts as a bro-
ker, agent, lender, representative or attorney in the transaction
which results in the application or order and the application was
not referred to the affiliate producer by an unaffiliated producer
of title insurance.

History: Cr. Register, December, 1975, No. 240, eff. 1-1-76; emerg. am. (1), (2)
and (3) (a), eff. 6-22-76; am. (1) (2), (3) (a) and (4) (0), Register, September, 1976,
No. 249, eff. 10-1-76; am. (2) and (3) (a), Register, March, 1979, No. 279, eff.
4-1-79; am. (2), (3) (¢) (intro.), (d), (4) (intro.), (e) to (p) and (r), renum. (3) (a) and
(e) to be (3) (e) and (cm) and am., cr. (3) (intro.), (a), (am), (bm) and (c) 4., r. and recr.
(3) (b), (4) (q) and (5), Register, November, 1986, No. 371, eff. 12-1-86; emerg. am.
(4) (), eff. 7-5-88; am. (4) (j), Register, October, 1988, No. 396, eff. 1-1-89; correc-
tion in (5) made under s. 13.93 (2m) (b) 7., Stats., Register December 2002 No. 564.

Ins 3.33 Individual uniform application for health
insurance. (1) DerINITIONS. For purposes of this section:

(a) “Individual major medical health insurance policy” means
a comprehensive health care plan offered by an insurer authorized
to write individual health or disability insurance for an individual
or family. Individual major medical health insurance policies
excludes limited—scope dental and vision policies, specified dis-
ease policies, short—term medical, hospital indemnity, and other
limited—benefit individual insurance products and policies issued
by an association plan under a group policy that may be underwrit-
ten on an individual basis.

(b) “Individual uniform application” means the uniform ques-
tions and format for applications that are to be used by insurers
offering individual major medical health insurance policies or cer-
tificates, including an individual major medical health insurance
coverage provided through an association as individual coverage
and underwritten on an individual basis and issued to individuals
or families, as it appears as form OCI 26-503 in Appendix 1.

(2) APPLICATION FORMAT AND REQUIREMENTS. (a) In accord-
ance with s. 601.41 (10), Stats., insurers offering individual major
medical health insurance policies or certificates must use the
questions in the same format as in form OCI 26—-503 contained in
Appendix 1 as the individual uniform application. The contents
of the individual uniform application must not vary, except as per-
mitted in sub. (3) (b), from the text or format including bold char-
acter, line spacing, the use of boxes around text and must use a
type size of at least 10 points.

Note: A copy of the individual uniform application form OCI 26-503 (c.
06/2010), required in par. (a), may be obtained at no cost from the Office of the Com-
missioner of Insurance, P.O. Box 7873, Madison, WI 53707-7873, or at the Office’s
web address: oci.wi.gov.

(b) Insurers offering individual major medical health insur-
ance policies or certificates must implement procedures and poli-
cies necessary to implement and utilize the individual uniform
application.

(c) Insurers offering individual major medical health insur-
ance policies or certificates must treat and accept a paper copy of
the individual major medical health insurance application as an
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original provided the application is received by the insurer within
45 days from the date the application form was originally signed.

(3) WEB-BASED APPLICATIONS. (a) Insurers offering individ-
ual major medical health insurance policies or certificates that
permit applicants to complete the application through the insur-
er’s web site may not automatically populate or fill in answers to
health questions on the application. An applicant shall answer
each question. Insurers may change the order of questions but
may not alter the content of any question from the individual uni-
form application. Insurers must separately request that the appli-
cant respond to questions or information identified in sub. (5).
Insurers must send a paper copy of the completed application to
the applicant. The paper copy of the completed application must
be in the same format as appears in form OCI 26-503 as contained
in Appendix 1 and comply with sub. (6).

(b) If the insurer requires additional or clarifying information
related to a response provided on the individual uniform applica-
tion, an insurer may ask those questions as part of gathering the
information contained in sub. (5) or during a separate contact.
Insurers must not gather information unrelated to responses
requested on the individual uniform application. If an applicant
discloses information that is not requested on the individual uni-
form application, an insurer must not use that information for pur-
poses of underwriting or making a rescission or reformation deci-
sion.

(4) TELEPHONIC APPLICATIONS. (a) Insurers offering individ-
ual major medical health insurance policies or certificates may
permit applicants to complete the application verbally with an
authorized, licensed intermediary or with an employee of the
insurer asking the applicant the questions. The intermediary or
employee must ask the applicant each question on the uniform
individual applicant including each health question. Insurers may
change the order of questions but may not alter the content of any
question from the individual uniform application. Insurers must
separately request that the applicant respond to questions or infor-
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mation identified in sub. (5). Insurers must send a paper copy of
the completed application to the applicant. The paper copy of the
completed application must be in the same format as appears in
form OCI 26-503 as contained in Appendix 1 and comply with
sub. (6).

(b) If the insurer requires additional or clarifying information
related to a response provided on the individual uniform applica-
tion, an insurer may ask those questions as part of gathering the
information contained in sub. (5) or during a separate contact.
Insurers must not gather information unrelated to responses
requested on the individual uniform application. If an applicant
discloses information that is not requested on the individual uni-
form application, an insurer must not use that information for pur-
poses of underwriting or making a rescission or reformation deci-
sion.

(5) ADDITIONAL REQUIREMENTS. (a) Insurers offering individ-
ual major medical health insurance policies or certificates must
include a statement on the first page of the policy that the policy
is guaranteed renewable except for the reasons stated s. 632.7495
(2), Stats.

(b) Insurers must include authorizations, releases, and notices
compliant with state and federal law filed with the office as sepa-
rate forms that will be presented with the individual uniform
application but not considered a part of the application.

(c) Insurers may file a separate form information or election
options for the applicant to select deductible, copayment, and
coinsurance levels and elect, if applicable, provider networks.
Additionally, insurers may include in the form premium payment
options for the applicant to select.

(6) UNDERWRITING. Insurers shall comply with the provisions
of s. Ins 3.28, including the requirement to return an accepted
application as described in s. Ins 3.28 (5) (d), when underwriting
a submitted individual uniform application.

Note: This section first applies to policies issued after July 1, 2010.
History: CR 10-068: cr. Register December 2010 No. 660, eff. 1-1-11.
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Ins 3.33 Appendix 1

State of Wisconsin
Office of the Commissioner of
Insurance
P.O. Box 7873
Madison, WI 53707-7873

Ref: Section Ins 3.33, Wis. Adm. Code and (608) 266—-3585

s. 601.41 (10), Wis. Stats. Web Address: oci.wi.gov
This form is designed for an individual’s initial application for coverage. Please contact the insurer with questions regarding

this form.

INDIVIDUAL UNIFORM APPLICATION
FOR INDIVIDUAL MAJOR MEDICAL
HEALTH INSURANCE FORM

Instructions: Please complete the entire application for each person for whom coverage is being sought. If a person is cur-
rently enrolled in Medicare, this application should not be completed for that enrolled individual. If additional pages are
needed to fully complete this application, please attach, sign and date each page.

[ I. INFORMATION

Primary Applicant/Insured Information:

First, Middle and Last Name

Social Security No.* Place of Birth Birth Date Gender Height
Weight

Residential Address

City County State Zip Code

Mailing Address, if different from residential address

City County State Zip Code

Home Phone Alternative Phone Email (Optional)

* If you have a Social Security Number.
The Primary Applicant is:
[ ]1Single [ ] Married [ ] Under the age of 18%%*

**]f primary applicant is under the age of 18, please complete sections — II. C. and V.
Employment Information:
Primary job duties:

Self-Employed: [ ] Yes [ ] No

II. ADDITIONAL APPLICANTS |

A. Please complete ONLY if your spouse and/or children under the age of 27 are applying for coverage. If there is not enough
space provided, please attach additional family information. Please sign and date the additional sheet.
Social Security
Spouse Name Number#/ Birth Date Height Primary Job Duties
(First; ML.L.; Last) Gender Place of Birth (Mo/Day/Yr) Weight (if applicable)

* If you have a Social Security Number.

Child Name Social Security Birth Date Height Primary Job Duties
(First; ML.L.; Last) Gender Number* (Mo/Day/Yr) Weight (if applicable)

* If you have a Social Security Number.
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B. Does the child(ren) named within this application live with you at the address shown above?

[ 1Yes [ ]No If “No,” please list the child(ren)’s name and mailing address(es):

Mailing Address Named Applicant

City County State Zip Code

Home Phone Alternative Phone

Name of the Legal Guardian or Parent responsible for carrying health insurance for the minor child.

C. If the primary applicant is under the age of 18, provide the name and mailing address of the legal guardian or custodial
parent:

Mailing Address Legal Guardian or Custodial Parent

City County State Zip Code

Home Phone Alternative Phone

Name of the Legal Guardian or Parent responsible for carrying health insurance for the minor child

[ II. CURRENT AND PREVIOUS COVERAGE

Please provide information about you or your dependent’s individual or group health insurance coverage or other health cover-
age (either prior or current). It will help us determine whether you will have any waiting periods for preexisting conditions for
the health insurance you are applying for. By providing this information you are not reducing your health insurance.

Does anyone applying for coverage have current health coverage?
[ 1Yes [ ]No If “Yes,” please indicate insurer and applicant

Has any applicant had health insurance coverage within the last 18 months?
[ TYes [ ]No If “Yes,” please indicate insurer and applicant .

If any applicant has current health coverage, will that applicant cancel current coverage if this applicant is accepted?
[ 1Yes [ ]No

Is any applicant enrolled in Medicare?

[ 1Yes [ ]No If “Yes,” name of applicant . For this applicant, please stop here — this insurance may
duplicate existing Medicare coverage.

Is any applicant enrolled in Medicaid or other governmental health programs (i.e. BadgerCare, TRICARE, Veterans
services)?

[ 1Yes [ ]No If“Yes,” name of applicant . For this applicant, please be aware that obtaining individ-
ual health insurance may affect this individual’s Medicaid status.
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IV. MEDICAL INFORMATION

NOTICE TO APPLICANT:

The insurance company does not use or collect genetic information for any Underwriting purpose. Genetic information includes
information related to genetic tests, genetic counseling, and any family history of a disease or disorder. Any such information
should not be included on an application or communicated to the insurance company in any manner. For the purpose of these
questions, chronic means persistent, continuous, or periodic, or a combination of any of these terms.

You are required to disclose information regarding any disease or condition for which:

. Any applicant has been diagnosed or treated by any healthcare provider.

. Any applicant has had testing with abnormal results.

. Any applicant is awaiting test results.

. Any applicant has been recommended or scheduled for diagnostic testing, consultation, treatment, follow—up, or surgery.
. Any applicant has taken or has been advised to take any prescription medication.

. Any change in health status for which any applicant has not sought medical care or treatment.

Within the last FIVE (5) YEARS has anyone, including you or any family member requesting coverage, received counseling,
care or treatment, medication, medical advice or been told a diagnosis for any of the conditions or illnesses listed below? (Please
check all conditions that apply.)

Please mark “Yes” or “No” for each item, for you and any family members requesting coverage. Provide additional information
for each question you answer “Yes” to on the Additional Medical Details page that follows the health questions.

Answers to the medical questions should be complete, true and correct to the best of your knowledge. You are required to
promptly notify us if there is a change in your or your family’s health prior to the effective date of coverage and provide
updated information. If at any time during the underwriting process prior to the effective date of coverage, you or your
health history changes, please notify us immediately as this may impact your coverage.

VWithin the last Five (5) Years:

1. Infectious and Parasitic Diseases

a. AIDS (acquired immunodeficiency syndrome), ARC (AIDS-related complex), HIV positive [The [ 1Yes [ ]No
reporting of HIV test results is limited to FDA-licensed tests, and you need not report results of tests
conducted at an anonymous counseling and testing site or through the use of a home test Kkit.]

b. Lyme’s Disease [ 1Yes [ ] No

c. Sexually transmitted disease(s) [ 1Yes [ ]No

2. Blood, Gland, Endocrine, Metabolic and Immune Disorders (other than HIV, ARC, AIDS)

a. Anemia/blood disorder [ 1Yes [ ]No
b. Thyroid disease [ 1Yes [ ]No
c. Diabetes/high or low blood sugar [ 1Yes [ ]No
(If “Yes,” record last HGA1C reading and date on the Additional Medical Details page.)

d. Adrenal disorder [ 1Yes [ ] No
e. Enlargement of lymph nodes [ 1Yes [ ] No
f. Endocrine/gland/hormone system [ 1Yes [ ]No

3. Cancer, Cyst and Tumors

a. Cancer [ 1Yes [ 1No
(If “Yes,” include the stage, type and location of the tumor on the Additional Medical Details page.)

b. Tumors, cyst, lump, polyp [ 1Yes [ ]No
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4. Mental/Nervous/Behavioral Disorders
a. Alcohol/chemical/drug abuse/dependency [ 1Yes [ ]No
b. Has any applicant used sedatives; tranquilizers; cocaine or other hallucinogenic or narcotic drugs? [ 1Yes [ ]No
c. Eating disorders such as, but not limited to, anorexia or bulimia [ 1Yes [ ]No
d. Mental/emotional condition/depression [ IYes [ ]No
e. Autism [ 1Yes [ ]No
f. Suicide attempt [ 1Yes [ ]No
g. Alcohol, chemical, drug abuse therapy, treatment or counseling within last 5 years [ 1Yes [ ]No
(If “Yes,” record date of last session in on the Additional Medical Details page)
5. Brain and Nervous System
a. Brain disease or injury/concussion [ IYes [ ]No
b. Convulsion/seizures/epilepsy [ 1Yes [ ] No
c. Chronic headaches/migraines [ 1Yes [ ]No
d. Neurological condition/disease/injury [ 1Yes [ ]No
e. Sleep apnea/chronic sleep disorder [ 1Yes [ ]No
f. Stroke [ 1Yes [ ] No
g. Multiple Sclerosis [ IYes [ ]No
h. Paralysis [ 1Yes [ ]No
6. Skin Disorders
a. Skin condition, abnormal or cancerous moles or eczema/cysts/cancer [ 1Yes [ ]No
7. Eyes, Ears, Nose
a. Chronic ear/nose condition/disease [ 1Yes [ ]No
b. Chronic eye condition/disease [ 1Yes [ ]No
c. Cataracts/glaucoma [ ]Yes [ ]No
8. Mouth, Throat or Jaw
a. Chronic throat/tonsil/adenoid/disease/disorder [ 1Yes [ ]No
b. TMJ/jaw joint [ ]Yes [ ] No
9. Heart or Circulatory System
a. Blood/circulatory disorder [ 1Yes [ ]No
b. Heart attack/chest pain/murmur/angina [ 1Yes [ ]No
c. Elevated/High cholesterol [ 1Yes [ ]No
(If “Yes,” record last reading and the date on the Additional Medical Details page)
d. Elevated/High or low blood pressure [ 1Yes [ ] No
(If “Yes,” record last 3 readings and dates in past 12 months on the Additional Medical Details page)
e. Phlebitis/blood clot [ 1Yes [ [No
f. Heart disease/disorder [ ]Yes [ ]No
10. Respiratory System
a. Asthma [ 1Yes [ ]No
b. Emphysema/Chronic obstructive pulmonary disease (COPD) [ 1Yes [ ]No
c. Chronic respiratory/lung condition [ 1Yes [ ] No
d. Pneumonia/bronchitis [ ]Yes [ ] No
11. Digestive System
a. Appendicitis/chronic abdominal pain [ 1Yes [ ]No
b. Blood in stool [ 1Yes [ ] No
c. Colon/rectum/intestine/bowel/Crohn’s disease [ 1Yes [ ]No
d. Ulcer/esophageal reflux [ 1Yes [ ] No
e. Gallbladder [ 1Yes [ ] No
f. Liver condition/hepatitis/pancreas [ 1Yes [ ]No
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12. Urinary System

a. Bladder/urinary tract [ 1Yes [ ]No
b. Kidney/kidney stones [ 1Yes [ ]No
13. Male or Female Reproductive Systems

a. Breast (lumps or masses) [ 1Yes [ ]No
b. Prostate/elevated PSA/prostatitis [ 1Yes [ ] No
c. Reproductive system disorder/infertility/dysfunction [ 1Yes [ ]No
d. Abnormal pap smear or mammography [ 1Yes [ ]No

14. Pregnancy, Birth or Congenital Abnormalities

a. Birth defect/congenital deformities [ 1Yes [ ] No
b. Pregnancy complications [ 1Yes [ ] No
c. Are you, your spouse or any dependent child(ren) (even if not listed on the application) currently preg- [ 1Yes [ ]No
nant or an expectant parent? (If “Yes,” due date )

15. Muscular or Skeletal System

a. Back/neck/spine disorder [ 1Yes [ ]No
b. Bone/orthopedic disorder [ 1Yes [ ]No
c. Lupus, chronic muscle pain, muscle injury or disease, or fibromyalgia [ 1Yes [ ]No
d. Osteoarthritis/osteoporosis/osteopenia [ 1Yes [ ] No
e. Rheumatoid arthritis [ 1Yes [ ] No
f. Knee/shoulder/hip/joint surgery/disorder [ IYes [ ]No
o. Hernia [ 1Yes [ ]No

16. Miscellaneous

a. Cosmetic surgery/implants [ 1Yes [ ]No
b. Use of prosthetic devices/limbs [ 1Yes [ ] No
c. Had chronic fatigue [ 1Yes [ ] No
d. Is any person to be insured now disabled, on disability, or unable to perform normal work or age—related [ ] Yes [ ] No
activities
e. Any fluctuations in weight (+/— 201bs) in the past 12 months [ 1Yes [ ]No
f. Implantable devices/stents/shunts/pace maker [ 1Yes [ ]No
g. Allergies [ 1Yes [ ] No
h. Transplants [ 1Yes [ ] No

17. Other Injury, Illness, Treatment or Condition

a. Within the last 5 years, has any applicant had any other injury, illness, treatment, or condition not

already listed; been hospitalized or scheduled to be hospitalized; had surgery or had surgery scheduled;

had a test or a test scheduled; been recommended to have a test or surgery that was not performed for any

reason not already mentioned; been prescribed medication for a condition or injury not already men-

tioned? (We are NOT seeking the results of HIV Antibody test.) [ 1Yes [ ]No

18. Tobacco Use

a. Has any applicant used tobacco products in any form within the last 12 months? [ 1Yes [ ]No

If “Yes,” provide the name of applicant(s), amount of tobacco used and frequency:

19. Other Activities

a. Has any applicant been involved in or participated in organized motorized racing or other extreme activities? [ 1Yes [ ]No

If “Yes,” provide the name of applicant(s), activity and frequency of the activity:
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ONLY complete this section if you need assistance with completing the medical information portion of this Application.

Please note that this may require additional time to process your application.

Please contact me at this phone number during business hours:

I am unavailable during business hours, please contact me at this number during evenings or weekends:

Additional Medical Details Page

All additional pages must be signed and dated by the primary applicant.

For any “Yes” responses in the medical information questions, please provide complete details below. Not providing com-
plete details will delay the application process. Within the last five years has anyone been prescribed medications that
were recommended or received from a licensed health care professional? Use an additional sheet(s) of paper if necessary.

Question #
or additional
information

Applicant
Name

Specific
Diagnosis & Type of
Treatment

Duration of
Condition

Began mm/yy

Began mm/yy

Began mm/yy

Began mm/yy

End mm/yy

End mm/yy

End mm/yy

End mm/yy

Name/
Dosage/
Frequency
of
medication
& Dates of
Medication
Use

Name of Rx

Name of Rx

Name of Rx

Name of Rx

Dose

Dose

Dose

Dose

End
mm/yy

Began
mm/yy

End
mm/yy

Began
mm/yy

End
mm/yy

Began
mm/yy

End
mm/yy

Began
mm/yy

Was surgery
performed

Description
of surgery/
Procedures/
Tests/Result
& Dates

Current Status/
0O-Ongoing/
R-Resolved

Readings for
Blood
Pressure,
Cholesterol
& Diabetes

Date Reading

Date Reading

Date Reading

Date Reading

Physician/
Hospital
Name, City,
State
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V. TERMS AND CONDITIONS |

I acknowledge that I have read and completed the entire Application. If I received assistance in reading or completing this
Application, I have identified the person(s) who assisted me. I agree that the answers are, to the best of my knowledge and abil-
ity, complete and true.

I understand that my answers, together with any supplements or additional pages, are the basis for the certificate or policy that is
issued. I agree that no insurance will be effective until the date specified by the insurance company on the certificate or policy.

I understand that any intentional misrepresentation relied upon by the insurer may be used to deny a claim. I further understand
that this contract can be voided if within the first 24 months from the date of the policy or certificate it is determined that I or a
family member made an intentional misrepresentation in the application.

I understand that it may be a crime to submit an application or file a claim based on a false or deceptive statement. I further
understand it may be a crime to submit an application that is intended to mislead an insurer or conceal significant information
about the applicant.

I understand that I may request a copy of this Application and the notice of the company’s privacy practices. I agree that a pho-
tocopy is as valid as an original. A legible facsimile or electronic signature shall have the same force as the original.

Signature (or e-signature) of Primary Applicant (If Primary Applicant is under the age of 18, Date Signed
Signature of legal guardian or custodial parent)

Signature (or e-signature) of Spouse Date Signed

Signature (or e—signature) of each listed child who has attained the age of 18

Signature (or e-signature) of an Adult Child Applicant Date Signed
Signature (or e-signature) of an Adult Child Applicant Date Signed
Signature (or e-signature) of an Adult Child Applicant Date Signed

Complete this section if someone assisted you in the completion of this Application
The following person assisted me in completing the Application:

Please explain the assistant’s relationship to you and your family:

Individual Uniform Application Form
OCI 26-503 (c. 06/2010)
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Ins 3.34 Coverage of dependent. (1) Purprost. This
section implements s. 632.885, Stats.

(2) ApPLICABILITY. (a) This section applies to disability insur-
ance policies as defined at s. 632.895 (1) (a), Stats., that are issued
or renewed on or after January 1, 2010, including individual
health and group health benefit plans. It applies to limited—scope
plans including vision and dental plans but does not include hospi-
tal indemnity, income continuation, accident—only benefits, long—
term care and Medigap policies. This section also applies to self—
insured health plans as defined at s. 632.745 (24), Stats.

(b) For a disability insurance policy covering employees who
are affected by a collective bargaining agreement this coverage
under this section first applies as follows:

1. If the collective bargaining agreement contains provisions
consistent with this law or that are silent on dependent eligibility,
coverage under this section first applies the earliest of any of the
following; the date the disability insurance policy is issued or
renewed on or after January 1, 2010, or the date the self-insured
health plan is established, modified, extended or renewed on or
after January 1, 2010.

2. If the collective bargaining agreement contains provisions
inconsistent with this law, the coverage under this section first
applies on the date the health policy is first issued or renewed or
a self—insured health plan is first established, modified, extended,
or renewed on or after the earlier of the date the collectively bar-
gained agreement expires, or the date the collectively bargained
agreement it is modified, extended or renewed.

(3) DErFINITIONS. In this section and for purposes of applying
s. 632.885, Stats.:

(a) “Adult child” means a child of the applicant, enrollee or
insured who meets the eligibility requirements of s. 632.885 (2),
Stats., as applicable.

(b) “Premium contribution” means the amount the adult child
is required to pay for coverage under the adult child’s employer—
sponsored group health benefit plan or self—insured health plan.

(c) “Premium amount” means the additional amount the appli-
cant or insured is required to pay for inclusion of the adult child
under the applicant’s or insured’s health insurance policy or self—
insured plan.

(4) PREMIUM DETERMINATION. To determine whether an adult
child meets the eligibility standard in s. 632.885 (2) (a) 3., Stats.,
the insurer or self—insured health plan must use only the follow-
ing:

ﬁote: 2011 Wis. Act 32 repealed s. 632.885 (2) (a) 1. to 3., Stats. See s. 632.885
(2) (a), Stats.

(a) The amount of the adult child’s premium contribution.

(b) The amount of the applicant’s or insured’s premium
amount.

(5) OFFER OF COVERAGE. (a) On or after January 1, 2010, an
insurer and self—insured health plan shall offer coverage to an
adult child of an applicant or insured as a new entrant when the
applicant or insured requests enrollment of the adult child no later
than 30 days after the date the adult child first becomes eligible
according to this section. It is solely the applicant’s or insured’s
decision whether or not to add eligible adult children to the plan
to the extent permitted by law.

(b) Insurers and self-insured health plans may not limit or oth-
erwise restrict the offer of coverage to an eligible adult child by
requiring any of the following:

1. The eligible adult child to have been previously covered as
a dependent.

2. The eligible adult child to reside in this state.

3. The eligible adult child to demonstrate that he or she had
previous creditable coverage.

4. The insured or applicant to have requested coverage for an
eligible adult child the first time the child was eligible for cover-
age.

Ins 3.35

(c) Insurers offering individual disability insurance may indi-
vidually rate the eligible adult child and apply preexisting condi-
tion waiting periods consistent with s. 632.76 (2) (ac) 2., Stats.,
and may apply elimination riders to the eligible adult child, but
may not do either of the following:

1. Deny coverage to an eligible adult child when the applicant
or insured requests coverage.

2. Otherwise limit coverage if such limitation results in cover-
age that is illusory.

(d) Insurers offering group disability insurance policies and
self—insured health plans shall comply with all of the following:

1. May not deny coverage of an eligible adult child when cov-
erage is requested by the applicant or insured.

2. Shall apply portability rights to an eligible adult child so
long as the adult child has not had a break in creditable coverage
longer than 62 days.

3. Shall comply with s. 632.746, Stats., as applicable.

4. May request documentation of the adult child’s creditable
coverage for determining portability. The pre—existing condition
waiting period applicable to the eligible adult child shall be
applied to the adult child in the same manner as applied to any
other applicant or eligible dependent.

(6) ELIGIBLE ADULT CHILD. (a) For purposes of this section and
implementation of s. 632.885 (2), Stats., an adult child is eligible
for coverage as a dependent if either of the following is met:

1. For an adult child who has not been called to federal active
duty in the national guard or in a reserve component of the U.S.
armed forces, either of the following:

a. An adult child who meets s. 632.885 (2) (a) 1., 2., and 3.,
Stats.

Note: 2011 Wis. Act 32 repealed s. 632.885 (2) (a) 1. to 3., Stats. See s. 632.885
(2) (a), Stats.

b. An adult child who meets s. 632.885 (2) (a) 1. and 2., Stats.,
and who is not eligible for his or her employer sponsored coverage
or whose employer does not offer health insurance to its employ-
ees is an eligible adult child.

Note: 2011 Wis. Act 32 repealed s. 632.885 (2) (a) 1. to 3., Stats. See s. 632.885
(2) (a), Stats.

2. For an adult child who has been called to federal active duty
in the national guard or in a reserve component of the U.S. armed
forces and who meet s. 632.885 (2) (b) 1., 3., and 4., Stats., all of
the following:

a. The adult child must apply to an institution of higher educa-
tion as a full-time student within 12 months from the date the adult
child has fulfilled his or her active duty obligation.

b. When an adult child is called to active duty more than once
within a four—year period of time, the insurer and self—insured
health plan must use the adult child’s age when first called to
active duty for determining eligibility under this section.

History: EmR0930: emerg. cr. eff. 10-31-09; CR 09-076: cr. Register May 2010
No. 653, eff. 6-1-10; corrections in (title) and (6) (a) 1. b. made under s. 13.92 (4)
(b) 2. and 7., Stats., Register May 2010 No. 653; correction in (6) (a) 2. made under
s. 13.92 (4) (b) 7., Stats., Register March 2017 No. 735.

Ins 3.35 Colorectal cancer screening coverage.
(1) AppLICABILITY. (a) This section applies to disability insur-
ance policies as defined at s. 632.895 (1) (a), Stats., unless other-
wise excepted in s. 632.895 (16m) (c), Stats., that are issued or
renewed on or after December 1, 2010. This section applies to
Medicare supplement and cost plans but does not include limited
—scope plans including vision and dental, hospital indemnity,
income continuation, accident—only benefits, and long—term care
policies. This section also applies to self—insured health plans as
defined at s. 632.745 (24), Stats.

(b) For a disability insurance policy and a self—insured health
plan covering employees who are affected by a collective bargain-
ing agreement the coverage under this section first applies as fol-
lows:
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1. If the collective bargaining agreement contains provisions
consistent with s. 632.895 (16m), Stats., coverage under this sec-
tion first applies the earliest of any of the following: the date the
disability insurance policy is issued or renewed on or after
December 1, 2010, or the date the self—insured health plan is
established, modified, extended or renewed on or after December
1, 2010.

2. If the collective bargaining agreement contains provisions
inconsistent with s. 632.895 (16m), Stats., the coverage under this
section first applies on the date the health benefit plan is first
issued or renewed or a self—insured health plan is first established,
modified, extended, or renewed on or after the earlier of the date
the collectively bargained agreement expires, or the date the col-
lectively bargained agreement is modified, extended, or renewed
on or after December 1, 2010.

(2) DEerINITIONS. In addition to the definitions contained in s.
632.895 (1), Stats., for purposes of this section all the following
apply:

(a) “Designated guideline” means the recommendations of the
U.S. Preventive Services Task Force, the National Cancer Insti-
tute, or the American Cancer Society regarding colorectal cancer
screening guidelines identified by the insurer or self—insured
health plan for compliance.

(b) “Enrollee” means an insured or enrollee of a health plan
subject to s. 632.895 (16m), Stats.

(c) “Self-insured health plan” means a self—insured govern-
mental health plan offered by the state, county, city, village, town,
or school district that provides coverage of any diagnostic or sur-
gical procedure.

(3) COLORECTAL CANCER SCREENING GUIDELINES AND UPDATES.
(a) Insurers may utilize one or more of the most current colorectal
cancer screening guidelines issued by the U.S. Preventive Ser-
vices Task Force, the National Cancer Institute, or the American
Cancer Society as the basis for the coverage offered for preventive
colorectal cancer screening tests and procedures. If an insurer or
self—insured health plan elects to designate more than one guide-
line, the insurer or self—insured health plan shall specify the guide-
line that will be primary in the event of a conflict between the des-
ignated guidelines. Insurers shall provide notice of the selected
guideline or guidelines and which guideline is primary in a promi-
nent location within the plan summary and in the notice provided
to insureds when a benefit is denied based upon the primary guide-
line.

(b) Insurers and self—insured health plans shall at least annu-
ally review the designated guidelines and incorporate modifica-
tions to be effective the first day of the subsequent plan year.

(4) COVERED SCREENING. Insurers offering disability insur-
ance and self—insured health plans shall offer as a covered benefit
the screening for colorectal cancer that may be subject to limita-
tions, exclusions and cost—sharing provisions that generally apply
under the plan and comply with all of the following:

(a) Insurers and self—insured health plans shall cover evi-
dence—based, recommended preventive colorectal cancer screen-
ing tests or procedures contained in the most current version of the
designated guideline.

(b) In accordance with the most current recommendations
from the designated guideline for frequency of testing, insurers
and self—insured health plans shall provide as a covered benefit,
colorectal cancer screening tests or procedures for enrollees who
are 50 years of age or older other than as provided for in sub. (5)
(b). Medically appropriate or medically necessary covered
screening tests or procedures shall at least include 3 of the follow-
ing:

1. Fecal occult blood test.

2. Flexible sigmoidoscopy.

3. Colonoscopy.

4. Computerized tomographic colonography.
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(c) Insurers and self-insured health plans may require the
enrollee’s health care provider or the enrollee’s primary care pro-
vider to obtain prior authorization for screening tests or proce-
dures when the screening test or procedure is not contained in the
most current version of guideline recommendations designated by
the insurer or self—insured health plan.

(d) Disputes regarding coverage of medically appropriate or
medically necessary evidence—based screening tests or proce-
dures are subject to internal grievance and independent review as
provided by ch. Ins 18.

(5) FACTORS FOR HIGH RISK. (a) In accordance with recom-
mended factors for identifying persons at high risk for colorectal
cancer developed by the American Cancer Society, insurers and
self—insured health plans shall provide as a covered benefit evi-
dence—based colorectal cancer screening tests and procedures at
recommended ages and intervals for enrollees determined to be at
high risk for developing colorectal cancer. Insurers and self—
insured health plans that designated either the U.S. Preventive
Services Task Force or the National Cancer Institute as the desig-
nated guideline may include additional high risk factors when the
guidelines identify factors for persons at high risk for colorectal
cancer. All insurers and self—insured health plans shall at a mini-
mum consider all of the following factors, as appropriate, when
determining whether an enrollee is at high risk for colorectal can-
cer:

1. Personal history of colorectal cancer, polyps or chronic
inflammatory bowel disease.

2. Strong family history in a first—degree relative or two or
more second—degree relatives of colorectal cancer or polyps.

3. Personal history or family history in a first or second—de-
gree relative of hereditary colorectal cancer syndromes.

4. Other conditions, symptoms or diseases that are recognized
as elevating one’s risk for colorectal cancer as determined by the
U.S. Preventive Services Task Force, the National Cancer Insti-
tute or the American Cancer Society.

(b) Notwithstanding sub. (4) (b), insurers and self—insured
health plans shall provide as a covered benefit evidence—based,
recommended colorectal cancer screening tests or procedures for
high risk enrollees no later than the earliest recommended age
determined to be medically appropriate or medically necessary.

(c) Disputes regarding an enrollee’s status as being at high risk
or factors to be considered as high risk for colon cancer are subject
to internal grievance and independent review as provided by ch.
Ins 18.

(6) PREVENTIVE SERVICES COMPLIANCE. Notwithstanding s.
632.895 (16m), Stats., insurers and self—insured health plans shall
comply with P.L.. 111-148 and 45 CFR 147.130 relating to cost—
sharing provisions of preventive services including colon cancer
screening.

History: EmR1042: emerg. cr. eff. 11-29-10; CR 10-150: cr. Register June 2011
No. 666, eff. 7-1-11.

Ins 3.36 Coverage of autism spectrum disorders.
(1) AppLICABILITY. (a) This section applies to disability insur-
ance policies as defined in s. 632.895 (1) (a), Stats., except as pro-
vided in s. 632.895 (12m) (e), Stats., and self—insured health plans
sponsored by the state, county, city, town, village, or school dis-
trict.

(b) For a disability insurance policy covering employees who
are affected by a collective bargaining agreement the coverage
under this section first applies as follows:

1. If the collective bargaining agreement contains provisions
consistent with s. 632.895 (12m), Stats., coverage under this sec-
tion first applies the earliest of any of the following: the date the
disability insurance policy is issued or renewed on or after
November 1, 2009, or the date the self—insured health plan is
established, modified, extended or renewed on or after November
1, 20009.
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2. If the collective bargaining agreement contains provisions
inconsistent with s. 632.895 (12m), Stats., the coverage under this
section first applies on the date the health benefit plan is first
issued or renewed or a self—insured health plan is first established,
modified, extended, or renewed on or after the earlier of the date
the collectively bargained agreement expires, or the date the col-
lectively bargained agreement is modified, extended or renewed.

(2) DerFNITIONS. In addition to the definitions in s. 632.895
(12m) (a), Stats., in this section:

(a) “Behavior analyst” means a person certified by the Behav-
ior Analyst Certification Board, Inc., or successor organization as
a board—certified behavior analyst and has been granted a license
under s.440.312, Stats., to engage in the practice of behavior anal-
ysis.

(b) “Behavioral” means interactive therapies that target
observable behaviors to build needed skills and to reduce problem
behaviors using well—established principles of learning utilized to
change socially important behaviors with the goal of building a
range of communication, social and learning skills, as well as
reducing challenging behaviors.

(c) “Department” means the Wisconsin department of health
services.

(d) “Efficacious treatment” or “efficacious strategy”” means
treatment or strategies designed to address cognitive, social or
behavioral conditions associated with autism spectrum disorders;
to sustain and maximize gains made during intensive—level ser-
vices; or to improve an individual with autism spectrum disorder’s
condition.

(e) “Evidence—based therapy” means therapy, service and
treatment that is based upon medical and scientific evidence as
described at s. 632.835 (3m) (b) 1., 2. (intro.) and a., Stats., and s.
Ins 18.10 (4), is determined to be an efficacious treatment or strat-
egy and is prescribed to improve the insured’s condition or to
achieve social, cognitive, communicative, self—care or behavioral
goals that are clearly defined within the insured’s treatment plan.

() “Intensive—level service” means evidence—based behav-
ioral therapies that are directly based on, and related to, an
insured’s therapeutic goals and skills as prescribed by a physician
familiar with the insured. Intensive—level service may include
evidence—based speech therapy and occupational therapy pro-
vided by a qualified therapist when such therapy is based on, or
related to, an insured’s therapeutic goals and skills, and is con-
comitant with evidence—based behavioral therapy.

(g) “Qualified intensive—level professional” means an individ-
ual working under the supervision of an outpatient mental health
clinic who is a licensed treatment professional as defined in s.
DHS 35.03 (9g), and who has completed at least 2080 hours of
training, education and experience including all of the following:

1. Fifteen hundred hours supervised training involving direct
one—on—one work with individuals with autism spectrum disor-
ders using evidence—based, efficacious therapy models.

2. Supervised experience with all of the following:

a. Working with families as part of a treatment team and
ensuring treatment compliance.

b. Treating individuals with autism spectrum disorders who
function at a variety of cognitive levels and exhibit a variety of
skill deficits and strengths.

c. Treating individuals with autism spectrum disorders with
a variety of behavioral challenges.

d. Treating individuals with autism spectrum disorders who
have shown improvement to the average range in cognitive func-
tioning, language ability, adaptive and social interaction skills.

e. Designing and implementing progressive treatment pro-
grams for individuals with autism spectrum disorders.

3. Academic coursework from a regionally—accredited
higher education institution with demonstrated coursework in the
application of evidence—based therapy models consistent with

Ins 3.36

best practice and research on effectiveness for individuals with
autism spectrum disorders.

(h) “Qualified intensive—level provider” means an individual
identified in s. 632.895 (12m) (b) 1. to 4., Stats., acting within the
scope of a currently valid state—issued license for psychiatry, psy-
chology or behavior analyst, or a social worker acting within the
scope of a currently valid state—issued certificate or license to
practice psychotherapy, who provides evidence—based behavioral
therapy in accordance with this section and s. 632.895 (12m) (a)
3., Stats., and who has completed at least 2080 hours of training,
education and experience which includes all of the following:

1. Fifteen hundred hours supervised training involving direct
one—on—one work with individuals with autism spectrum disor-
ders using evidence—based, efficacious therapy models.

2. Supervised experience with all of the following:

a. Working with families as the primary provider and ensur-
ing treatment compliance.

b. Treating individuals with autism spectrum disorders who
function at a variety of cognitive levels and exhibit a variety of
skill deficits and strengths.

c. Treating individuals with autism spectrum disorders with
a variety of behavioral challenges.

d. Treating individuals with autism spectrum disorders who
have shown improvement to the average range in cognitive func-
tioning, language ability, adaptive and social interaction skills.

e. Designing and implementing progressive treatment pro-
grams for individuals with autism spectrum disorders.

3.  Academic coursework from a regionally—accredited
higher education institution with demonstrated coursework in the
application of evidence—based therapy models consistent with
best practice and research on effectiveness for individuals with
autism spectrum disorders.

(1) “Qualified paraprofessional” means an individual working
under the active supervision of a qualified supervising provider,
qualified intensive—level provider or qualified provider and who
complies with all of the following:

1. Is at least 18 years of age.

2. Obtains a high school diploma.

3. Completes a criminal background check.

4. Obtains at least 20 hours of training that includes subjects
related to autism, evidence—based treatment methods, communi-
cation, teaching techniques, problem behavior issues, ethics, spe-
cial topics, natural environment, and first aid.

5. Obtains at least ten hours of training in the use of behavioral
evidence—based therapy including the direct application of train-
ing techniques with an individual who has autism spectrum disor-
der present.

6. Receives regular, scheduled oversight by a qualified super-
vising provider in implementing the treatment plan for the
insured.

() “Qualified professional” means an individual identified in
s.632.895 (12m) (b) 5., Stats., acting under the supervision of an
outpatient mental health clinic certified under s. 51.038, Stats.,
acting within the scope of a currently valid state—issued license
and who provides evidence—based therapy in accordance with this
section.

(k) “Qualified provider” means an individual identified in s.
632.895 (12m) (b) 1. to 4., Stats., respectively, acting within the
scope of a currently valid state—issued license for psychiatry, psy-
chology or behavior analyst, or a social worker acting within the
scope of a currently valid state—issued certificate or license to
practice psychotherapy and who provides evidence—based ther-
apy in accordance with this section.

(L) “Qualified supervising provider” means an individual who
is a qualified intensive—level provider and who has completed at
least 4160 hours of experience as a supervisor of less experienced
providers, professionals and paraprofessionals.

Published under s. 35.93, Stats. Updated on the first day of each month. Entire code is always current. The Register date on each page

is the date the chapter was last published.

Register July 2020 No. 775


https://docs-preview.legis.wisconsin.gov/document/statutes/35.93
https://docs-preview.legis.wisconsin.gov/document/statutes/35.93
https://docs-preview.legis.wisconsin.gov/document/statutes/632.895(12m)
https://docs-preview.legis.wisconsin.gov/document/statutes/632.895(12m)(a)
https://docs-preview.legis.wisconsin.gov/document/statutes/632.895(12m)(a)
https://docs-preview.legis.wisconsin.gov/document/statutes/440.312
https://docs-preview.legis.wisconsin.gov/document/statutes/632.835(3m)(b)1.
https://docs-preview.legis.wisconsin.gov/document/statutes/632.835(3m)(b)2.(intro.)
https://docs-preview.legis.wisconsin.gov/document/statutes/632.835(3m)(b)2.a.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%2018.10(4)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/DHS%2035.03(9g)
https://docs-preview.legis.wisconsin.gov/document/statutes/632.895(12m)(b)1.
https://docs-preview.legis.wisconsin.gov/document/statutes/632.895(12m)(b)4.
https://docs-preview.legis.wisconsin.gov/document/statutes/632.895(12m)(a)3.
https://docs-preview.legis.wisconsin.gov/document/statutes/632.895(12m)(a)3.
https://docs-preview.legis.wisconsin.gov/document/statutes/632.895(12m)(b)5.
https://docs-preview.legis.wisconsin.gov/document/statutes/51.038
https://docs-preview.legis.wisconsin.gov/document/statutes/632.895(12m)(b)1.
https://docs-preview.legis.wisconsin.gov/document/statutes/632.895(12m)(b)4.

Published under s. 35.93, Wis. Stats., by the Legislative Reference Bureau.

Ins 3.36

(m) “Qualified therapist” means an individual identified in s.
632.895 (12m) (b) 6. or 7., Stats., who is either a speech—language
pathologist or occupational therapist acting within the scope of a
currently valid state—issued license and who provides evidence—
based therapy in accordance with this section, sub. (4) (e).

(n) “Supervision of an outpatient mental health clinic” for pur-
poses of this section means an individual who meets the require-
ments of a qualified supervising provider and who periodically
reviews all treatment plans developed by qualified professionals
for insureds with autism spectrum disorders.

(0) “Waiver program’” means services provided by the depart-
ment through the Medicaid Home and Community—Based Ser-
vices as granted by the Centers for Medicare & Medicaid Ser-
vices.

(3) VERIFIED DIAGNOSIS. (a) Insurers and self—insured health
plans shall provide coverage for services to an insured who has a
primary verified diagnosis of autism spectrum disorder made by
a diagnostician skilled in testing and in the use of empirically—val-
idated tools specific for autism spectrum disorders.

(b) Insurers and self—insured health plans shall accept as valid
and provide coverage for the diagnostic testing in addition to the
benefit mandated by s. 632.895 (12m), Stats. For the diagnosis to
be valid for autism spectrum disorder, the testing tools shall be
appropriate to the presenting characteristics and age of the insured
and be empirically validated for autism spectrum disorders to pro-
vide evidence that the insured meets the criteria for autism spec-
trum disorder in the most recent edition of the Diagnostic and Sta-
tistical Manual of Mental Disorders published by the American
Psychiatric Association. Insurers and self—insured health plans
may require confirmation of a primary diagnosis through comple-
tion of empirically—validated tools or tests from each of the fol-
lowing categories: intelligence, parent report, language skills,
adaptive behavior, and direct observation of the child.

(c) An insurer and a self—insured health plan may require an
insured to obtain a second opinion from a diagnostician experi-
enced in the use of empirically—validated tools specific for autism
spectrum disorders who is mutually agreeable to the insured or the
insured’s parent or authorized representative and to the insurer or
self-insured health plan. An insurer and a self—insured health
plan shall cover the cost of the second opinion and the cost of the
second opinion shall be in addition to the benefit mandated by s.
632.895 (12m), Stats.

(d) Insurers and self—insured health plans may require that the
assessment include both a standardized parent interview regard-
ing current concerns and behavioral history as well as direct,
structured observation of social and communicative behavior and
play. The diagnostic evaluation shall also assess those factors that
are not specific to autism spectrum disorders including degree of
language impairment, cognitive functioning, and the presence of
nonspecific behavioral disorders.

(4) INTENSIVE-LEVEL SERVICES. (a) Coverage for intensive—
level services. Insurers and self—insured health plans shall pro-
vide coverage for evidence—based behavioral intensive—level
therapy for an insured with a verified diagnosis of autism spec-
trum disorder, the majority of which shall be provided to the
insured when the parent or legal guardian is present and engaged
and all of the prescribed therapy is consistent with all of the fol-
lowing requirements:

1. Based upon a treatment plan developed by an individual
who at least meets the requirements of a qualified intensive—level
provider or a qualified intensive—level professional that includes
at least 20 hours per week over a six—month period of time of evi-
dence—based behavioral intensive therapy, treatment, and ser-
vices with specific cognitive, social, communicative, self—care, or
behavioral goals that are clearly defined, directly observed and
continually measured and that address the characteristics of
autism spectrum disorders. Treatment plans shall require that the
insured be present and engaged in the intervention.
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2. Implemented by qualified providers, qualified profession-
als or qualified therapists, or qualified paraprofessionals.

3. Provided in an environment most conducive to achieving
the goals of the insured’s treatment plan.

4. Implemented identified therapeutic goals developed by the
team including training and consultation, participation in team
meetings and active involvement of the insured’s family.

5. Commenced after an insured is two years of age and before
the insured is nine years of age.

6. Provided by a qualified intensive—level provider or quali-
fied intensive—level professional who directly observes the
insured at least once every two months.

(b) Forty—eight cumulative months. Insurers and self—insured
health plans shall provide up to forty—eight months of intensive—
level services. Insurers and self—insured health plans may credit
against the required forty—eight months of intensive—level ser-
vices any previous intensive—level services the insured received
regardless of payor. Insurers and self—insured health plans may
require documentation including medical records and treatment
plans to verify any evidence—based behavioral therapy the insured
received for autism spectrum disorders that was provided to the
insured prior to the insured attaining nine years of age. Insurers
and self—insured health plans may consider any evidence—based
behavioral therapy that was provided to the insured for an average
of 20 or more hours per week over a continuous six—month period
to be intensive—level services.

(c) Travel. Insurers and self—insured health plans shall not
include coverage of travel time for qualified providers, qualified
supervising providers, qualified professionals, qualified thera-
pists or qualified paraprofessionals when calculating the number
of hours of care provided per week and are not required to sepa-
rately reimburse for travel time.

(d) Progress assessment. Insurers and self—insured health
plans shall require that progress be assessed and documented
throughout the course of treatment. Insurers and self-insured
health plans may request and review the insured’s treatment plan
and the summary of progress on a periodic basis.

(e) Concomitant therapy. Insurers and self—insured health
plans shall provide coverage pursuant to s. 632.895 (12m) (c),
Stats., for a qualified therapist when services are rendered con-
comitant with intensive—level evidence—based behavioral therapy
and all of the following:

1. The qualified therapist provides evidence—based therapy
to an insured who has a primary diagnosis of an autism spectrum
disorder.

2. The insured is actively receiving behavioral services from
a qualified intensive—level provider or qualified intensive—level
professional.

3. The qualified therapist develops and implements a treat-
ment plan consistent with their license and this section.

(5) NONINTENSIVE-LEVEL SERVICES. (a) Coverage for nonin-
tensive—level services. Insurers and self-insured health plans
shall provide coverage for an insured with a verified diagnosis of
autism spectrum disorder for nonintensive—level services that are
evidence—based and that are provided to an insured by a person
who is at least a qualified provider, a qualified professional, a
qualified therapist or a qualified paraprofessional in either of the
following conditions:

1. After the completion of intensive—level services and
designed to sustain and maximize gains made during intensive—
level services treatment.

2. To an insured who has not and will not receive intensive—
level services but for whom nonintensive—level services will
improve the insured’s condition.

(b) Requirements for coverage. Insurers and self—insured
health plans shall provide coverage for evidence—based therapy
that is consistent with all of the following requirements:
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1. Based upon a treatment plan developed by an individual
who minimally meets the requirements as a qualified provider, a
qualified professional or a qualified therapist that includes spe-
cific evidence—based therapy goals that are clearly defined,
directly observed and continually measured and that address the
characteristics of autism spectrum disorders. Treatment plans
shall require that the insured be present and engaged in the inter-
vention.

2. Implemented by a person who is at least a qualified pro-
vider, qualified professional, qualified therapist, or a qualified
paraprofessional.

3. Provided in an environment most conducive to achieving
the goals of the insured’s treatment plan.

4. Implements identified therapeutic goals developed by the
team including training and consultation, participation in team
meetings and active involvement of the insured’s family.

(c) Services. Insurers and self-insured health plans shall pro-
vide coverage for nonintensive—level services that may include
direct or consultative services when provided by qualified provid-
ers, qualified supervising providers, qualified professionals, qual-
ified therapists, or qualified paraprofessionals.

(d) Progress assessment. Insurers and self—insured health
plans shall require that progress be assessed and documented
throughout the course of treatment. Insurers and self-insured
health plans may request and review the insured’s treatment plan
and the summary of progress on a periodic basis.

(e) Travel. Insurers and self—insured health plans shall not
include coverage of travel time by qualified providers, qualified
supervising providers, qualified professionals, qualified thera-
pists or qualified paraprofessionals when calculating the number
of hours of care provided per week and are not required to sepa-
rately reimburse for travel time.

(6) TRANSITION TO NONINTENSIVE-LEVEL SERVICES. (a) Notice
of transition by insurer. Insurers and self—insured plans shall pro-
vide notice to the insured or the insured’s authorized representa-
tive regarding change in an insured’s level of treatment. The
notice shall indicate the reason for transition that may include any
of the following:

1. The insured has received forty—eight cumulative months of
intensive—level services.

2. The insured no longer requires intensive—level services as
supported by documentation from a qualified supervising pro-
vider, qualified intensive—level provider, or a qualified intensive—
level professional.

3. The insured no longer receives evidence—based behavioral
therapy for at least 20 hours per week over a six—month period of
time.

(b) Notice of break in service by insured. Insurers and self—
insured plans may require an insured or an insured’s authorized
representative to promptly notify the insurer or self—insured plan
if the insured requires and qualifies for intensive—level services
but the insured or the insured’s family or caregiver is unable to
receive intensive—level services for an extended period of time.
The insured or the insured’s authorized representative shall indi-
cate the specific reason or reasons the insured or the insured’s fam-
ily or caregiver is unable to comply with an intensive—level ser-
vice treatment plan. Reasons for requesting intensive—level
services be interrupted for an extended period of time may include
a significant medical condition, surgical intervention and recov-
ery, catastrophic event or any other reason the insurer or self—
insured plan determines to be acceptable.

(c) Documentation. Insurers and self—insured plans may not
deny intensive—level services to an insured for failing to maintain
at least 20 hours per week of evidence—based behavioral therapy
over a six—month period when the insured or the insured’s autho-
rized representative complied with par. (b) or the insured or the
insured’s authorized representative can document that the insured
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failed to maintain at least 20 hours per week of evidence—based
behavioral therapy due to waiting for waiver program services.

(7) NOTICE TO INSUREDS. Insurers and self—insured plans shall
provide written notice regarding claims submitted and processed
for the treatment of autism spectrum disorders to the insured or
insured’s parents or authorized representative and include the
total amount expended to date for the current policy year. The
notice may be included with the explanation of benefits form or
in a separate communication provided on a periodic basis during
the course of treatment.

(8) RESEARCH THAT IS THE BASIS FOR EFFICACIOUS TREATMENT
OR EFFICACIOUS STRATEGIES. Research designs that are sufficient
to demonstrate that a treatment or strategy when used solely or in
combination with other treatments or strategies, is effective in
addressing the cognitive, social, and behavioral challenges asso-
ciated with autism spectrum disorders demonstrates significant
improvement shall include at least one of the following:

(a) Two or more high quality experimental or quasi—experi-
mental group design studies that meet all of the following criteria:

1. A clearly defined population for whom inclusion criteria
have been delineated in a reliable, valid manner.

2. Outcome measures with established reliability and con-
struct validity.

3. Independent evaluators who are not aware of the particular
treatment utilized.

(b) Five or more single subject design studies that meet all of
the following criteria:

1. Studies must have been published in a peer—reviewed sci-
entific or medical journal.

2. Studies must have been conducted by three different
researchers or research groups in three different geographical
locations.

3. The body of studies must have included 20 or more partici-
pants.

(c) One high quality randomized or quasi—experimental group
design study that meets all of the criteria in par. (a) and three high—
quality single—subject design studies that meet all of the criteria
in par. (b).

(9) DispuUTES. An insurer’s or a self—insured health plan’s
determination regarding diagnosis and level of service may be
considered an adverse determination if the insured disagrees with
the determination. The insured or the insured’s authorized repre-
sentative may file a grievance in accordance with s. Ins 18.03. The
insured or the insured’s authorized representative may seek inde-
pendent review of the coverage denial determination in accord-
ance with s. Ins 18.11.

(10) NON-REQUIRED COVERAGE. (a) Services. Insurers and
self—insured health plans are not required to cover any of the fol-
lowing:

1. Acupuncture.

. Animal-based therapy including hippotherapy.
. Auditory integration training.

. Chelation therapy.

. Child care fees.

. Cranial sacral therapy.

. Custodial or respite care.

. Hyperbaric oxygen therapy.

9. Special diets or supplements.

(b) Drugs and devices. Insurers and self—insured health plans
shall not provide coverage for pharmaceuticals or durable medical
equipment through s. 632.895 (12m), Stats. Coverage of pharma-
ceuticals and durable medical equipment shall be covered in com-
pliance with the terms of the insured’s policy.

(¢) Fraudulent claims. Insurers and self—insured health plans
shall not be required to pay claims that have been determined to
be fraudulent.
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(d) Parents of children diagnosed with autism spectrum disor-
ders. Insurers and self—insured health plans shall not be required
to pay for treatment rendered by parents or legal guardians who
are otherwise qualified providers, qualified supervising provid-
ers, qualified therapists, qualified professionals or qualified para-
professionals for treatment rendered to their own children.

(e) Denial of coverage. If an insurer or self—funded health plan
generally provides benefits for an illness or injury, the insurer or
self—funded health plan may not deny benefits otherwise provided
for treatment of that illness or injury solely because the illness or
injury relates to the insured’s autism spectrum disorder.

(11) LOCATIONS FOR SERVICES. (a) Insurers and self—insured
health plans shall cover treatments, therapies and services to an
insured diagnosed with autism spectrum disorders in locations
including the provider’s office, clinic or in a setting conducive to
the acquisition of the target skill. Treatments may be provided in
schools when they are related to the goals of the treatment plan and
do not duplicate services provided by a school.

(b) Insurers and self-insured health plans are not required to
cover therapy, treatment or services when provided to an insured
who is residing in a residential treatment center, inpatient treat-
ment or day treatment facility.

(c) Insurers and self-insured health plans are not required to
cover the cost for the facility or location or for the use of a facility
or location when treatment, services or evidence—based therapy
are provided outside an insured’s home.

(12) ANNUAL PUBLICATION CPI ADJUSTMENT. The commis-
sioner shall publish to the office of the commissioner of insurance
website on or before December 1 of each year beginning Decem-
ber 1, 2011, the consumer price index for urban consumers as
determined by the U.S. Department of Labor and publish the
adjusted dollar amount in accordance with s. 632.895 (12m) (c)
1., Stats. The adjusted dollar amount published each December
shall be used by insurers and self—insured health plans when com-
plying with s. 632.895 (12m), Stats., effective the following Janu-
ary 1 for newly issued policies or on the first date of a modified,
extended or renewed policy or certificate after January 1.

(14) VERIFICATION OF SERVICE PROVIDERS. (a) Insurers and
self-insured health plans are required to verify the licensure, certi-
fication and all training or other credentials of a qualified super-
vising or intensive—level provider, a qualified provider and a qual-
ified therapist.

(b) Insurers and self—insured health plans shall require the fol-
lowing:

1. All service providers employing qualified paraprofession-
als to verify the qualified paraprofessional’s credentials and to
document that such employee or contractee has not been con-
victed of a felony or any crime involving maltreatment of a child
in any jurisdiction and to periodically review and verify continu-
ing compliance with this paragraph.

2. Certified outpatient mental health clinics employing or
contracting for the services of qualified intensive—level profes-
sionals or qualified professionals to verify the credentials of a
qualified intensive—level professional or qualified professional
and to document that such employee or contractee has not been
convicted of a felony or any crime involving maltreatment of a
child in any jurisdiction and to periodically review and verify con-
tinuing compliance with this paragraph.

(c) A provider, therapist, or professional working under the
supervision of a certified outpatient mental health clinic, who is
approved by the department and who has a signed Medicaid pro-
vider agreement to provide services through the waiver program
to individuals with autism spectrum disorders prior to November
1, 2009 shall be deemed to be a qualified intensive—level provider
or qualified intensive—level professional through October 31,
2011. Beginning November 1, 2011 any provider, therapist or
professional shall comply with the training and education require-
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ments for a qualified supervising provider, qualified intensive—
level provider, qualified provider, qualified intensive—level pro-
fessional, qualified professional or qualified therapist.

(d) An insurer or self-insured health plans may elect to con-
tract with certain providers, therapists and professionals who do
not meet all of the requirements necessary to be considered quali-
fied supervising providers, qualified intensive—level providers,
qualified providers, qualified therapists, qualified intensive—level
professionals or qualified professionals but who are approved by
the department and who have a signed Medicaid provider agree-
ment to provide services through the waiver program to individu-
als with autism spectrum disorders and who meet any criteria
established by the insurer or self—insured health plan. The insurer
or self—insured health plans shall have a verifiable and established
process for rendering its determination for otherwise qualified
supervising provider, qualified intensive—level provider, quali-
fied provider, qualified intensive—level professional, qualified
professional or qualified therapist.

History: EmR1005: emerg. cr. eff. 3-8—10; CR 10-043: cr. Register September
2010 No. 657, eff. 10-1-10.

Ins 3.37 Transitional treatment arrangements.
(1) PurpoSE. This section implements s. 632.89 (4) (a), Stats.

(2) AppLICABILITY. (a) This section applies to group and blan-
ket disability insurance policies issued or renewed on and after
November 1, 1992, and prior to December 1, 2010, and group
health benefit plans and self—insured governmental plans that
elect and are eligible to be exempt pursuant to s. 632.89 (3c¢), (3f)
or (5), Stats., that provide coverage for inpatient hospital services
or outpatient services, as defined in s. 632.89 (1) (d) or (e), Stats.
Group and blanket disability insurance policies and exempted
group health benefit plans and self-insured governmental plans
shall cover transitional treatment services and comply with subs.
(2m), (3), (4), and (5).

(b) Policies issued on or after December 1, 2010, by a group
health benefit plan and a self-insured governmental health plan
that are not otherwise exempt under s. 632.89 (3c), (3f) or (5),
Stats., shall comply with subs. (2m), (3m), (4m), and (Sm).

(2m) DEerINITIONS. In addition to the definitions in s. 632.89
(1), Stats., in this section:

(a) “Individual health benefit plan” means an insurance prod-
uct offered on an individual basis that meets the criteria estab-
lished for a health benefit plan in s. 632.745 (11), Stats.

(b) “Eligible employee” has the meaning provided in s.
632.745 (5), Stats.

(c) “Qualified actuary” means a member in good standing of
the American Academy of Actuaries who meets any other require-
ments that the commissioner may by rule specify as defined in s.
623.06 (1) (h), Stats., and in accordance with s. 632.89 (3¢) (b),
Stats.

(d) “Self-insured governmental plan” has the meaning of a
self—insured health plan as defined at s. 632.89 (1) (em), Stats.

(e) “Substance use disorder” has the same meaning as “alco-
holism and other drug abuse problems” as the phrase appears
throughout s. 632.89, Stats.

(f) “Substantially all” has the meaning as provided in 29 CFR
2590.712 (a).

(g) “Treatment limitations” means the limitations that insurers
offering group or individual health benefit plans and self—insured
governmental plans may impose on treatment of nervous and
mental disorders and substance use disorders as described in s.
632.89 (3), Stats.

(3) COVERED SERVICES. An insurer offering a policy subject to
this subsection shall provide at least the amount of coverage
required under s. 632.89 (2) (dm) 2., 2007 Stats., subject to the
exclusions or limitations, including deductibles and copayments,
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that are generally applicable to coverage required under s. 632.89
(2), 2007 Stats., for all of the following:

(a) Mental health services for adults in a day treatment pro-
gram compliant with the services identified at s. DHS 61.75 (2)
and offered by a provider certified by the department of health ser-
vices under s. DHS 61.75.

(b) Mental health services for children and adolescents in a day
treatment program compliant with the services identified at s.
DHS 40.11 and offered by a provider certified by the department
of health services under s. DHS 40.04.

(c) Services for persons with chronic mental illness provided
through a community support program compliant with the ser-
vices identified at s. DHS 63.11 and certified by the department
of health services under s. DHS 63.03.

(d) Residential treatment programs compliant with the ser-
vices identified at s. DHS 75.14 (1), for alcohol or drug dependent
persons, or both, certified by the department of health services
under s. DHS 75.14 (2) and under supervision as required in s.
DHS 75.14 (5).

(e) Services for substance use disorders provided in a day treat-
ment program compliant with the services identified at s. DHS
75.12 (1), certified by the department of health services under s.
DHS 75.12 (2) and under supervision as required in s. DHS 75.12
5.

(f) Intensive outpatient programs for narcotic treatment ser-
vices for opiate addiction compliant with the services under s.
DHS 75.15 (1) and (9), certified by the department of health ser-
vices under s. DHS 75.15 (2) and under supervision as required in
s. DHS 75.15 (4).

(g) Coordinated emergency mental health services for persons
who are experiencing a mental health crisis or who are in a situa-
tion likely to turn into a mental health crisis if support is not provi-
ded. Services are provided by a program compliant with s. DHS
34.22, certified by the department of health services under s. DHS
34.03, and provided in accordance with subch. III of ch. DHS 34
for the period of time the person is experiencing a mental health
crisis until the person is stabilized or referred to other providers
for stabilization. Certified emergency mental health service plans
shall provide timely notice to third—party payors to facilitate coor-
dination of services for persons who are experiencing or are in a
situation likely to turn into a mental health crisis.

(83m) COVERED SERVICES. An insurer offering a group health
benefit plan or a self-insured governmental plan subject to this
subsection shall provide at least the amount of coverage for ser-
vices included in s. 632.89 (2) (dm), Stats., subject to the exclu-
sions or limitations, including deductibles and copayments, that
are generally applicable to coverage required under s. 632.89 (3),
Stats., for all of the following:

(a) Mental health services for adults in a day treatment pro-
gram compliant with the services identified at s. DHS 61.75 (2)
and offered by a provider certified by the department of health ser-
vices under s. DHS 61.75.

(b) Mental health services for children and adolescents in a day
treatment program compliant with the services identified at s.
DHS 40.11 and offered by a provider certified by the department
of health services under s. DHS 40.04.

(c) Services for persons with chronic mental illness provided
through a community support program compliant with the ser-
vices identified at s. DHS 63.11 and certified by the department
of health services under s. DHS 63.03.

(d) Residential treatment programs compliant with the ser-
vices identified at s. DHS 75.14 (1), for alcohol or drug dependent
persons, or both, certified by the department of health services
under s. DHS 75.14 (2) and under supervision as required in s.
DHS 75.14 (5).

(e) Services for substance use disorders provided in a day treat-
ment program compliant with the services identified at s. DHS
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75.12 (1), certified by the department of health services under s.
DHS 75.12 (2) and under supervision as required in s. DHS 75.12
(5).

(f) Intensive outpatient programs for narcotic treatment ser-
vice for opiate addiction compliant with the services under s. DHS
75.15 (1) and (9), certified by the department of health services
under s. DHS 75.15 (2) and under supervision as required in s.
DHS 75.15 (4).

(g) Coordinated emergency mental health services for persons
who are experiencing a mental health crisis or who are in a situa-
tion likely to turn into a mental health crisis if support is not pro-
vided. Services are provided by a program compliant with s. DHS
34.22, certified by the department of health services under s. DHS
34.03, and provided in accordance with subch. III of ch. DHS 34
for the period of time the person is experiencing a mental health
crisis until the person is stabilized or referred to other providers
for stabilization. Certified emergency mental health service plans
shall provide timely notice to third—party payors to facilitate coor-
dination of services for persons who are experiencing or are in a
situation likely to turn into a mental health crisis.

(4) OUT-OF-STATE SERVICES AND PROGRAMS. An insurer offer-
ing a group and blanket disability plan or exempt group health
benefit plans and self—insured governmental plans may comply
with sub. (3) (a) to (g) by providing coverage for services and pro-
grams that are substantially similar to those specified in sub. (3)
(a) to (g), if the provider is in compliance with similar require-
ments of the state in which the provider is located.

(4m) OUT-OF-STATE SERVICES AND PROGRAMS. An insurer
offering a group health benefit plan and self-insured governmen-
tal health plan may comply with sub. (3m) (a) to (g) by providing
coverage for services and programs that are substantially similar
to those specified in sub. (3m) (a) to (g), if the provider complies
with similar requirements of the state in which the provider is
located.

(5) PoLICY FORM REQUIREMENTS. An insurer offering a group
and blanket disability plan or exempt group health benefit plans
and self—insured governmental plans shall specify in each policy
form all of the following:

(a) The types of transitional treatment programs and services
covered by the policy as specified in sub. (3).

(b) The method the insurer uses to evaluate a transitional treat-
ment program or service to determine if it is medically necessary
and covered under the terms of the policy.

(5m) PoLicy FOrRM REQUIREMENTS. An insurer offering a
group health benefits plan and self—insured governmental health
plan shall specify in each policy form all of the following:

(a) The types of transitional treatment programs and services
covered by the policy as specified in sub. (3m).

(b) The method the insurer and the self—insured governmental
health plan uses to evaluate a transitional treatment program or
service to determine if it is medically necessary and covered under
the terms of the policy.

History: Emerg. cr. eff. 9-29-92; cr. Register, February, 1993, No. 446, eff.
3—-1-93; corrections made under s. 13.93 (2m) (b) 6. and 7., Stats., Register, June,
1997, No. 498; correction in (3) (c) made under s. 13.93 (2m) (b) 7., Stats., Register,
July, 2000, No. 535; CR 02-051: am. (3) (intro.), (b), (d) and (e), cr. (3) (g) Register
December 2002 No. 564, eff. 1-1-03; corrections in (3) (a) to (e) and (g) made under
s. 13.92 (4) (b) 6. and 7., Stats., Register October 2008 No. 634; EmR1043: emerg.
am. (1) to (4) and (5) (intro.), cr. (2m), (3m), (4m) and (Sm) eff. 11-29-10; CR
10-149: am. (1) to (4) and (5) (intro.), cr. (2m), (3m), (4m) and (5Sm) Register June
2011 No. 666, eff. 7-1-11; correction in (2m) (c) made under s. 13.92 (4) (b) 7., Stats.,
Register March 2017 No. 735.

Ins 3.375 Coverage of nervous and mental disor-
ders and substance use disorders. (1) PurposE. This sec-
tion interprets and implements s. 632.89, Stats.

(2) AppLICABILITY. (a) This section applies to group health
benefit plans as defined in s. 632.745 (9), Stats., health benefit
plans as defined in s. 632.745 (11), Stats., and self—insured gov-
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ernmental health plans unless otherwise excluded pursuant to s.
632.89 (5), Stats.

(b) For group health benefit plans and self—insured govern-
mental plans covering employees who are affected by a collective
bargaining agreement, the coverage under this section applies as
follows:

1. If the collective bargaining agreement contains provisions
consistent with s. 632.89, Stats., the coverage under this section
first applies on the earliest of any of the following: the date the
group health benefit plan is issued or renewed on or after Decem-
ber 1, 2010, or the date the self—insured governmental health plan
is established, modified, extended or renewed on or after Decem-
ber 1, 2010.

2. If the collective bargaining agreement contains provisions
inconsistent with s. 632.89, Stats., the coverage under this section
applies on the earliest of any of the following: the date the collec-
tive bargaining agreement expires, or the date the collective bar-
gaining agreement is extended, modified, or renewed.

(3) pEFINITIONS. In addition to the definitions in s. 632.89 (1),
Stats., the definitions in s. Ins 3.37 (2m), shall also apply to this
section.

(4) INDIVIDUAL HEALTH BENEFIT PLANS. (a) An insurer offer-
ing a health benefit plan on an individual basis that provides bene-
fit coverage for the treatment of nervous and mental disorders or
substance use disorders shall provide their criteria for determining
medical necessity for coverage upon request and provide a
detailed explanation of the reason for a benefit denial to the
insured or the insured’s authorized representative. The detailed
explanation shall be in addition to the explanation of benefits
required pursuant to s. 632.857, Stats.

(b) Insurers offering individual health benefit plans that pro-
vide coverage of the treatment of nervous and mental disorders or
substance use disorders may impose treatment limitations if the
treatment limitations are no more restrictive than the most com-
mon or frequent type of treatment limitations applied to substan-
tially all other coverage under the plan and in accordance with s.
632.89 (2), Stats., 29 CFR 2590.712, and s. 2707 (a) of Pub. L.
111-148, as applicable.

(c) Expenses incurred for the treatment of nervous and mental
disorders or substance use disorders shall be included in any over-
all deductible amount, annual, lifetime, or out—of—pocket limits
for the plan.

(5) LivitaTions. (a) Insurers offering group health benefit
plans and self—insured governmental health plans that provide
coverage of the treatment of nervous and mental disorders, and
substance use disorders may impose treatment limitations. If
treatment limitations are utilized by an insurer or self—insured
governmental plan than the treatment limitations shall be no more
restrictive than the most common or frequent type of treatment
limitations applied to substantially all other coverage under the
plan, in accordance with this section, s. 632.89 (2), Stats., 29 CFR
2590.712, and s. 2707 (a) of Pub. L. 111-148, as applicable.

(b) Expenses incurred for the treatment of nervous and mental
disorders and substance use disorders shall be included in any
overall deductible amount, annual, lifetime, or out—of—pocket
limits for the plan.

(6) INCREASED COST EXEMPTION. (a) Solely claims—experi-
ence rated employer. At the request of an employer that is solely
claims experience rated, an insurer offering a group health benefit
plan shall have a qualified actuary determine whether the
employer is eligible for a cost exemption based on the actual
group claims experience in accordance with s. 632.89 (3c), Stats.
Insurers may require employers to give at least 90—days advance
notice to the insurer from the employer’s renewal date for obtain-
ing the determination.

1. The insurer shall request that the qualified actuary prepare
an actuarial determination, provide copies of the actuarial deter-
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mination and all underlying documents that the actuary relied
upon in making the determination to the insurer. The insurer shall
provide the actuary’s determination to the employer within 45
days of the employer’s request.

2. The insurer shall be responsible for all expenses related to
the actuarial cost increase determination and certification.

3. Both the insurer and the employer shall maintain the actu-
arial determination and underlying documentation for a period of
not less than five years and in accordance with s. Ins 6.80.

(b) Combined pooled and claims experience rated employer.
An insurer offering a group health benefit plan shall have a quali-
fied actuary determine whether the employer is eligible for an
exemption in accordance with either of the following:

1. For an employer that is predominantly rated based on both
its own claims experience and has less than 51 percent of the
claims experience pooled with other group health plans, the cal-
culation is to be based on the proportionate share applied due to
actual group claims experience and the share applied due to the
pooled experience and in accordance with s. 632.89 (3c), Stats.
Insurers may require employers to give at least 90—days advance
notice to the insurer from the employer’s renewal date for obtain-
ing the determination.

a. The insurer shall request that the qualified actuary prepare
an actuarial determination, provide copies of the actuarial deter-
mination and all underlying documents that the actuary relied
upon in making the determination to the insurer. The insurer shall
provide the actuary’s determination to the employer within 45
days of the employer’s request.

b. The insurer shall be responsible for all expenses related to
the actuarial cost increase determination and certification.

c. Both the insurer and the employer shall maintain the actuar-
ial determination and underlying documentation for a period of
not less than five years and in accordance with s. Ins 6.80.

2. For an employer that is predominantly rated based on
claims experience pooled with other group health benefit plans
that constitutes 51 percent or more of the claims experience, the
insurer shall have a qualified actuary determine whether the
pooled group is eligible for an exemption calculated based on the
pool’s claims experience and in accordance with s. 632.89 (3c¢),
Stats. Insurers may require employers give at least 30—days
advance notice to the insurer from the employer’s renewal date for
obtaining the determination.

a. The insurer shall have a qualified actuary calculate one
time each year a determination of whether the employers partici-
pating within the pool are eligible for a cost exemption.

b. The insurer shall be responsible for all expenses related to
the actuarial cost increase determination and certification.

c. The insurer shall provide a copy of the actuary’s determina-
tion to an employer within 15 days of the employer’s request. The
insurer shall provide a date on which the actuarial determination
will be available annually. The insurer shall maintain the actuarial
determination and underlying documentation for a period of not
less than five years and in accordance with s. Ins 6.80.

(c) Prior and succeeding insurers. During the first year after
an employer changes insurers offering group health benefit plans,
the succeeding insurer shall accept as accurate and may rely upon
the prior insurer’s determination of eligibility for cost exemption.
A succeeding insurer shall provide the prior insurer’s calculation
to the employer following a timely request for purposes of calcu-
lating the employer’s eligibility for a cost exemption.

(d) Notice of election. An insurer offering a group health bene-
fit plan or a self—insured governmental health plan shall provide
the applicable notice to the employer who qualifies for and elects
an increased cost exemption under s. 632.89 (3c), Stats. The
insurer shall inform the employer to notify promptly all enrollees
under the plan of the exemption not to exceed 30—days following
the cost increase determination and exemption election.
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1. The notice shall be in substantially the form outlined in
Appendix 2, using a standard typeface with at least a 10—point
font, indicating the exemption election and that the plan will com-
ply with benefit coverage requirements contained in s. 632.89 (2),
2007 Stats.

2. The notice shall be provided to each plan enrollee in either
electronic or paper form.

3. The notice shall also be posted in a prominent position in
each workplace of the employer.

(7) SMALL EMPLOYER EXEMPTION. (a) Employer request. An
employer having fewer than 10 eligible employees on the first day
of the plan year may elect an exemption from compliance with s.
632.89, Stats. An insurer offering a group health benefit plan or
self-funded government plan shall inform the employer that in
lieu of those requirements, the plan may cover benefits for nerv-
ous and mental disorders and substance use disorders in accord-
ance with the requirements contained in s. 632.89 (2), 2007 Stats.

(b) Notice of election. An insurer offering a group health bene-

Ins 3.375

fit plan or a self—insured governmental health plan shall provide
the applicable notice to the employer who qualifies for and elects
the small employer exemption under s. 632.89 (3f), Stats. The
insurer shall inform the employer to notify promptly all enrollees
under the plan of the exemption not to exceed 30 days from the
employer’s determination to elect exemption. The notice shall
comply with all of the following:

1. The notice shall be in substantially the form outlined in
Appendix 1, using a standard typeface with at least a 10—point
font, indicating the exemption election and that the plan will cover
benefits for nervous and mental disorders and substance use disor-
ders in accordance with the requirements contained in s. 632.89
(2), 2007 Stats.

2. The notice shall be provided to each plan enrollee in either
electronic or paper form.

3. The notice shall be posted in a prominent position in each
workplace of the employer.

History: EmR1043: emerg. cr., eff. 11-29-10; CR 10-149: cr. Register June 2011
No. 666, eff. 7-1-11.
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Ins 3.375 Appendix 1

Small Employer Notice of the Plan’s Election of Exemption from Mental Health and Substance Use Disorder
Parity for [This Plan Year]

You are receiving this notice as an employee of [name of employer group]. This notice is to inform you that [name
of employer group] qualifies and elects to be exempt from the state nervous and mental disorders and substance use
disorders coverage parity requirements for this plan year, beginning [insert date of the first day of the plan year]. The
employer is eligible to elect this exemption based upon having fewer than 10 eligible employees. Benefits may change
as of [insert the date of the first day of the plan year].

Despite the exemption from the state nervous and mental disorders and substance use disorders coverage require-
ments, state law requires [name of employer group] to comply with the minimum mandated coverage requirements and
limitations contained in s. 632.89 (2), 2007 Stats., for treatment services for nervous and mental disorders and sub-
stance use disorders.

For this plan year, your plan provides the following coverage related to nervous and mental disorders and substance
use disorders:

[Insert plain language benefits summary]

Carefully review your health plan’s benefits, limitations, and exclusions for detailed information on services and
coverage available to you and your family this plan year. If you have additional questions please contact [insert con-
tact name, phone number and e—mail address if available].

Ins 3.375 Appendix 2

Group Health Benefit Plan Notice of Election of Exemption from Mental Health and Substance Use Disorder
Parity for [This Plan Year]

You are receiving this notice as an employee of [name of employer group]. This notice is to inform you that [name of
employer group] qualifies and elects to be exempt from the state nervous and mental disorders and substance use disorders
coverage parity requirements for this plan year, beginning [insert date of the first day of the plan year].

A group health benefit plan may elect to be exempt from mental health and substance use disorder parity if there are
increases in the employer’s total cost of coverage for the treatment of physical conditions and nervous and mental disorders
and substance use disorders by a percentage that exceeds either two percent (2%) in the first plan year in which the nervous
and mental disorders and substance use disorders coverage requirements apply or one percent (1%) in any plan year after
the first plan year in which the requirements apply. Benefits may change as of [insert the date of the first day of the plan
year].

Despite the exemption from the state nervous and mental disorders and substance use disorders coverage requirements,
state law requires [name of employer group] to comply with the minimum mandated coverage requirements and limitations
contained in s. 632.89 (2), 2007 Stats., for treatment services for nervous and mental disorders and substance use disorders.

For this plan year, your plan provides the following coverage related to nervous and mental disorders and substance use
disorders:

[Insert plain language benefits summary]

Carefully review your health plan’s benefits, limitations, and exclusions for detailed information on services and cover-
age available to you and your family this plan year. If you have additional questions please contact [insert contact name,
phone number and e—mail address if available].

Published under s. 35.93, Stats. Updated on the first day of each month. Entire code is always current. The Register date on each
Register July 2020 No. 775 page is the date the chapter was last published.
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Ins 3.38 Coverage of newborn infants. (1) PURPOSE.
This section is intended to interpret and implement s. 632.895 (5),
Stats.

(2) INTERPRETATION AND IMPLEMENTATION. (a) Coverage of
each newborn infant is required under a disability insurance pol-
icy if:

1. The policy provides coverage for another family member,
in addition to the insured person, such as the insured’s spouse or
a child, and

2. The policy specifically indicates that children of the
insured person are eligible for coverage under the policy.

(b) Coverage is required under any type of disability insurance
policy as described in par. (a), including not only policies provid-
ing hospital, surgical or medical expense benefits, but also all
other types of policies described in par. (a), including accident
only and short term policies.

(c) The benefits to be provided are those provided by the policy
and payable, under the stated conditions except for waiting peri-
ods, for children covered or eligible for coverage under the policy.

(d) Benefits are required from the moment of birth for covered
occurrences, losses, services or expenses which result from an
injury or sickness condition, including congenital defects and
birth abnormalities of the newborn infant to the extent that such
covered occurrences, losses, services or expenses would not have
been necessary for the routine postnatal care of the newborn child
in the absence of such injury or sickness. In addition, under a pol-
icy providing coverage for hospital confinement and/or in—hospi-
tal doctor’s charges, hospital confinement from birth continuing
beyond what would otherwise be required for a healthy baby (e.g.
5 days) as certified by the attending physician to be medically nec-
essary will be considered as resulting from a sickness condition.

(e) If a disability insurance policy provides coverage for rou-
tine examinations and immunizations, such coverage is required
for covered children from the moment of birth.

(f) An insurer may underwrite a newborn, applying the under-
writing standards normally used with the disability insurance pol-
icy form involved, and charge a substandard premium, if nec-
essary, based upon such underwriting standards and the
substandard rating plan applicable to such policy form. The
insurer shall not refuse initial coverage for the newborn if the
applicable premium, if any, is paid as required by s. 632.895 (4)
(c), Stats. Renewal coverage for a newborn shall not be refused
except under a policy which permits individual termination of
coverage and only as such policy’s provisions permit.

(g) An insurer receiving an application, for a policy as
described in par. (a) providing hospital and/or medical expense
benefits, from a pregnant applicant or an applicant whose spouse
is pregnant, may not issue such a policy to exclude or limit bene-
fits for the expected child. Such a policy must be issued without
such an exclusion or limitation, or the application must be
declined or postponed.

(h) Coverage is not required for the child born, after termina-
tion of the mother’s coverage, to a female insured under family
coverage who is provided extended coverage for pregnancy
expenses incurred in connection with the birth of such child.

(1) A disability insurance policy described in par. (a) shall con-
tain the substance of s. 632.895 (5), Stats.

(j) Policies issued or renewed on or after November 8, 1975,
and before May 5, 1976, shall be administered to comply with s.
204.325, Stats., contained in chapter 98, Laws of 1975. Policies
issued or renewed on or after May 5, 1976, and before June 1,
1976, shall be administered to comply with s. 632.895 (5), Stats.,
contained in chapter 224, Laws of 1975. Policies issued or
renewed on or after June 1, 1976, shall be amended to comply with
the requirements of s. 632.895 (5), Stats.

History: Cr. Register, February, 1977, No. 254, eff. 3—1-77; reprinted, Register,
April, 1977, No. 256, to restore dropped text; corrections in (1) (intro.), (i) and (j),
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made under s. 13.93 (2m) (b) 7., Stats., Register, April, 1992, No. 436; correction in
(1) (f) made under s. 13.93 (2m) (b) 7., Stats., Register, June, 1994, No. 462.

Ins 3.39 Standards for disability insurance sold to
the Medicare eligible. (1) Purpose. (a) This section estab-
lishes requirements for health and other disability insurance poli-
cies primarily sold to Medicare eligible persons. Disclosure pro-
visions are required for other disability policies sold to Medicare
eligible person because such policies frequently are represented
to, and purchased by, the Medicare eligible as supplements to
Medicare products.

(b) This section seeks to reduce abuses and confusion associ-
ated with the sale of disability insurance to Medicare eligible per-
sons by providing reasonable standards. The disclosure require-
ments and established benefit standards are intended to provide to
Medicare eligible persons guidelines that they can use to compare
disability insurance policies and certificates as described in s. Ins
6.75 (1) (c), and to aid them in the purchase of policies and certifi-
cates intended to supplement Medicare policies that are suitable
for their needs. This section is designed not only to improve the
ability of the Medicare eligible consumer to make an informed
choice when purchasing disability insurance, but also to assure the
Medicare eligible persons of this state that the commissioner will
not approve a policy or certificate as “Medicare supplement” or
as “Medicare cost” unless it meets the requirements of this sec-
tion.

(d) Wisconsin statutes interpreted and implemented by this
rule are ss. 185.983 (1m), 600.03, 601.01 (2), 601.42, 609.01 (1g)
(b), 625.16, 628.34 (12), 628.38,631.20 (2), 632.73 (2m), 632.76
(2) (b), 632.81, 632.895 (2), (3), (4) and (6), Stats.

(2) Scope. This section applies to individual and group dis-
ability policies sold, delivered or issued for delivery in Wisconsin
to Medicare eligible persons as follows:

(a) Except as provided in pars. (d) and (e), this section applies
to any group or individual Medicare supplement policy or certifi-
cate, or Medicare select policy or certificate as described in s.
600.03 (28r), Stats., or any Medicare cost policy as described in
s. 600.03 (28p) (a) and (c), Stats., including all of the following:

1. Any Medicare supplement policy, Medicare select policy,
or Medicare cost policy issued by a voluntary sickness care plan
subject to ch. 185, Stats.

2. Any certificate issued under a group Medicare supplement
policy or group Medicare select policy.

3. Any individual or group policy sold in Wisconsin predomi-
nantly to individuals or groups of individuals who are 65 years of
age or older that offers hospital, medical, surgical, or other disabil-
ity coverage, except for a policy that offers solely nursing home,
hospital confinement indemnity, or specified disease coverage.

5. Any individual or group policy or certificate sold in Wis-
consin to persons under 65 years of age and eligible for Medicare
by reason of disability that offers hospital, medical, surgical or
other disability coverage, except for a policy or certificate that
offers solely nursing home, hospital confinement indemnity or
specified disease coverage.

(b) Except as provided in pars. (d) and (e), subs. (9) and (11)
apply to any individual disability policy sold to a person eligible
for Medicare that is not a Medicare supplement, Medicare select,
or a Medicare cost policy as described in par. (a).

(c) Except as provided in par. (e), sub. (10) applies to any indi-
vidual or group hospital or medical policy that continues with
changed benefits after the insured becomes eligible for Medicare.

(d) Except as provided in subs. (10) and (13), this section does
not apply to any of the following:

1. A group policy issued to one or more employers or labor
organizations, to the trustees of a fund established by one or more
employers or labor organizations, or a combination of both, for
employees or former employees or both, or for members or former
members or both of the labor organizations;
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3. Individual or group hospital, surgical, medical, major med-
ical, or comprehensive medical expense coverage which contin-
ues after an insured becomes eligible for Medicare; or

(e) This section does not apply to either of the following:

1. A policy providing solely accident, dental, vision, disabil-
ity income, or credit disability income coverage.

2. A single premium, non-renewable policy.

(f) This section may be enforced under ss. 601.41, 601.64,
601.65, Stats., or ch. 645, Stats., or any other enforcement provi-
sion of chs. 600 to 646, Stats., or Wisconsin Administrative Code
Insurance chapters.

(3) DEFINITIONS. In this section and for use in policies or cer-
tificates:

(a) “Accident,” “Accidental Injury,” or “Accidental Means”
shall be defined to employ “result” language and shall not include
words that establish an accidental means test or use words such as
“external, violent, visible wounds” or similar words of description
or characterization.

1. The definition shall not be more restrictive than the follow-
ing: “Injury or injuries for which benefits are provided” means
accidental bodily injury sustained by the insured person that is the
direct result of an accident, independent of disease or bodily infir-
mity 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 any
workers’ compensation, employer’s liability or similar law or
motor vehicle no—fault plan, unless prohibited by law.

(b) “Advertisement” has the meaning set forth in s. Ins 3.27 (5)
().
(c) “Applicant” means either of the following:

1. In the case of an individual Medicare supplement, Medi-
care select, or Medicare cost policy, the person who seeks to con-
tract for insurance benefits.

2. In the case of a group Medicare supplement policy, the pro-
posed certificateholder.

(ce) “Balance bill” means seeking: to bill, charge, or collect a
deposit, remuneration or compensation from; to file or threaten to
file with a credit reporting agency; or to have any recourse against
an insured or any person acting on the insured’s behalf for health
care costs for which the insured is not liable. The prohibition on
recovery does not affect the liability of an insured for any
deductibles, coinsurance or copayments, or for premiums owed
under the policy or certificate.

(cs) “Bankruptcy” means when a Medicare Advantage orga-
nization that is not an issuer has filed, or has had filed against it,
a petition for declaration of bankruptcy and has ceased doing busi-
ness in the state.

(d) “Benefit period,” or “Medicare benefit period” shall not be
defined more restrictively than as defined in the Medicare pro-
gram.

(e) “CMS” means the Centers for Medicare & Medicaid Ser-
vices within the U.S. department of health and human services.

(f) “Certificate” means a certificate delivered or issued for
delivery in this state under a Medicare supplement policy or under
a Medicare select policy that is issued on a group basis, i.e.
employer retiree group.

(g) “Certificate form” means the form on which the certificate
is delivered or issued for delivery by the issuer to a group that
receives insurance coverage through a group Medicare supple-
ment policy, or a group Medicare select policy.

(gg) “Certificateholder” means an individual member of a
group that is receives a certificate that identifies the individual as
a participant in the group Medicare supplement policy or the
group Medicare select policy issued in this state.
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(gr) “Complaint” means any dissatisfaction expressed by an
individual concerning a Medicare select issuer or its network
providers.

(h) “Continuous period of creditable coverage” means the
period during which an individual was covered by creditable cov-
erage, if during the period of the coverage the individual had no
breaks in coverage greater than 63 days.

(i) 1. “Creditable coverage” means with respect to an individ-
ual, coverage of the individual provided under any of the follow-
ing:

a. A group health plan;

b. Health insurance coverage;

c. Part A or Part B of Title XVIII of the social security act
(Medicare);

d. Title XIX of the social security act (Medicaid), other than
coverage consisting solely of benefits under section 1928;

e. Chapter 55 of Title 10 United States Code, commonly
referred to as TRICARE (formerly known as CHAMPUS);

f. A medical care program of the Indian Health Service or of
a tribal organization;

g. A state health benefits risk pool;

h. A health plan offered under chapter 89 of Title 5 United
States Code commonly referred to as the Federal Employees
Health Benefits Program;

i. A public health plan as defined in federal regulation; and

j- A health benefit plan under Section 5 (e) of the Peace Corps
Act (22 United States Code 2504 (e)).

2. “Creditable coverage” does not include any of the follow-
ing:

a. Coverage only for accident or disability income insurance,
or any combination thereof;

b. Coverage issued as a supplement to liability insurance;

c. Liability insurance, including general liability insurance
and automobile liability insurance;

d. Worker’s compensation or similar insurance;

e. Automobile medical payment insurance;

f. Credit—only insurance;

g. Coverage for on—site medical clinics; and

h. Other similar insurance coverage, specified in federal regu-
lations, under which benefits for medical care are secondary or
incidental to other insurance benefits.

3. “Creditable coverage” shall not include the following ben-
efits if they are provided under a separate policy, certificate or
contract of insurance or are otherwise not an integral part of the
plan:

a. Limited scope dental or vision benefits;

b. Benefits for long—term care, nursing home care, home
health care, community—based care, or any combination; and

c. Such other similar, limited benefits as are specified in fed-
eral regulations.

4. “Creditable coverage” shall not include the following ben-
efits if offered as independent, non—coordinated benefits:

a. Coverage only for a specified disease or illness; and

b. Hospital indemnity or other fixed indemnity insurance.

5. “Creditable coverage” shall not include the following if it
is offered as a separate policy, certificate or contract of insurance:

a. Medicare supplemental health insurance as defined under
section 1882 (g) (1) of the social security act;

b. Coverage supplemental to the coverage provided under
chapter 55 of title 10, United States Code; and

c. Similar supplemental coverage provided to coverage under
a group health plan.
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() “Employee welfare benefit plan” means a plan, fund or pro-
gram of employee benefits as defined in 29 USC 1002 (Employee
Retirement Income Security Act).

(jm) “Grievance” means dissatisfaction with the administra-
tion, claims practices or provision of services concerning a Medi-
care select issuer or its network providers that is expressed in writ-
ing by a policyholder or certificateholder under a Medicare select
policy or certificate.

(k) “Health care expense” means, for purposes of sub. (16),
expense of health maintenance organizations associated with the
delivery of health care services that are analogous to incurred
losses of insurers.

(L) “Health maintenance organization (HMO)” means an
insurer as defined in s. 609.01 (2), Stats.

(m) “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 restric-
tively than as defined in the Medicare program.

(n) “Hospital confinement indemnity coverage” means cover-
age as defined in s. Ins 3.27 (4) (b) 6.

(o) “Insolvency” is defined in s. 600.03 (24), Stats., and means
when an issuer, licensed to transact the business of insurance in
this state, has had a final order of liquidation entered against it by
a court of competent jurisdiction in the issuer’s state of domicile.

(p) “Issuer” includes insurance companies, fraternal benefit
societies, health care service plans, health maintenance organiza-
tions and any other entity delivering or issuing for delivery in this
state Medicare supplement policies or certificates.

(pm) “MACRA” means the Medicare Access and CHIP Reau-
thorization Act of 2015, PL 114-10, signed April 16, 2015.

(qQ) “Medicare” shall be defined in the policy or certificate.
“Medicare” may be substantially defined as “The Health Insur-
ance for the Aged Act, Title XVIII of the Social Security Amend-
ments of 1965 as Then Constituted or Later Amended,” or “Title
I, Part I of Public Law 89-97, as Enacted by the Eighty—Ninth con-
gress of the United States of America and popularly known as the
Health Insurance for the Aged Act, as then constituted and any
later amendments or substitutes thereof, or words of similar
import.

(r) “Medicare Advantage plan” means a plan of coverage for
health benefits under Medicare Part C as defined in 42 USC
1395w-28 (b) (1), as amended.

(rm) “Medicare cost policy” means a Medicare replacement
policy that is offered by an issuer that has a contract with CMS to
provide coverage when services are provided within the issuer’s
geographic service area and through network medical providers
selected by the issuer. A “Medicare cost policy” is issued to an
individual who is the policyholder.

(s) “Medicare eligible expenses” means health care expenses
that are covered by Medicare Parts A and B, recognized as medi-
cally necessary and reasonable by Medicare, and that may or may
not be fully reimbursed by Medicare.

(t) “Medicare eligible person” mean a person who qualifies for
Medicare.

(v) “Medicare replacement policy” or “Medicare replacement
insurance policy” means a policy that is described in s. 600.03
(28p) (a) or (c), Stats., as interpreted by sub. (2) (a), and that pro-
vides coverage that conforms to subs. (4), (4m), (4t), and (7).
“Medicare replacement policy” includes Medicare cost policies.

(ve) “Medicare select certificate” means a policy that is issued
to a group that provides Medicare supplement coverage to the
group’s members when services are obtained through network
medical providers selected by the issuer. Individuals that receive
coverage through the group Medicare select policy receive a
Medicare select certificate that demonstrates participation in the
group coverage.
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(vm) “Medicare select policy” means a policy that is issued to
an individual or policyholder that provides Medicare supplement
coverage when services are obtained by the policyholder through
a network of medical providers selected by the issuer.

(vs) “Medicare supplement certificate” means a policy that is
issued to a group that provides Medicare supplement coverage to
the group’s members. Individuals that receive coverage through
the group Medicare supplement policy receive a Medicare supple-
ment certificate that demonstrates participation in the group cov-
erage.

(w) “Medicare supplement coverage” or “Medicare supple-
ment insurance” means coverage that meets the definition in s.
600.03 (28r), Stats., as interpreted by sub. (2) (a), and that con-
forms to subs. (4), (4m), (4t), (5), (5m), (5t), (6), (30), (30m), and
(30t). “Medicare supplement coverage” is advertised, marketed
or designed primarily as a supplement to reimbursements under
Medicare for the hospital, medical or surgical expense of persons
eligible for Medicare. “Medicare supplement coverage” includes
group and individual Medicare supplement and group and indi-
vidual Medicare select policies and certificates but does not
include coverage under Medicare Advantage plans established
under Medicare Part C or Outpatient Prescription Drug plans
established under Medicare Part D.

(we) “Medicare supplement policy” means a policy that is
issued to an individual or policyholder that provides Medicare
supplement coverage.

(wg) “MMA” means the Medicare Prescription Drugs,
Improvement and Modernization Act of 2003, Public Law
108-173, signed into law on December 8, 2003.

(wm) “Network provider,” means a provider of health care, or
a group of providers of health care, that have entered into a written
agreement with the issuer to provide health care benefits to an
insured under a Medicare select policy or Medicare select certifi-
cate.

(ws) “Newly eligible” means a person who meets one of the
following criteria:
1. The person has attained age 65 on or after January 1, 2020.

2. The person is entitled to benefits under Medicare Part A
pursuant to section 226 (b) or 226A of the social security act, or
is deemed to be eligible for benefits under section 226 (a) of the
social security act on or after January 1, 2020.

(x) “Nursing home coverage” means coverage for care that
is convalescent or custodial care or care for a chronic condition or
terminal illness and provided in an institutional or community—
based setting.

(y) “Outline of coverage” means a printed statement as defined
by s. Ins 3.27 (5) (L), that meets the requirements of sub. (4) (b),
(4m) (b), or (4t) (b), as applicable.

(z) “Policy form” means the form on which the policy is deliv-
ered or issued for delivery by the issuer.

(za) “PACE” means Program of All-Inclusive Care for the
Elderly (PACE) under section 1894 of the social security act 42
USC 1302 and 1395.

(zag) “Policyholder” has the meaning provided at s. 600.03
(37), Stat.

(zar) “Policy or certificate forms of the same type” means, for
purposes of calculating loss ratios, rates, refunds or premium
credits, each type of form filed with the commissioner including
individual Medicare supplement policy forms, individual Medi-
care select policy forms, individual Medicare cost policy forms,
group Medicare select certificate forms, and group Medicare sup-
plement certificate forms.

(zb) “Replacement” means any transaction, other than when
used to refer to an authorized Medicare Advantage policy, where
new individual or group Medicare supplement or individual
Medicare cost insurance is to be purchased, and it is known to the
agent or issuer at the time of application that, as part of the transac-
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tion, existing accident and sickness insurance has been or is to be
lapsed, cancelled or terminated or the benefits are substantially
reduced. “Replacement” includes transactions replacing a Medi-
care supplement policy or certificate, Medicare select policy or
certificate, or Medicare cost policy within the same insurer or
affiliates of the insurer.

(zbm) “Restricted network provision,” means any provision
that conditions the payment of benefits, in whole or in part, on the
use of network providers.

(zc) “Secretary” means the secretary of the United States
department of health and human services.

(zcm) “Service area” means the geographic area approved by
the commissioner within which an issuer is authorized to offer a
Medicare select policy or certificate.

(zd) 1. “Sickness” shall not be defined to be more restrictive
than illness or disease of an insured person that first manifests
itself after the effective date of insurance and while the insurance
is in force.

2. The definition of “sickness” may be further modified to
exclude any illness or disease for which benefits are provided
under any workers’ compensation, occupational disease, employ-
er’s liability or similar law.

(ze) “Specified disease coverage” means coverage that is lim-
ited to named or defined sickness conditions. The term does not
include dental or vision care coverage.

(39) MEDICARE ELIGIBLE PERSON. (a) Generally, an individual
who attains age 65 or older, an individual under the age of 65 with
certain disabilities, or an individual with end—stage renal disease
is eligible to enroll in Medicare. The date a person is first eligible
for Medicare Part B or first elected Medicare Part A establishes
the benefits available regardless of the date of election provided
the benefit is offered in the market. In addition to the provisions
that apply to all Medicare supplement and Medicare cost policies,
the following identify the benefits and coverage subsections that
have provisions tied to the date and year when a person is first eli-
gible for Medicare Parts A and B:

1. For persons first eligible for Medicare Part A and B before
June 1, 2010, subs. (4), (5), (7) (a), and (30) describe benefits and
coverage available as contained in Appendix 1, and are applicable
in addition to any provision in this section that generally pertains
to Medicare eligible persons.

2. For persons first eligible for Medicare Part A and B on or
after June 1, 2010, and prior to January 1, 2020, subs. (4m), (5m),
(7) (dm), (14m), and (30m) describe benefits and coverage avail-
able as contained in Appendices 2m, 3m, 4m, Sm and 6m and are
applicable in addition to any provision in this section that gener-
ally pertains to Medicare eligible persons.

3. For persons first eligible for Medicare Part A and B on or
after January 1, 2020, MACRA designated Medicare eligible per-
sons as “newly eligible” to distinguish them from a person eligible
prior to January 1, 2020. For these newly eligible persons, subs.
(41), (5t), (7) (dt), (14t), and (30t) describe benefits and coverage
available as contained in Appendices 2t, 3t, 4t, 5t, and 6t and are
applicable in addition to any provision in this section that gener-
ally pertains to Medicare eligible persons.

(b) Medicare supplement policies and certificates and Medi-
care select policies and certificates are guaranteed renewable for
life. Therefore, a Medicare eligible person can, at his or her
choice, elect to receive benefits and coverage under a policy that
may have fewer riders available. An insurer may not require the
Medicare eligible person to replace existing coverage with cover-
age reflecting recent changes, including changes due to MACRA.
This means insurers may no longer actively market the Medicare
Part B medical deductible rider to persons who are newly eligible
for Medicare on or after January 1, 2020. A Medicare eligible per-
son who is first eligible for Medicare prior to January 1, 2020, may
elect the Medicare Part B medical deductible rider coverage at any
time, provided an insurer is offering that coverage. If an insured
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was eligible for Medicare prior to January 1, 2020 and elected the
Medicare Part B medical deductible rider coverage, upon renewal
of the policy or certificate that person shall be eligible to continue
to receive benefits provided by the Medicare Part B medical
deductible rider in accordance with the terms of the Medicare sup-
plement policy or certificate or Medicare select policy or certifi-
cate.

(3r) OPENENROLLMENT. (a) An issuer may not deny nor con-
dition the issuance or effectiveness of, or discriminate in the pric-
ing of, basic Medicare supplement policies or certificates, Medi-
care cost policy, or Medicare select policies or certificates
permitted, as applicable, under subs. (5), (5m), (5t), (7), (30),
(30m), and (30t), or riders permitted under sub. (5) (i), (Sm) (e),
or (5t) (e), for which an application is submitted prior to or during
the 6-month period beginning with the first month that an individ-
ual first enrolled for benefits under Medicare Part B or the month
that an individual turns age 65 for any individual who was first
enrolled in Medicare Part B when under the age of 65 on any of
the following grounds:

1. Health status.

2. Claims experience.

3. Receipt of health care.
4. Medical condition.

(b) Except as provided in pars. (c) and (d), and sub. (34), this
section shall not prevent the application of any preexisting condi-
tion limitation that is in compliance with sub. (4) (a) 2.

(c) If an applicant qualifies under par. (a) and submits an appli-
cation during the time period referenced in par. (a) and, as of the
date of application, has had a continuous period of creditable cov-
erage of at least 6 months, the issuer may not exclude benefits
based on a preexisting condition.

(d) If the applicant qualifies under par. (a) and submits an
application during the time period referenced in par. (a) and, as of
the date of application, has had a continuous period of creditable
coverage that is less than 6 months, the issuer shall reduce the
period of any preexisting condition exclusion by the aggregate of
the period of creditable coverage applicable to the applicant as of
the enrollment date. The secretary shall specify the manner of the
reduction under this paragraph.

(4) MEDICARE SUPPLEMENT POLICY AND CERTIFICATE, MEDI-
CARE SELECT POLICY AND CERTIFICATE AND MEDICARE COST POLICY
REQUIREMENTS FOR POLICIES AND CERTIFICATES OFFERED TO PER-
SONS FIRST ELIGIBLE FOR MEDICARE PRIOR TO JUNE 1, 2010.. Except
as explicitly allowed by subs. (5), (7), and (30), no disability insur-
ance policy or certificate shall relate its coverage to Medicare or
be structured, advertised, solicited, delivered or issued for deliv-
ery in this state after December 31, 1990, for policies or certifi-
cates issued to persons who were first eligible for Medicare prior
to June 1, 2010, as a Medicare supplement policy or certificate, as
a Medicare select policy or certificate, or as a Medicare cost policy
unless the policy or certificate complies, as applicable, with all of
the following:

(a) The Medicare supplement policy and certificate, Medicare
select policy or certificate, or the Medicare cost policy complies,
as applicable, with all the following requirements:

1. Provides only the coverage set out in sub. (5), (7), or (30)
and applicable statutes and contains no exclusions or limitations
other than those permitted by sub. (8). No issuer may issue a
Medicare cost policy, Medicare supplement policy or certificate,
or Medicare select policy or certificate without prior approval
from the commissioner and compliance with subs. (5), (7) and
(30), respectively.

2. Discloses on the first page any applicable preexisting con-
ditions limitation, contains no preexisting condition waiting
period longer than 6 months and does not define a preexisting con-
dition more restrictively than a condition for which medical
advice was given or treatment was recommended by or received
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from a physician within 6 months before the effective date of cov-
erage.

3. Contains no definitions of terms such as “Medicare eligible
expenses.” “accident,” “sickness,” “mental or nervous disorders,”
“skilled nursing facility,” “hospital,” “nurse,” “physician,” “ben-
efit period,” “convalescent nursing home,” or “outpatient pre-
scription drugs” that are worded less favorably to the insured per-
son than the corresponding Medicare definition or the definitions
contained in sub. (3), and defines “Medicare” as in accordance
with sub. (3) (q).

4. Does not indemnify against losses resulting from sickness
on a different basis from losses resulting from accident.

5. Is “guaranteed renewable” and does not provide for termi-
nation of coverage of a spouse solely because of an event specified
for termination of coverage of the insured, other than the nonpay-
ment of premium. The Medicare supplement policy or certificate,
Medicare select policy or certificate, or Medicare cost policy shall
not be cancelled or nonrenewed by the insurer on the grounds of
deterioration of health. The Medicare supplement policy or cer-
tificate, Medicare select policy or certificate, or Medicare cost
policy may be cancelled only for nonpayment of premium or
material misrepresentation. If the Medicare supplement policy or
certificate, Medicare select policy or certificate, or Medicare cost
policy is issued by a health maintenance organization, as defined
by s. 609.01 (2), Stats., the policy or certificate may, in addition
to the above reasons, be cancelled or nonrenewed by the issuer if
the insured moves out of the service area.

6. Provides that termination of a Medicare supplement policy
or certificate, Medicare select policy or certificate, or Medicare
cost policy shall be without prejudice to a continuous loss that
commenced while the policy or certificate was in force, although
the extension of benefits may be predicated upon the continuous
total disability of the policyholder, limited to the duration of the
policy benefit period, if any, or payment of the maximum benefits.
Receipt of Medicare Part D benefits shall not be considered in
determining a continuous loss.

7. Contains statements on the first page and elsewhere in the
Medicare supplement policy or certificate, Medicare select policy
or certificate, or Medicare cost policy that satisfy the requirements
of s.Ins 3.13 (2) (c), (d) or (e), and clearly states on the first page
or schedule page the duration of the term of coverage for which
the policy or certificate is issued and for which it may be renewed.
The renewal period cannot be less than the greatest of the follow-
ing: 3 months, the period the insured has paid the premium, or the
period specified in the policy or certificate.

8. Changes benefits automatically to coincide with any
changes in the applicable Medicare deductible amount, coinsur-
ance, and copayment percentage factors, although there may be
a corresponding modification of premiums in accordance with the
policy or certificate provisions and ch. 625, Stats.

9. Prominently discloses any limitations on the choice of
providers or geographical area of service.

10. Contains on the first page the designation, printed in
18—point type, and in close conjunction the caption printed in
12—point type, prescribed in sub. (5), (7), or (30).

11. Contains text that is plainly printed in black or blue ink
and has a font size that is uniform and not less than 10—point with
a lower—case unspaced alphabet length not less than 120—point.

12. Contains a provision describing any grievance rights as
required by s. 632.83, Stats., applicable to Medicare supplement
policy and certificate, Medicare select policy and certificate, and
Medicare cost policies.

13. Is approved by the commissioner.

14. Contains no exclusion, limitation, or reduction of cover-
age for a specifically named or described condition after the pol-
icy effective date.
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15. Provides for midterm cancellation at the request of the
insured and that, if an insured cancels a policy midterm or the pol-
icy terminates midterm because of the insured’s death, the issuer
shall issue a pro rata refund to the insured or the insured’s estate.

16. Except for permitted preexisting condition clauses as
described in subd. 2., no Medicare supplement policy or certifi-
cate, Medicare select policy or certificate, or Medicare cost policy
or certificate may be advertised, solicited or issued for delivery in
this state as a Medicare supplement policy or certificate, Medicare
select policy or certificate or Medicare cost policy if such policy
or certificate contains limitations or exclusions on coverage that
are more restrictive than those of Medicare.

17. No Medicare supplement policy or certificate in force in
this state shall contain benefits that duplicate benefits provided by
Medicare.

18. A Medicare supplement policy or certificate, Medicare
select policy or certificate or Medicare cost policy shall provide
that benefits and premiums under the policy or certificate shall be
suspended at the request of the policyholder or certificateholder
for the period not to exceed 24 months in which the policyholder
or certificateholder has applied for and is determined to be entitled
to medical assistance under Title XIX of the social security act, but
only if the policyholder or certificateholder notifies the issuer of
the policy or certificate within 90 days after the date the individual
becomes entitled to the assistance.

18m. If the suspension in subd. 18. occurs and if the policy-
holder or certificateholder loses entitlement to medical assistance,
the policy or certificate shall be automatically reinstituted (effec-
tive as of the date of termination of the entitlement) as of the ter-
mination of the entitlement if the policyholder or certificateholder
provides notice of loss of the entitlement within 90 days after the
date of the loss and pays the premium attributable to the period,
effective as of the date of termination of the entitlement.

18p. Each Medicare supplement policy or certificate, Medi-
care select policy or certificate or Medicare cost policy shall pro-
vide, and contain within the policy, that benefits and premiums
under the policy or certificate shall be suspended for any period
that may be provided by federal regulation, at the request of the
policyholder or certificateholder if the policyholder or certificate-
holder is entitled to benefits under section 226 (b) of the social
security act and is covered under a group health plan, as defined
in section 1862 (b) (1) (A) (v) of the social security act. If suspen-
sion occurs and if the policyholder or certificateholder loses cov-
erage under the group health plan, the policy or certificate shall be
automatically reinstituted, effective as of the date of loss of cover-
age, if the policyholder or certificateholder provides notice of loss
of coverage within 90 days after the date of such loss and pays the
premium attributable to the period, effective as of the date of ter-
mination of enrollment in the group health plan.

18s. No Medicare supplement policy or certificate, Medicare
select policy or certificate, or Medicare cost policy may provide
for any waiting period for resumption of coverage that was in
effect before the date of suspension under subd. 18. with respect
to treatment of preexisting conditions.

18u. Each Medicare supplement policy or certificate, Medi-
care select policy or certificate, or Medicare cost policy shall pro-
vide for resumption of coverage that was in effect before the date
of suspension in subd. 18. If the suspended Medicare supplement
policy or certificate, Medicare select policy or certificate or Medi-
care cost policy provided coverage for outpatient prescription
drugs, resumption of the policy shall be without coverage for out-
patient prescription drugs and shall otherwise provide substan-
tially equivalent coverage to the coverage in effect before the date
of suspension. If the suspended Medicare supplement policy or
certificate, Medicare select policy or certificate or Medicare cost
policy provided coverage of Medicare Part B medical deductible
coverage or if the insured was enrolled or Medicare eligible prior
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to January 1, 2020, and the insurer offers a plan with Medicare
Part B medical deductible coverage, then the policyholder or cer-
tificateholder may elect or renew coverage with the Medicare Part
B medical deductible coverage. If the insurer no longer offers a
plan with the Medicare Part B medical deductible coverage, then
the insurer shall provide the policyholder or certificateholder with
substantially equivalent coverage to the coverage in effect prior
to the date of suspension.

18x. Each Medicare supplement policy or certificate, Medi-
care select policy or certificate, or Medicare cost policy shall pro-
vide that, upon the resumption of coverage that was in effect
before the date of suspension in subd. 18., classification of premi-
ums shall be on terms at least as favorable to the policyholder or
certificateholder as the premium classification terms that would
have applied to the policyholder or certificateholder had the cov-
erage not been suspended.

19. Shall not use an underwriting standard for under age 65
that is more restrictive than that used for age 65 and above.

20. a. A policy with benefits for outpatient prescription drugs
in existence prior to January 1, 2006, shall be renewed for current
policyholders who do not enroll in Medicare Part D at the option
of the policyholder.

b. A policy with benefits for outpatient prescription drugs
shall not be issued after December 31, 2005.

c. After December 31, 2005, a policy with benefits for outpa-
tient prescription drugs may not be renewed after the policyholder
enrolls in Medicare Part D unless the policy is modified to elimi-
nate outpatient prescription drug coverage for expenses of outpa-
tient prescription drugs incurred after the effective date of the indi-
vidual’s coverage under a Medicare Part D plan and the premiums
are adjusted appropriately to reflect elimination of that coverage.

21. If a policy that provides Medicare supplement or Medi-
care cost coverage eliminates an outpatient prescription drug ben-
efit as a result of requirements imposed by the MMA, the modified
policy shall be deemed to satisfy the guaranteed renewal require-
ments of subd. 5.

(b) The outline of coverage for the Medicare supplement pol-
icy or certificate, Medicare select policy or certificate, or Medi-
care cost policy or certificate shall comply with all of the follow-
ing:

1. Is provided to all applicants at the time application is made
and, except in the case of direct response insurance, the issuer
obtains written acknowledgement from the applicant that the out-
line was received.

2. Complies with s. Ins 3.27, including s. Ins 3.27 (5) (L) and
).

3. Is substituted to properly describe the Medicare supple-
ment policy or certificate, Medicare select policy or certificate, or
Medicare cost policy or certificate as issued, if the outline pro-
vided at the time of application did not properly describe the cov-
erage which was issued. The substituted outline shall accompany
the Medicare supplement policy or certificate, Medicare select
policy or certificate, or Medicare cost policy or certificate when
it is delivered and shall contain the following statement in no less
than 12—point type and immediately above the company name:
“NOTICE: Read this outline of coverage carefully. It is not identi-
cal to the outline of coverage provided upon application, and the
coverage originally applied for has not been issued.”

4. Contains in close conjunction on its first page the designa-
tion, printed in a distinctly contrasting color in 24—point type, and
the caption, printed in a distinctly contrasting color in 18—point
type prescribed in sub. (5), (7) or (30).

5. Is substantially in the format prescribed in Appendix 1 for
the appropriate category and printed in no less than 12—point type.

6. Summarizes or refers to the coverage set out in applicable
statutes.
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7. Contains a listing of the required coverage as set out in sub.
(5) (c) and the optional coverages as set out in sub. (5) (i), and the
annual premiums for each selected coverage, substantially in the
format of sub. (11) of Appendix 1.

8. Is approved by the commissioner along with the policy or
certificate form.

(c) Any rider or endorsement added to the Medicare supple-
ment policy or certificate, Medicare select policy or certificate, or
Medicare cost policy or certificate shall comply with all of the fol-
lowing:

1. Shall be contained in the policy or certificate and, if a sepa-
rate, additional premium is charged in connection with the rider
or endorsement, the premium charge shall be stated in the policy
or certificate.

2. Shall be agreed to in writing signed by the insured if, after
the date of the Medicare supplement policy or certificate, Medi-
care select policy or certificate, or Medicare cost policy or certifi-
cate issue, the rider or endorsement increases benefits or coverage
and there is an accompanying increase in premium during the term
of the policy or certificate, unless the increase in benefits or cover-
age is required by law.

3. Shall only provide coverage as described in sub. (5) (i) or
provide coverage to meet Wisconsin mandated provisions.

(d) The schedule of benefits page or the first page of the policy
or certificate contains a listing giving the coverages and both the
annual premium in the format shown in sub. (11) of Appendix 1
and modal premium selected by the applicant.

(e) The anticipated loss ratio for any new Medicare supple-
ment policy or certificate, Medicare select policy or certificate, or
Medicare cost policy form, or the expected percentage of the
aggregate amount of premiums earned that will be returned to
insureds in the form of aggregate benefits, not including antici-
pated refunds or credits, that is provided under the policy or cer-
tificate form:

1. Is computed on the basis of anticipated incurred claims or
incurred health care expenses where coverage is provided by a
health maintenance organization on a service rather than reim-
bursement basis and earned premiums for the entire period for
which the policy form provides coverage, in accordance with
accepted actuarial principles and practices; and

2. Is submitted to the commissioner along with the policy or
certificate form and is accompanied by rates and an actuarial
demonstration that expected claims in relationship to premiums
comply with the loss ratio standards under sub. (16) (d). The pol-
icy or certificate form will not be approved by the commissioner
unless the anticipated loss ratio along with the rates and actuarial
demonstration show compliance with sub. (16) (d).

(g) For subsequent rate changes to the policy or certificate
form, the insurer shall do all of the following:
1. File the rate changes in a format specified by the commis-
sioner.

2. Include in the filing under subd.l. an actuarially sound
demonstration that the rate change will not result in a loss ratio
over the life of the policy or certificate that would violate the
requirements under sub. (16) (d).

(h) 1. Medicare supplement policies written prior to January
1, 1992, shall comply with the standards then in effect, except that
the appropriate loss ratios specified in sub. (16) (d) shall be used
to demonstrate compliance with minimum loss ratio requirements
and refund calculations for policies and certificates renewed after
December 31, 1995, and with sub. (14) (c).

2. For purposes of loss ratio and refund calculations, policies
and certificates renewed after December 31, 1995, shall be treated
as if they were issued in 1996.

(4m) MEDICARE SUPPLEMENT POLICY AND CERTIFICATE, MEDI-
CARE SELECT POLICY AND CERTIFICATE, AND MEDICARE COST POLICY


https://docs-preview.legis.wisconsin.gov/document/statutes/35.93
https://docs-preview.legis.wisconsin.gov/document/statutes/35.93
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(4)(a)18.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(4)(a)5.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.27
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.27(5)(L)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.27(9)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(7)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(30)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5)(c)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5)(i)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(11)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/ch.%20Ins%203%20Appendix%201
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5)(i)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(16)(d)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(16)(d)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(4)(g)1.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(16)(d)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(16)(d)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(14)(c)

Published under s. 35.93, Wis. Stats., by the Legislative Reference Bureau.

99 COMMISSIONER OF INSURANCE

REQUIREMENTS FOR POLICIES AND CERTIFICATES OFFERED TO PER-
SONS FIRST ELIGIBLE FOR MEDICARE ON OR AFTER JUNE 1, 2010, AND
PRIOR TO JANUARY 1, 2020. Except as explicitly allowed by subs.
(5m) and (30m), no disability insurance policy or certificate shall
relate its coverage to Medicare or be structured, advertised, mar-
keted or issued to persons first eligible for Medicare on or after
June 1, 2010, and prior to January 1, 2020, as a Medicare supple-
ment policy or certificate, as a Medicare select policy or certifi-
cate, or as a Medicare cost policy unless the policy or certificate
complies with all of the following:

(a) The policy or certificate shall comply with all of the follow-
ing requirements:

1. Provides only the coverage set out in sub. (Sm), (7), or
(30m) and applicable statutes and contains no exclusions or limi-
tations other than those permitted by sub. (8). No issuer may issue
a Medicare cost policy or Medicare select policy or certificate
without prior approval from the commissioner and compliance
with sub. (30m).

2. Discloses on the first page any applicable preexisting con-
ditions limitation, contains no preexisting condition waiting
period longer than 6 months and does not define a preexisting con-
dition more restrictively than a condition for which medical
advice was given or treatment was recommended by or received
from a physician within 6 months before the effective date of cov-
erage.

3. Contains no definitions of terms such as “Medicare eligible
expenses,” “accident,” “sickness,” “mental or nervous disorders,”
skilled nursing facility,” “hospital,” “nurse,” “physician,” “bene-
fit period,” “convalescent nursing home,” or “outpatient prescrip-
tion drugs” that are worded less favorably to the insured person
than the corresponding Medicare definition or the definitions con-
tained in sub. (3), and defines “Medicare” as in accordance with
sub. (3) (q).

4. Does not indemnify against losses resulting from sickness
on a different basis from losses resulting from accident.

5. Is guaranteed renewable and does not provide for termina-
tion of coverage of a spouse solely because of an event specified
for termination of coverage of the insured, other than the non—
payment of premium. The policy or certificate may not be can-
celled or nonrenewed by the issuer on the grounds of deterioration
of health. The policy or certificate may be cancelled only for non-
payment of premium or material misrepresentation. If the policy
or certificate is issued by a health maintenance organization, the
policy or certificate may, in addition to the above reasons, be can-
celled or nonrenewed by the issuer if the insured moves out of the
service area.

6. Provides that termination of a Medicare supplement policy
or certificate, Medicare select policy or certificate, or Medicare
cost policy shall be without prejudice to a continuous loss that
commenced while the policy or certificate was in force, although
the extension of benefits may be predicated upon the continuous
total disability of the insured, limited to the duration of the policy
or certificate benefit period, if any, or payment of the maximum
benefits. Receipt of the Medicare Part D benefits may not be con-
sidered in determining a continuous loss.

7. Contains statements on the first page and elsewhere in the
policy or certificate that satisfy the requirements of s. Ins 3.13 (2)
(c), (d) and (e), and clearly states on the first page or schedule page
the duration of the term of coverage for which the policy or certifi-
cate is issued and for which it may be renewed. The renewal
period cannot be less than the greatest of the following: 3 months,
the period for which the insured has paid the premium, or the
period specified in the policy or certificate.

8. Changes benefits automatically to coincide with any
changes in the applicable Medicare deductible amount, coinsur-
ance and copayment percentage factors, although there may be a
corresponding modification of premiums in accordance with the
policy or certificate provisions and ch. 625, Stats.
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9. Prominently discloses any limitations on the choice of pro-
viders or geographical area of service.

10. Contains on the first page the designation, printed in
18—point type, and in close conjunction the caption printed in
12—point type, prescribed in sub. (Sm) or (30m).

11. Contains text that is plainly printed in black or blue ink
and has a font size that is uniform and not less than 10—point type
with a lower—case unspaced alphabet length not less than
120—point type.

12. Contains a provision describing any grievance rights as
required by s. 632.83, Stats., applicable to Medicare supplement
policies and certificates and Medicare cost policies.

13. Is approved by the commissioner.

14. Contains no exclusion, limitation, or reduction of cover-
age for a specifically named or described condition after the pol-
icy or certificate effective date.

15. Provides for midterm cancellation at the request of the
insured and provides that, if an insured cancels a policy or certifi-
cate midterm or the policy or certificate terminates midterm
because of the insured’s death, the issuer shall issue a pro rata
refund to the insured or the insured’s estate.

16. Except for permitted preexisting condition clauses as
described in subd. 2., no policy or certificate may be advertised,
solicited or issued for delivery in this state as a Medicare supple-
ment policy or certificate if such policy or certificate contains lim-
itations or exclusions on coverage that are more restrictive than
those of Medicare.

17. No Medicare supplement policy or certificate in force in
this state shall contain benefits that duplicate benefits provided by
Medicare.

18. A Medicare supplement policy or certificate shall provide
that benefits and premiums under the policy or certificate shall be
suspended at the request of the policyholder or certificateholder
for the period not to exceed 24 months in which the policyholder
or certificateholder has applied for and is determined to be entitled
to medical assistance under Title XIX of the Social Security Act,
but only if the policyholder or certificateholder notifies the issuer
of the policy or certificate within 90 days after the date the individ-
ual becomes entitled to the assistance.

19. If the suspension in subd. 18. occurs and if the policy-
holder or certificateholder loses entitlement to medical assistance,
the policy or certificate shall be automatically reinstituted, effec-
tive as of the date of termination of the entitlement, if the policy-
holder or certificateholder provides notice of loss of the entitle-
ment within 90 days after the date of the loss and pays the
premium attributable to the period.

20. Each Medicare supplement policy or certificate shall pro-
vide, and contain within the policy or certificate, that benefits and
premiums under the policy or certificate shall be suspended for
any period that may be provided by federal regulation, at the
request of the policyholder or certificateholder if the policyholder
or certificateholder is entitled to benefits under section 226 (b) of
the Social Security Act and is covered under a group health plan,
as defined in section 1862 (b) (1) (A)(v) of the Social Security Act.
If suspension occurs and if the policyholder or certificateholder
loses coverage under the group health plan, the policy or certifi-
cate shall be automatically reinstituted, effective as of the date of
loss of coverage, if the policyholder or certificateholder provides
notice of loss of coverage within 90 days after the date of such loss
and pays the premium attributable to the period, effective as of the
date of termination of enrollment in the group health plan.

21le. No Medicare supplement policy or certificate, Medicare
select policy or certificate, or Medicare cost policy may provide
for any waiting period for resumption of coverage that was in
effect before the date of suspension under subd. 18. with respect
to treatment of preexisting conditions.
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21m. Each Medicare supplement policy or certificate, Medi-
care select policy or certificate, or Medicare cost policy shall pro-
vide for resumption of coverage that is substantially equivalent to
coverage that was in effect before the date of suspension in subd.
18. If the suspended Medicare supplement policy or certificate,
Medicare select policy or certificate, or Medicare cost policy pro-
vided coverage of Medicare Part B medical deductible coverage
or if the insured was enrolled or Medicare eligible prior to January
1, 2020, and the insurer offers a plan with Medicare Part B medical
deductible coverage, then resumption of the policy shall be with
Medicare Part B medical deductible coverage. If the insurer no
longer offers a plan with the Medicare Part B medical deductible
coverage, then the insurer shall provide the insured with substan-
tially equivalent coverage to the coverage in effect prior to the date
of suspension.

21s. Each Medicare supplement policy or certificate, Medi-
care select policy or certificate, or Medicare cost policy shall pro-
vide that, upon the resumption of coverage that was in effect
before the date of suspension in subd. 18., classification of premi-
ums shall be on terms at least as favorable to the policyholder or
certificateholder as the premium classification terms that would
have applied to the policyholder or certificateholder had the cov-
erage not been suspended.

22. May not use an underwriting standard during open enroll-
ment for persons who are under age 65 that is more restrictive than
the underwriting standards that are used for persons age 65 and
older.

(b) The outline of coverage for the policy or certificate shall
comply with all of the following:

1. Is provided to all applicants at the same time application
is made, and except in the case of direct response insurance, the
issuer obtains written acknowledgement from the applicant that
the outline was received.

2. Complies with s. Ins 3.27.

3. Is substituted to describe properly the policy or certificate
as issued, if the outline provided at the time of application did not
properly describe the coverage that was issued. The substituted
outline shall accompany the policy or certificate when it is deliv-
ered and shall contain the following statement in no less than
12—point type and immediately above the company name:
“NOTICE: Read this outline of coverage carefully. It is not iden-
tical to the outline of coverage provided upon application, and the
coverage originally applied for has not been issued.”

4. Contains in close conjunction on its first page the designa-
tion, printed in a distinctly contrasting color or bold print in
24—point type, and the caption, printed in a distinctly contrasting
color or bold print in 18—point type prescribed in sub. (Sm), (7) or
(30m).

5. Is substantially in the format prescribed in Appendices 3m,
4m, 5m, and 6m for the appropriate category and printed in a font
size that is not less than 12—point type.

6. Summarizes or refers to the coverage set out in applicable
statutes.

7. Contains a listing of the required coverage as set out in sub.
(5m) (d) and the optional coverage as set out in sub. (5m) (e), and
the annual premiums for each selected coverage, substantially in
the format of sub. (11) in Appendix 2m.

8. Is approved by the commissioner along with the policy or
certificate form.

(c) Any rider or endorsement added to the policy or certificate
shall comply with the following:

1. Shall be contained in the policy or certificate and if a sepa-
rate, additional premium is charged in connection with the rider
or endorsement, the premium charge shall be stated in the policy
or certificate.
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2. Shall be agreed to in writing signed by the insured if, after
the date of the policy or certificate issue, the rider or endorsement
increases benefits or coverage and there is an accompanying
increase in premium during the term of the policy or certificate,
unless the increase in benefits or coverage is required by law.

3. Shall only provide coverage as defined in sub. (5m) (e) or
provide coverage to meet Wisconsin mandated benefits.

(d) The schedule of benefits page or the first page of the policy
or certificate contains a listing giving the coverages and both the
annual premium in the format shown in sub. (11) of Appendix 2m
and modal premium selected by the applicant.

(e) The anticipated loss ratio for any new policy or certificate
form, or the expected percentage of the aggregate amount of pre-
miums earned that will be returned to insureds in the form of
aggregate benefits, not including anticipated refunds or credits,
that is provided under the policy or certificate form:

1. Is computed on the basis of anticipated incurred claims or
incurred health care expenses where coverage is provided by a
health maintenance organizations on a service rather than reim-
bursement basis and earned premiums for the entire period for
which the policy form provides coverage, in accordance with
accepted actuarial principles and practices; and

2. Is submitted to the commissioner along with the policy or
certificate form and is accompanied by rates and an actuarial
demonstration that expected claims in relationship to premiums
comply with the loss ratio standards under sub. (16) (d). The pol-
icy or certificate form will not be approved by the commissioner
unless the anticipated loss ratio along with the rates and actuarial
demonstration show compliance with sub. (16) (d).

(f) For subsequent rate changes to the policy or certificate
form, the insurer shall do all of the following:

1. File the rate changes on a rate change transmittal form in
a format specified by the commissioner.

2. Include in the filing under subd.l. an actuarially sound
demonstration that the rate change will not result in a loss ratio
over the life of the policy or certificate that would violate the
requirements under sub. (16) (d).

(4t) MEDICARE SUPPLEMENT POLICY AND CERTIFICATE, MEDI-
CARE SELECT POLICY AND CERTIFICATE, AND MEDICARE COST POLICY
REQUIREMENTS FOR POLICIES AND CERTIFICATES OFFERED TO PER-
SONS FIRST ELIGIBLE FOR MEDICARE ON OR AFTER JANUARY 1, 2020.
(a) Except as explicitly allowed by subs. (5t), (7), and (30t), no
disability insurance policy or certificate shall relate its coverage
to Medicare or be structured, advertised, solicited, marketed or
issued to persons newly eligible for Medicare on or after January
1, 2020, as a Medicare supplement policy or certificate, as a Medi-
care select policy or certificate, or as a Medicare cost policy unless
the policy or certificate is in compliance with the following:

1. Provides only the coverage set out in sub. (5t), (7) or (30t),
and applicable statutes, and contains no exclusions or limitations
other than those permitted by sub. (8). No issuer may issue a Medi-
care supplement policy or certificate, Medicare select policy or
certificate, or Medicare cost policy without prior approval from
the commissioner and compliance with sub. (30t).

2. Discloses on the first page any applicable preexisting con-
ditions limitation, contains no preexisting condition waiting
period longer than 6 months and does not define a preexisting con-
dition more restrictively than a condition for which medical
advice was given or treatment was recommended by or received
from a physician within 6 months before the effective date of cov-
erage.

3. Contains no definitions of terms such as “Medicare eligible
expenses,” “accident,” “sickness,” “mental or nervous disorders,”
skilled nursing facility,” “hospital,” “nurse,” “physician,” “ben-
efit period,” “convalescent nursing home,” or “outpatient pre-
scription drugs” that are worded less favorably to the insured per-

2 < 2 <
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son than the corresponding Medicare definition or the definitions
contained in sub. (3), and defines “Medicare” as in accordance
with sub. (3) (q).

4. Does not indemnify against losses resulting from sickness
on a different basis from losses resulting from accident.

5. Is guaranteed renewable and does not provide for termina-
tion of coverage of a spouse solely because of an event specified
for termination of coverage of the insured, other than the non—
payment of premium. The policy or certificate may not be can-
celled or nonrenewed by the issuer on the grounds of deterioration
of health. The policy or certificate may be cancelled only for non-
payment of premium or material misrepresentation. If the policy
or certificate is issued by a health maintenance organization, the
policy or certificate may, in addition to the above reasons, be can-
celled or nonrenewed by the issuer if the insured moves out of the
service area.

6. Provides that termination of a Medicare supplement policy
or certificate or Medicare cost policy shall be without prejudice to
a continuous loss that commenced while the policy or certificate
was in force, although the extension of benefits may be predicated
upon the continuous total disability of the insured, limited to the
duration of the policy or certificate benefit period, if any, or pay-
ment of the maximum benefits. Receipt of the Medicare Part D
benefits may not be considered in determining a continuous loss.

7. Contains statements on the first page and elsewhere in the
policy or certificate that satisfy the requirements of s. Ins 3.13 (2)
(c), (d) and (e), and clearly states on the first page or schedule page
the duration of the term of coverage for which the policy or certifi-
cate is issued and for which it may be renewed. The renewal
period cannot be less than the greatest of the following: 3 months,
the period the insured has paid the premium, or the period speci-
fied in the policy or certificate.

8. Changes benefits automatically to coincide with any
changes in the applicable Medicare deductible amount, coinsur-
ance, and copayment percentage factors, although there may be
a corresponding modification of premiums in accordance with the
policy or certificate provisions and ch. 625, Stats.

9. Prominently discloses any limitations on the choice of
providers or geographical area of service.

10. Contains on the first page the designation, printed in
18—point type, and in close conjunction the caption printed in
12—point type, prescribed in sub. (5t) or (30t).

11. Contains text that is plainly printed in black or blue ink
and has a font size that is uniform and not less than 10—point type
with a lower—case unspaced alphabet length not less than
120—point type.

12. Contains a provision describing any grievance rights as
required by s. 632.83, Stats., applicable to Medicare supplement
policies and certificates and Medicare cost policies.

13. Is approved by the commissioner.

14. Contains no exclusion, limitation, or reduction of cover-
age for a specifically named or described condition after the pol-
icy or certificate effective date.

15. Provides for midterm cancellation at the request of the
insured and provides that, if an insured cancels a policy or certifi-
cate midterm or the policy or certificate terminates midterm
because of the insured’s death, the issuer shall issue a pro rata
refund to the insured or the insured’s estate.

16. Except for permitted preexisting condition clauses as
described in subd. 2., no policy or certificate may be advertised,
solicited or issued for delivery in this state as a Medicare supple-
ment policy or certificate if such policy or certificate contains lim-
itations or exclusions on coverage that are more restrictive than
those of Medicare.

17. No Medicare supplement policy or certificate, Medicare
select policy or certificate, or Medicare cost policy in force in this
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state shall contain benefits that duplicate benefits provided by
Medicare.

18. A Medicare supplement policy or certificate, Medicare
select policy or certificate, or Medicare cost policy shall provide
that benefits and premiums under the policy or certificate shall be
suspended at the request of the policyholder or certificateholder
for the period not to exceed 24 months in which the policyholder
or certificateholder has applied for and is determined to be entitled
to medical assistance under Title XIX of the social security act, but
only if the policyholder or certificateholder notifies the issuer of
the policy or certificate within 90 days after the date the individual
becomes entitled to the assistance.

19. If the suspension in subd. 18. occurs and if the policy-
holder or certificateholder loses entitlement to medical assistance,
the policy or certificate shall be automatically reinstituted, effec-
tive as of the date of termination of the entitlement, if the policy-
holder or certificateholder provides notice of loss of the entitle-
ment within 90 days after the date of the loss and pays the
premium attributable to the period.

20. Each Medicare supplement policy or certificate, Medi-
care select policy or certificate, or Medicare cost policy shall pro-
vide, and contain within the policy or certificate, that benefits and
premiums under the policy or certificate shall be suspended for
any period that may be provided by federal regulation, at the
request of the policyholder or certificateholder if the policyholder
or certificateholder is entitled to benefits under section 226 (b) of
the social security act and is covered under a group health plan, as
defined in section 1862 (b) (1) (A) (v) of the social security act.
If suspension occurs and if the policyholder or certificateholder
loses coverage under the group health plan, the policy or certifi-
cate shall be automatically reinstituted, effective as of the date of
loss of coverage, if the policyholder or certificateholder provides
notice of loss of coverage within 90 days after the date of such loss
and pays the premium attributable to the period, effective as of the
date of termination of enrollment in the group health plan.

21e. No Medicare supplement policy or certificate, Medicare
select policy or certificate, or Medicare cost policy may provide
for any waiting period for resumption of coverage that was in
effect before the date of suspension under subd. 18. with respect
to treatment of preexisting conditions.

21m. Each Medicare supplement policy or certificate, Medi-
care select policy or certificate, or Medicare cost policy shall pro-
vide for resumption of coverage that is substantially equivalent to
coverage that was in effect before the date of suspension in subd.
18. If the suspended Medicare supplement policy or certificate,
Medicare select policy or certificate, or Medicare cost policy pro-
vided coverage of Medicare Part B medical deductible coverage
or if the insured was enrolled or Medicare eligible prior to January
1, 2020, and the insurer offers a plan with Medicare Part B medical
deductible coverage, then resumption of the policy shall be with
Medicare Part B medical deductible coverage. If the insurer no
longer offers a plan with the Medicare Part B medical deductible
coverage, then the insurer shall provide the insured with substan-
tially equivalent coverage to the coverage in effect prior to the date
of suspension.

21s. Each Medicare supplement policy or certificate, Medi-
care select policy or certificate, or Medicare cost policy shall pro-
vide that, upon the resumption of coverage that was in effect
before the date of suspension in subd. 18., classification of premi-
ums shall be on terms at least as favorable to the policyholder or
certificateholder as the premium classification terms that would
have applied to the policyholder or certificateholder had the cov-
erage not been suspended.

22. May not use an underwriting standard during open enroll-
ment for persons who are under age 65 that is more restrictive than
the underwriting standards that are used for persons age 65 and
older.
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(b) The outline of coverage for the policy or certificate shall
comply with all of the following:

1. Is provided to all applicants at the same time application
is made and, except in the case of direct response insurance, the
issuer obtains written acknowledgement from the applicant that
the outline was received.

2. Complies with s. Ins 3.27.

3. Is substituted to describe properly the policy or certificate
as issued, if the outline provided at the time of application did not
properly describe the coverage that was issued. The substituted
outline shall accompany the policy or certificate when it is deliv-
ered and shall contain the following statement in no less than
12—point type and immediately above the company name:
“NOTICE: Read this outline of coverage carefully. It is not iden-
tical to the outline of coverage provided upon application, and the
coverage originally applied for has not been issued.”

4. Contains in close conjunction on its first page the designa-
tion, printed in a distinctly contrasting color or bold print in
24—point type, and the caption, printed in a distinctly contrasting
color or bold print in 18—point type, prescribed in sub. (5t), (7), or
(301).

5. Is substantially in the format prescribed in Appendices 3t,
4t, 5t, and 6t, for the appropriate category and printed in a font size
that is not less than 12—point type.

6. Summarizes or refers to the coverage set out in applicable
statutes.

7. Contains a listing of the required coverage as set out in sub.
(5t) (d), and the optional coverage as set out in sub. (5t) (e), and
the annual premiums for each selected coverage, substantially in
the format of sub. (11) in Appendix 2t.

8. Is approved by the commissioner along with the policy or
certificate form.

(c) Any rider or endorsement added to the policy or certificate
shall comply with all of the following:

1. Shall be contained in the policy or certificate and, if a sepa-
rate, additional premium is charged in connection with the rider
or endorsement, the premium charge shall be stated in the policy
or certificate.

2. Shall be agreed to in writing signed by the insured if, after
the date of the policy or certificate issue, the rider or endorsement
increases benefits or coverages and there is an accompanying
increase in premium during the term of the policy or certificate,
unless the increase in benefits or coverage is required by law.

3. Shall only provide coverage as described in sub. (5t) (e),
or provide coverage to meet Wisconsin mandated benefits.

(d) The schedule of benefits page or the first page of the policy
or certificate shall contain a listing giving the coverages and both
the annual premium in the format shown in sub. (11) of Appendix
2t and modal premium selected by the applicant.

(e) The anticipated loss ratio for any new policy or certificate
form, or the expected percentage of the aggregate amount of pre-
miums earned that will be returned to insureds in the form of
aggregate benefits, not including anticipated refunds or credits,
that is provided under the policy or certificate form:

1. Is computed on the basis of anticipated incurred claims or
incurred health care expenses where coverage is provided by a
health maintenance organization on a service rather than reim-
bursement basis and earned premiums for the entire period that the
policy or certificate form provides coverage, in accordance with
accepted actuarial principles and practices; and

2. Is submitted to the commissioner along with the policy or
certificate form and is accompanied by rates and an actuarial
demonstration that expected claims in relationship to premiums
comply with the loss ratio standards under sub. (16) (d). The pol-
icy or certificate form will not be approved by the commissioner
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unless the anticipated loss ratio along with the rates and actuarial
demonstration show compliance with sub. (16) (d).

(f) For subsequent rate changes to the policy or certificate
form, the issuer shall do all of the following:

1. File the rate changes on a rate change transmittal form in
a format specified by the commissioner.

2. Include in the filing under subd.l. an actuarially sound
demonstration that the rate change will not result in a loss ratio
over the life of the policy or certificate that would violate the
requirements under sub. (16) (d).

(5) AUTHORIZED MEDICARE SUPPLEMENT POLICY AND CERTIFI-
CATE DESIGNATION, CAPTIONS, REQUIRED COVERAGES, AND PERMIS-
SIBLE ADDITIONAL BENEFITS FOR POLICIES OR CERTIFICATES OFFERED
TO PERSONS FIRST ELIGIBLE FOR MEDICARE PRIOR TO JUNE 1, 2010.
This subsection applies only to a Medicare supplement policy or
certificate that meets the requirements of sub. (4), that is issued or
effective after December 31, 1990, and prior to June 1, 2010, and
that shall contain the authorized designation, caption and required
coverage. A health maintenance organization shall place the let-
ters HMO in front of the required designation on any approved
Medicare supplement policy or certificate. A Medicare supple-
ment policy or certificate shall include all of the following:

(a) The designation: MEDICARE SUPPLEMENT INSUR-
ANCE.

(b) The caption, except that the word “certificate” may be used
instead of “policy,” if appropriate: “The Wisconsin Insurance
Commissioner has set standards for Medicare supplement insur-
ance. This policy meets these standards. It, along with Medicare,
may not cover all of your medical costs. You should review care-
fully all policy limitations. For an explanation of these standards
and other important information, see “Wisconsin Guide to Health
Insurance for People with Medicare,” given to you when you
applied for this policy. Do not buy this policy if you did not get
this guide.”

(c) The following required coverages, to be referred to as
“Basic Medicare Supplement coverage” for a policy issued to per-
sons first eligible for Medicare after December 31, 1990 and prior
to June 1, 2010, shall comply with all the following:

1. Upon exhaustion of Medicare hospital inpatient psychiat-
ric coverage, at least 175 days per lifetime for inpatient psychiatric
hospital care;

2. Medicare Part A eligible expenses in a skilled nursing facil-
ity for the copayments for the 21st through the 100th day;

3. All Medicare Part A eligible expenses for blood to the
extent not covered by Medicare;

4. All Medicare Part B eligible expenses to the extent not paid
by Medicare, or in the case of hospital outpatient department ser-
vices paid under a prospective payment system, the copayment
amount, including outpatient psychiatric care, subject to the
Medicare Part B calendar year deductible;

5. Payment of the usual and customary home care expenses
to a minimum of 40 visits per 12—month period as required under
s. 632.895 (1) and (2), Stats., and s. Ins 3.54;

6. Skilled nursing care and kidney disease treatment as
required under s. 632.895 (3) and (4), Stats. Coverage for skilled
nursing care shall be in addition to the required coverage under
subd. 2. and payment of the Medicare Part A copayment for Medi-
care eligible skilled nursing care shall not count as satisfying the
coverage requirement of at least 30 days of non—Medicare eligible
skilled nursing care under s. 632.895 (3), Stats.;

7. In group policies, nervous and mental disorder and alcohol-
ism and other drug abuse coverage as required under s. 632.89,
Stats.;

8. Payment in full for all usual and customary expenses for
chiropractic services required by s. 632.87 (3), Stats. Issuers are
not required to duplicate benefits paid by Medicare;
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9. Coverage for the first 3 pints of blood payable under Part
B;

10. Coverage of Part A Medicare eligible expenses for hospi-
talization to the extent not covered by Medicare from the 61st day
through the 90th day in any Medicare benefit period;

11. Coverage of Part A Medicare eligible expenses incurred
as daily hospital charges during use of Medicare’s lifetime hospi-
tal inpatient reserve days;

12. Upon exhaustion of all Medicare hospital inpatient cover-
age including the lifetime reserve days, coverage of all Medicare
Part A expenses for hospitalization not covered by Medicare to the
extent the hospital is permitted to charge by federal law and regu-
lation and subject to the Medicare reimbursement rate;

13. Prior to January 1, 2006, payment in full for all usual and
customary expenses for treatment of diabetes required by s.
632.895 (6), Stats. After December 31, 2005, payment in accord-
ance with s. 632.895 (6), Stats., including non—prescription insu-
lin or any other non—prescription equipment and supplies for the
treatment of diabetes, but not including any other outpatient pre-
scription medications. Issuers are not required to duplicate expen-
ses paid by Medicare.

14. Coverage for preventive health care services not covered
by Medicare and as determined to be medically appropriate by an
attending physician. These benefits shall be included in the basic
policy. Reimbursement shall be for the actual charges up to 100%
of the Medicare approved amount for each service, as if Medicare
were to cover the service, as identified in the American Medical
Association Current Procedural Terminology (AMA CPT) codes,
to a minimum of $120 annually under this benefit. This benefit
shall not include payment for any procedure covered by Medicare.

15. Coverage for at least 80% of the charges for outpatient
prescription drugs after a drug deductible of no more than $6,250
per calendar year. Subject to sub. (4) (a) 20., this coverage may
only be included in a Medicare supplement policy issued before
January 1, 2006.

16. Payment in full for all usual and customary expenses of
hospital and ambulatory surgery center charges and anesthetics
for dental care required by s. 632.895 (12), Stats. Issuers are not
required to duplicate benefits paid by Medicare.

17. Payment in full for all usual and customary expenses for
breast reconstruction required by s. 632.895 (13), Stats. Issuers
are not required to duplicate benefits paid by Medicare.

(1) Permissible additional coverage only added to the policy as
separate riders. The issuer shall issue a separate rider for each cov-
erage the issuer chooses to offer. Issuers shall ensure that the rid-
ers offered are compliant with MMA, that each rider is priced sep-
arately, available for purchase separately at any time, subject to
underwriting and the pre—existing limitation allowed in sub. (4)
(a) 2., and may consist of the following:

1. Coverage for the Medicare Part A hospital deductible. The
rider shall be designated: MEDICARE PART A DEDUCTIBLE
RIDER;

2. Coverage for home health care for an aggregate of 365 vis-
its per policy year as required by s. 632.895 (1) and (2), Stats. The
rider shall be designated as: ADDITIONAL HOME HEALTH
CARE RIDER;

3. Coverage for the Medicare Part B medical deductible. The
rider shall be designated as: MEDICARE PART B DEDUCT-
IBLE RIDER;

4. Coverage for the difference between Medicare’s Part B eli-
gible charges and the amount charged by the provider which shall
be no greater than the actual charge or the limiting charge allowed
by Medicare. The rider shall be designated as: MEDICARE
PART B EXCESS CHARGES RIDER;

5. Coverage for benefits obtained outside the United States.
An issuer which offers this benefit shall not limit coverage to
Medicare deductibles and copayments. Coverage may contain a
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deductible of up to $250. Coverage shall pay at least 80% of the
billed charges for Medicare—eligible expenses for medically nec-
essary emergency hospital, physician and medical care received
in a foreign country, which care would have been covered by
Medicare if provided in the United States and which care began
during at least the first 60 consecutive days of each trip outside the
United States and a lifetime maximum benefit of at least $50,000.
For purposes of this benefit, “emergency hospital, physicians and
medical care” shall mean care needed immediately because of an
injury or an illness of sudden and unexpected onset. The rider
shall be designated as: FOREIGN TRAVEL RIDER.

7. At least 50% of the charges for outpatient prescription
drugs after a deductible of no greater than $250 per year to a maxi-
mum of at least $3,000 in benefits received by the insured per year.
The rider shall be designated as: OUTPATIENT PRESCRIPTION
DRUG RIDER. This rider may only be offered for issuance or
sale until January 1, 2006 in accordance with MMA.

(j) For HMO Medicare select policies, only the benefits speci-
fied in sub. (30) (p), (r) and (s), in addition to Medicare benefits.

(k) For the Medicare supplement high deductible plan that may
be issued only prior to December 31, 2005 or renewed thereafter
in accordance with sub. (29) (b) 1., the following:

1. The designation: MEDICARE SUPPLEMENT INSUR-
ANCE - HIGH DEDUCTIBLE PLAN.

2. 100% of the covered benefits described in pars. (c) and (i)
1., 2, 3., 4. and 5. following the payment of the annual high
deductible.

3. The annual high deductible shall consist of out—of—pocket
expenses, other than premiums, for services covered in subd. 2.
and shall be in addition to any other specific benefit deductibles.

4. The annual high deductible shall be $1500 for 1999, and
shall be based on the calendar year. It shall be adjusted annually
thereafter by the secretary to reflect the change in the Consumer
Price Index for all urban consumers for the twelve—month period
ending with August of the preceding year, and rounded to the
nearest multiple of $10.

(m) For the Medicare supplement high deductible drug plan
that may be issued only prior to December 31, 2005 or renewed
thereafter in accordance with sub. (4) (a) 20., the following:

1. The designation: MEDICARE SUPPLEMENT INSUR-
ANCE - HIGH DEDUCTIBLE DRUG PLAN.

2. 100% of the covered benefits described in pars. (c) and (i)
1.,2.,3.,4.,5. and 7. following the payment of the annual high
deductible.

3. The annual high deductible shall consist of out—of—pocket
expenses, other than premiums, for services covered in subd. 2.
and shall be in addition to any other specific benefit deductibles.

4. The annual high deductible shall be $1500 for 1999, and
shall be based on the calendar year. It shall be adjusted annually
thereafter by the secretary to reflect the change in the Consumer
Price Index for all urban consumers for the twelve—month period
ending with August of the preceding year, and rounded to the
nearest multiple of $10.

(n) For the Medicare Supplement 50% Cost—Sharing plans,
only the following:

1. The designation: MEDICARE SUPPLEMENT 50%
COST-SHARING PLAN;

2. Coverage of 100% of the Medicare Part A hospital coinsur-
ance amount for each day used from the 61st through the 90t day
in any Medicare benefit period;

3. Coverage for 100% of the Medicare Part A hospital coin-
surance amount for each Medicare lifetime inpatient reserve day
used from the 91st through the 150th day in any Medicare benefit
period;

4. Upon exhaustion of the Medicare hospital inpatient cover-
age, including the lifetime reserve days, coverage of 100% of the
Medicare Part A eligible expenses for hospitalization paid at the
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applicable prospective payment system rate, or other appropriate
Medicare standard of payment, subject to a lifetime limitation
benefit of an additional 365 days;

5. Medicare Part A Deductible: Coverage for 50% of the
Medicare Part A inpatient hospital deductible amount per benefit
period until the out—of—pocket limitation is met as described in
subd. 12.;

6. Skilled Nursing Facility Care: Coverage for 50% of the
coinsurance amount for each day used from the 215t day through
the 100" day in a Medicare benefit period for post—hospital
skilled nursing facility care eligible under Medicare Part A until
the out—of—pocket limitation is met as described in subd. 12.;

7. Hospice Care: Coverage for 50% of cost sharing for all Part
A Medicare eligible expenses and respite care until the out—of—
pocket limitation is met as described in subd. 12.;

8. Coverage for 50%, under Medicare Part A or B, of the rea-
sonable cost of the first 3 pints of blood, or equivalent quantities
of packed red blood cells, as defined under federal regulations,
unless replaced in accordance with federal regulations until the
out—of—pocket limitation is met as described in subd. 12.;

9. Except for coverage provided in subd. 11., coverage for
50% of the cost sharing otherwise applicable under Medicare Part
B after the policyholder pays the Medicare Part B deductible until
the out—of—pocket limitation is met as described under subd. 12.;

10. Coverage of 100% of the cost sharing for the benefits
described in pars. (¢) 1., 5., 6., 8., 13., 16., and 17., and (i) 2., to
the extent the benefits do not duplicate benefits paid by Medicare
and after the policyholder pays the Medicare Part A and Part B
deductible and meets the out—of—pocket limitation described
under subd. 12.;

11. Coverage of 100% of the cost sharing for Medicare Part
B preventive services after the policyholder pays the Medicare B
deductible; and

12. Coverage of 100% of all cost sharing under Medicare Part
A or B for the balance of the calendar year after the individual has
reached the out—of—pocket limitation on annual expenditures
under Medicare Parts A and B of $4,000 in 2006, indexed each
year by the appropriate inflation adjustment specified by the sec-
retary.

(o) For the Medicare Supplement 25% Cost—Sharing plans,
only the following:

1. The designation: MEDICARE SUPPLEMENT 25%
COST-SHARING PLAN;

2. Coverage of 100% of the Medicare Part A hospital coinsur-
ance amount for each day used from the 615 through the 90th day
in any Medicare benefit period;

3. Coverage for 100% of the Medicare Part A hospital co—in-
surance amount for each Medicare lifetime inpatient reserve day
used from the 915t through the 150 day in any Medicare benefit
period;

4. Upon exhaustion of the Medicare hospital inpatient cover-
age, including the lifetime reserve days, coverage of 100% of the
Medicare Part A eligible expenses for hospitalization paid at the
applicable prospective payment system rate, or other appropriate
Medicare standard of payment, subject to a lifetime limitation
benefit of an additional 365 days;

5. Medicare Part A Deductible: Coverage for 75% of the
Medicare Part A inpatient hospital deductible amount per benefit

period until the out—of—pocket limitation is met as described in
subd. 12.;

6. Skilled Nursing Facility Care: Coverage for 75% of the
coinsurance amount for each day used from the 215t day through
the 100t day in a Medicare benefit period for post—hospital
skilled nursing facility care eligible under Medicare Part A until
the out—of—pocket limitation is met as described in subd. 12.;
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7. Hospice Care: Coverage for 75% of cost sharing for all Part
A Medicare eligible expenses and respite care until the out—of—
pocket limitation is met as described in subd. 12.;

8. Coverage of 75%, under Medicare Part A or B, of the rea-
sonable cost of the first 3 pints of blood, or equivalent quantities
of packed red blood cells, as defined under federal regulations,
unless replaced in accordance with federal regulations until the
out—of—pocket limitation is met as described in subd. 12.;

9. Except for coverage provided in subd. 11., coverage for
75% of the cost sharing otherwise applicable under Medicare Part
B, after the policyholder pays the Medicare Part B deductible until
the out—of—pocket limitation is met as described in subd. 12.;

10. Coverage of 100% of the cost sharing for the benefits
described in pars. (¢) 1., 5., 6., 8., 13., 16., and 17., and (i) 2., to
the extent the benefits do not duplicate benefits paid by Medicare
and after the policyholder pays the Medicare Part A and Part B
deductible and meets the out—of—pocket limitation described
under subd. 12.;

11. Coverage for 100% of the cost sharing for Medicare Part
B preventive services after the policyholder pays the Medicare
Part B deductible; and

12. Coverage of 100% of all cost sharing under Medicare Part
A or B for the balance of the calendar year after the individual has
reached the out—of—pocket limitation on annual expenditures
under Medicare Parts A and B of $2,000 in 2006, indexed each
year by the appropriate inflation adjustment specified by the sec-
retary.

(5m) AUTHORIZED MEDICARE SUPPLEMENT POLICY AND CER-
TIFICATE DESIGNATION, CAPTIONS, REQUIRED COVERAGES, AND PER-
MISSIBLE ADDITIONAL BENEFITS FOR POLICIES OR CERTIFICATES
OFFERED TO PERSONS FIRST ELIGIBLE FOR MEDICARE ON OR AFTER
JUNE 1,2010 AND PRIOR TO JANUARY 1,2020. (a) All of the following
standards are applicable to a Medicare supplement policy or cer-
tificate that is delivered or issued to persons first eligible for Medi-
care on or after June 1, 2010, and prior to January 1, 2020:

1. No policy or certificate may be advertised, solicited, deliv-
ered, or issued to persons first eligible for Medicare on or after
June 1, 2010, and prior to January 1, 2020, as a Medicare supple-
ment policy or certificate unless it complies with the benefit stan-
dards. All of the following standards are applicable to Medicare
supplement policies or certificates, delivered or issued in this
state:

b. Benefit standards applicable to Medicare supplement poli-
cies and certificates, issued to a person first eligible for Medicare
prior to June 1, 2010, remain subject to the applicable require-
ments contained in sub. (5).

2. For a policy or certificate to meet the requirements of sub.
(4m), it shall contain the authorized designation, caption and
required coverage. A Medicare supplement policy or certificate
shall include all of the following:

a. The designation: MEDICARE SUPPLEMENT INSUR-
ANCE.

b. The following caption, except that the word “certificate”
may be used instead of “policy,” if appropriate: “The Wisconsin
Insurance Commissioner has set standards for Medicare supple-
ment insurance. This policy meets these standards. It, along with
Medicare, may not cover all of your medical costs. You should
review carefully all policy limitations. For an explanation of these
standards and other important information, see “Wisconsin Guide
to Health Insurance for People with Medicare,” given to you when
you applied for this policy. Do not buy this policy if you did not
get this guide.”

(d) The following required coverages shall be referred to as
“Basic Medicare Supplement Coverage:”
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1. Coverage of at least 175 days per lifetime for inpatient psy-
chiatric hospital care upon exhaustion of Medicare hospital inpa-
tient psychiatric coverage.

2. Coverage of coinsurance or copayments for Medicare Part
A eligible expenses in a skilled nursing facility from the 21st
through the 100th day in a benefit period.

3. Coverage for all Medicare Part A eligible expenses for the
first 3 pints of blood or equivalent quantities of packed red blood
cells to the extent not covered by Medicare.

4. Coverage of coinsurance or copayments for all Medicare
Part A eligible expenses for hospice and respite care.

5. Coverage of coinsurance or copayment for Medicare Part
B eligible expenses to the extent not paid by Medicare, or in the
case of hospital outpatient department services paid under a
prospective payment system including outpatient psychiatric
care, regardless of hospital confinement, subject to the Medicare
Part B calendar year deductible.

6. Coverage for the usual and customary home care expenses
to a minimum of 40 visits per 12—month period as required under
s. 632.895 (1) and (2), Stats., and s. Ins 3.54.

7. Coverage for skilled nursing care and kidney disease treat-
ment as required under s. 632.895 (3) and (4), Stats. Coverage for
skilled nursing care shall be in addition to the required coverage
under subd. 1., payment of coinsurance or copayment for Medi-
care Part A eligible skilled nursing care may not count as satisfy-
ing the coverage requirement of at least 30 days of non—Medicare
eligible skilled nursing care under s. 632.895 (3), Stats.

8. In group policies, coverage for nervous and mental disor-
der and alcoholism and other drug abuse coverage as required
under s. 632.89, Stats.

9. Coverage in full for all usual and customary expenses for
chiropractic services required by s. 632.87 (3), Stats. Issuers are
not required to duplicate benefits paid by Medicare.

10. Coverage of the first 3 pints of blood payable under Medi-
care Part B.

11. Coverage of Medicare Part A eligible expenses for hospi-
talization to the extent not covered by Medicare from the 61st day
through the 90th day in any Medicare benefit period.

12. Coverage of Medicare Part A eligible expenses incurred
as daily hospital charges during use of Medicare’s lifetime hospi-
tal inpatient reserve days.

13. Upon exhaustion of all Medicare hospital inpatient cover-
age including the lifetime reserve days, coverage of all Medicare
Part A eligible expenses for hospitalization not covered by Medi-
care for an additional 365 days to the extent the hospital is per-
mitted to charge Medicare by federal law and regulation and sub-
ject to the Medicare reimbursement rate and a lifetime maximum
benefit. The provider shall accept the issuer’s payment as pay-
ment in full and may not balance bill the insured.

14. Coverage in accordance with s. 632.895 (6), Stats., for
treatment of diabetes including non—prescription insulin or any
other non—prescription equipment and supplies for the treatment
of diabetes, but not including any other outpatient prescription
medications. Issuers are not required to duplicate expenses paid
by Medicare.

15. Coverage for preventive health care services not covered
by Medicare and as determined to be medically appropriate by an
attending physician. These benefits shall be included in the basic
policy or certificate. Reimbursement shall be for the actual
charges up to 100% of the Medicare approved amount for each
service, as if Medicare were to cover the service, as identified in
the American Medical Association Current Procedural Terminol-
ogy codes, to a minimum of $120 annually under this benefit. This
benefit may not include payment for any procedure covered by
Medicare.
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16. Coverage in full for all usual and customary expenses of
hospital and ambulatory surgery center charges and anesthetics
for dental care required by s. 632.895 (12), Stats. Issuers are not
required to duplicate benefits paid by Medicare.

17. Coverage in full for all usual and customary expenses for
breast reconstruction required by s. 632.895 (13), Stats. Issuers
are not required to duplicate benefits paid by Medicare.

(e) Permissible coverage options may only be added to the pol-
icy or certificate as separate riders. The issuer shall issue a sepa-
rate rider for each option offered. Issuers shall ensure that the rid-
ers offered are compliant with MMA, each rider is priced
separately, available for purchase separately at any time, subject
to underwriting and the preexisting limitation allowed in sub.
(4m) (a) 2. The issuer shall not issue to the same insured for the
same period of coverage both the Medicare Part A Deductible
rider and the Medicare 50% Part A Deductible rider. The issuer
shall not issue to the same insured for the same period of coverage
both the Medicare Part B Deductible rider and the Medicare Part
B Copayment or Coinsurance rider. Separate riders, if offered,
shall consist of the following:

1. Coverage of 100% of the Medicare Part A hospital deducti-
ble. The rider shall be designated: MEDICARE PART A
DEDUCTIBLE RIDER.

2. Coverage of 50% of the Medicare Part A hospital deduct-
ible per benefit period with no out—of—pocket maximum. The
rider shall be designated: MEDICARE 50% PART A DEDUCT-
IBLE RIDER.

3. Coverage of home health care for an aggregate of 365 visits
per policy or certificate year as required by s. 632.895 (1) and (2),
Stats. The rider shall be designated as: ADDITIONAL HOME
HEALTH CARE RIDER.

4. Coverage of 100% of the Medicare Part B medical deducti-
ble. The rider shall be designated as: MEDICARE PART B
DEDUCTIBLE RIDER.

5. Medicare Part B Copayment or Coinsurance Rider. Under
this option, the insured’s copayment or coinsurance will be the
lesser of $20 per office visit or the Medicare Part B coinsurance
and the lesser of $50 per emergency room visit or the Medicare
Part B coinsurance that is in addition to the Medicare Part B medi-
cal deductible. The emergency room copayment or coinsurance
fee shall be waived if the insured is admitted to any hospital and
the emergency visit is subsequently covered as a Medicare Part A
expense. The rider shall be designated as: MEDICARE PART B
COPAYMENT OR COINSURANCE RIDER.

6. Coverage of the difference between Medicare Part B eligi-
ble charges and the amount charged by the provider that shall be
no greater than the actual charge or the limiting charge allowed by
Medicare. The rider shall be designated as: MEDICARE PART
B EXCESS CHARGES RIDER.

7. Coverage for services obtained outside the United States.
An issuer that offers this benefit may not limit coverage to Medi-
care deductibles, coinsurance and copayments. Coverage may
contain a deductible of up to $250. Coverage shall pay at least
80% of the billed charges for Medicare—eligible expenses for
medically necessary emergency hospital, physician and medical
care received in a foreign country; which care would have been
covered by Medicare if provided in the United States and which
care began during the first 60 consecutive days of each trip outside
the United States for up to a lifetime maximum benefit of at least
$50,000. For purposes of this benefit, “emergency hospital, phy-
sicians and medical care” shall mean care needed immediately
because of an injury or an illness of sudden and unexpected onset.
The rider shall be designated as: FOREIGN TRAVEL EMER-
GENCY RIDER.
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(f) For HMO Medicare select policies, only the benefits speci-
fied in sub. (30m) (p), (r) and (s), may be offered in addition to
Medicare benefits.

(g) For the Medicare supplement 50% Cost—Sharing plans,
only the following:

1. The designation: MEDICARE SUPPLEMENT 50%
COST-SHARING PLAN.

2. Coverage of coinsurance or copayment for Medicare Part
A hospital amount for each day used from the 61st through the
90th day in any Medicare benefit period.

3. Coverage of coinsurance or copayment of Medicare Part
A hospital amount for each Medicare lifetime inpatient reserve
day used from the 91st through the 150th day in any Medicare ben-
efit period.

4. Upon exhaustion of the Medicare hospital inpatient cover-
age, including the lifetime reserve days, coverage for 100% of the
Medicare Part A eligible expenses for hospitalization paid at the
applicable prospective payment system rate, or other appropriate
Medicare standard of payment, subject to a lifetime limitation
benefit of an additional 365 days.

5. Coverage for 50% of the Medicare Part A inpatient hospital
deductible amount per benefit period until the out—of—pocket lim-
itation is met as described in subd. 12.

6. Coverage for 50% of the coinsurance or copayment amount
for each day used from the 21st day through the 100th day in a
Medicare benefit period for post—hospital skilled nursing facility
care eligible under Medicare Part A until the out—of—pocket limi-
tation is met as described in subd. 12.

7. Coverage for 50% of coinsurance or copayments for all
Medicare Part A eligible expenses and respite care until the out—
of—pocket limitation is met as described in subd. 12.

8. Coverage for 50%, under Medicare Part A or B, of the rea-
sonable cost of the first 3 pints of blood, or equivalent quantities
of packed red blood cells, as defined under federal regulations,
unless replaced in accordance with federal regulations until the
out—of—pocket limitation is met as described in subd. 12.

9. Except for coverage provided in subd. 11., coverage for
50% of the coinsurance or copayment otherwise applicable under
Medicare Part B after the policyholder or certificateholder pays
the Medicare Part B deductible until the out—of—pocket limitation
is met as described in subd. 12.

10. Coverage for 100% of the coinsurance or copayments for
the benefits described in pars. (d) 1.,6.,7.,9.,14.,16.,and 17., and
(e) 3., to the extent the benefits do not duplicate benefits paid by
Medicare and after the policyholder or certificateholder pays the
Medicare Part A and B deductibles and meets the out—of—pocket
limitation described in subd. 12.

11. Coverage for 100% of the coinsurance or copayments for
Medicare Part B preventive services after the policyholder or cer-
tificateholder pays the Medicare Part B deductible.

12. Coverage for 100% of all cost sharing under Medicare
Part A or B for the balance of the calendar year after the individual
has reached the out—of—pocket limitation on annual expenditures
under Medicare Parts A and B of [$4,440], indexed each year by
the appropriate inflation adjustment specified by the secretary.

(h) For the Medicare Supplement 25% Cost—Sharing plans,
only the following:

1. The designation: MEDICARE SUPPLEMENT 25%
COST-SHARING PLAN.

2. Coverage for 100% of the Medicare Part A hospital coin-
surance or copayment amount for each day used from the 61st
through the 90th day in any Medicare benefit period.

3. Coverage for 100% of the Medicare Part A hospital coin-
surance or copayment amount for each Medicare lifetime inpa-
tient reserve day used from the 91st through the 150th day in any
Medicare benefit period.
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4. Upon exhaustion of the Medicare hospital inpatient cover-
age, including the lifetime reserve days, coverage for 100% of the
Medicare Part A eligible expenses for hospitalization paid at the
applicable prospective payment system rate, or other appropriate
Medicare standard of payment, subject to a lifetime limitation
benefit of an additional 365 days.

5. Coverage for 75% of the Medicare Part A inpatient hospital
deductible amount per benefit period until the out—of—pocket lim-
itation is met as described in subd. 12.

6. Coverage for 75% of the coinsurance or copayment amount
for each day used from the 21st day through the 100th day in a
Medicare benefit period for post—hospital skilled nursing facility
care eligible under Medicare Part A until the out—of—pocket limi-
tation is met as described in subd. 12.

7. Coverage for 75% of cost sharing for all Medicare Part A
eligible expenses and respite care until the out—of—pocket limita-
tion is met as described in subd. 12.

8. Coverage for 75%, under Medicare Part A or B, of the rea-
sonable cost of the first 3 pints of blood, or equivalent quantities
of packed red blood cells, as defined under federal regulations,
unless replaced in accordance with federal regulations until the
out—of—pocket limitation is met as described in subd. 12.

9. Except for coverage provided in subd. 11., coverage for
75% of the cost sharing otherwise applicable under Medicare Part
B, after the policyholder or certificateholder pays the Medicare
Part B deductible until the out—of—pocket limitation is met as
described in subd. 12.

10. Coverage for 100% of the cost sharing for the benefits
described in pars. (d) 1., 6., 7., 9., 14., 16., and 17., and (e) 3., to
the extent the benefits do not duplicate benefits paid by Medicare
and after the policyholder or certificateholder pays the Medicare
Part A and B deductible and meets the out—of—pocket limitation
described in subd. 12.

11. Coverage for 100% of the cost sharing for Medicare Part
B preventive services after the policyholder or certificateholder
pays the Medicare Part B deductible.

12. Coverage for 100% of all cost sharing under Medicare
Parts A and B for the balance of the calendar year after the individ-
ual has reached the out—of—pocket limitation on annual expendi-
tures under Medicare Parts A and B of [$2,220], indexed each year
by the appropriate inflation adjustment specified by the secretary.

(k) For the Medicare supplement high deductible plan, the fol-
lowing:
1. The designation: MEDICARE SUPPLEMENT INSUR-
ANCE-HIGH DEDUCTIBLE PLAN.

2. Coverage for 100% of benefits described in pars. (d) and
(e) 1.,3.,4.,6.,and 7., following the payment of the annual high
deductible.

3. The annual high deductible shall consist of out—of—pocket
expenses, other than premiums, for services covered in subd. 2
and shall be in addition to any other specific benefit deductibles.

4. The annual high deductible shall be $2000 and shall be
adjusted annually by the secretary to reflect the change in the Con-
sumer Price Index for all urban consumers for the twelve—month
period ending with August of the preceding year, and rounded to
the nearest multiple of $10.

(5t) AUTHORIZED MEDICARE SUPPLEMENT POLICY AND CERTIFI-
CATE DESIGNATION, CAPTIONS, REQUIRED COVERAGES, AND PERMIS-
SIBLE ADDITIONAL BENEFITS FOR POLICIES OR CERTIFICATES OFFERED
TO PERSONS FIRST ELIGIBLE FOR MEDICARE ON OR AFTER JANUARY
1, 2020. (a) All of the following standards are applicable to all
Medicare supplement policies or certificates delivered or issued
for delivery in this state to individuals newly eligible for Medicare
on or after January 1, 2020:
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1. Policies or certificates issued to persons newly eligible for
Medicare on or after January 1, 2020, shall not provide an option
to elect coverage of the Medicare Part B medical deductible rider.

2. Insurers may continue to sell and renew policies and certifi-
cates that contain the Medicare Part B medical deductible benefit
or rider to Medicare eligible persons who were first eligible for
Medicare prior to January 1, 2020.

(b) 1. No Medicare supplement policy or certificate may be
advertised, solicited, delivered, or issued for delivery in this state
as a Medicare supplement policy or certificate unless it complies
with these benefit standards. All of the following standards are
applicable to Medicare supplement policies or certificates deliv-
ered or issued in this state:

a. Benefit standards applicable to Medicare supplement poli-
cies and certificates issued to persons first eligible for Medicare
prior to June 1, 2010, remain subject to the applicable require-
ments contained in sub. (5).

b. Benefit standards applicable to Medicare supplement poli-
cies and certificates issued to persons first eligible for Medicare
on or after June 1, 2010, and prior to January 1, 2020, remain sub-
ject to the applicable requirements contained in sub. (Sm).

2. Policies or certificates shall contain the authorized designa-
tion, caption and required coverage in order to meet the require-
ments of sub. (4t). A Medicare supplement policy or certificate
shall include all of the following:

a. The designation: MEDICARE SUPPLEMENT INSUR-
ANCE.

b. The following caption, except that the word “certificate”
may be used instead of “policy,” if appropriate: “The Wisconsin
Insurance Commissioner has set standards for Medicare supple-
ment insurance. This policy meets these standards. It, along with
Medicare, may not cover all of your medical costs. You should
review carefully all policy limitations. For an explanation of these
standards and other important information, see “Wisconsin Guide
to Health Insurance for People with Medicare,” given to you when
you applied for this policy. Do not buy this policy if you did not
get this guide.”

(d) All of the following required coverages shall be referred
to as “Basic Medicare Supplement Coverage:”

1. Coverage of at least 175 days per lifetime for inpatient psy-
chiatric hospital care upon exhaustion of Medicare hospital inpa-
tient psychiatric coverage.

2. Coverage of coinsurance or copayments for Medicare Part
A eligible expenses in a skilled nursing facility from the 21st
through the 100th day in a benefit period.

3. Coverage for all Medicare Part A eligible expenses for the

first 3 pints of blood or equivalent quantities of packed red blood
cells to the extent not covered by Medicare.

4. Coverage of coinsurance or copayments for all Medicare
Part A eligible expenses for hospice and respite care.

5. Coverage of coinsurance or copayment for Medicare Part
B eligible expenses to the extent not paid by Medicare or, in the
case of hospital outpatient department services paid under a
prospective payment system including outpatient psychiatric
care, regardless of hospital confinement, subject to the Medicare
Part B calendar year deductible.

6. Coverage for the usual and customary home care expenses
to a minimum of 40 visits per 12—month period as required under
s. 632.895 (2) (d), Stats., and s. Ins 3.54.

7. Coverage for skilled nursing care and kidney disease treat-
ment as required under s. 632.895 (3) and (4), Stats. Coverage for
skilled nursing care shall be in addition to the required coverage
under subd. 1. Payment of coinsurance or copayment for Medi-
care Part A eligible skilled nursing care may not count as satisfy-
ing the coverage requirement of at least 30 days of non—Medicare
eligible skilled nursing care under s. 632.895 (3), Stats.
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8. In group policies, coverage for nervous and mental disor-
ders and alcoholism and other drug abuse coverage as required
under s. 632.89, Stats.

9. Coverage in full for all usual and customary expenses for
chiropractic services consistent with s. 632.87 (3), Stats. Issuers
are not required to duplicate benefits paid by Medicare.

10. Coverage of the first 3 pints of blood payable under Medi-
care Part B.

11. Coverage of Medicare Part A eligible expenses for hospi-
talization to the extent not covered by Medicare from the 61st day
through the 90th day in any Medicare benefit period.

12. Coverage of Medicare Part A eligible expenses incurred
as daily hospital charges during use of Medicare’s lifetime hospi-
tal inpatient reserve days.

13. Upon exhaustion of all Medicare hospital inpatient cover-
age including the lifetime reserve days, coverage of all Medicare
Part A eligible expenses for hospitalization not covered by Medi-
care for an additional 365 days to the extent the hospital is permit-
ted to charge Medicare by federal law and regulation and subject
to the Medicare reimbursement rate and a lifetime maximum ben-
efit. The provider shall accept the issuer’s payment as payment
in full and may not balance bill the insured.

14. Coverage in accordance with s. 632.895 (6), Stats., for
treatment of diabetes including non—prescription insulin or any
other non—prescription equipment and supplies for the treatment
of diabetes, but not including any other outpatient prescription
medications. Issuers are not required to duplicate expenses paid
by Medicare.

15. Coverage for preventive health care services not covered
by Medicare and as determined to be medically appropriate by an
attending physician. These benefits shall be included in the basic
policy or certificate. Reimbursement shall be for the actual
charges up to 100% of the Medicare approved amount for each
service, as if Medicare were to cover the service, as identified in
the American Medical Association Current Procedural Terminol-
ogy codes, to a minimum of $120 annually under this benefit. This
benefit may not include payment for any procedure covered by
Medicare.

16. Coverage in full for all usual and customary expenses of
hospital and ambulatory surgery center charges and anesthetics
for dental care required by s. 632.895 (12), Stats. Issuers are not
required to duplicate benefits paid by Medicare.

17. Coverage in full for all usual and customary expenses for
breast reconstruction required by s. 632.895 (13), Stats. Issuers
are not required to duplicate benefits paid by Medicare.

(e) Permissible coverage options may only be added to the pol-
icy or certificate as separate riders. The issuer shall issue a sepa-
rate rider for each option offered. Issuers shall ensure that the rid-
ers offered are compliant with MACRA and each rider is priced
separately, available for purchase separately at any time, subject
to underwriting and the preexisting limitation allowed in sub. (4t)
(a) 2. The issuer shall not issue to the same insured for the same
period of coverage both the Medicare Part A deductible rider and
the Medicare 50% Part A deductible rider. If separate riders are
offered, the separate riders shall only consist of any of the follow-
ing riders:

1. Coverage of 100% of the Medicare Part A hospital
deductible. The rider shall be designated as: MEDICARE PART
A DEDUCTIBLE RIDER.

2. Coverage of 50% of the Medicare Part A hospital
deductible per benefit period with no out—of—pocket maximum.
The rider shall be designated as: MEDICARE 50% PART A
DEDUCTIBLE RIDER.

3. Coverage of home health care for an aggregate of 365 visits
per policy or certificate year as required by s. 632.895 (2) (e),
Stats. The rider shall be designated as: ADDITIONAL HOME
HEALTH CARE RIDER.
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4. Coverage of Medicare Part B Copayment or Coinsurance
Rider. Under this rider, the insured’s copayment or coinsurance
will be the lesser of $20 per office visit or the Medicare Part B
coinsurance and the lesser of $50 per emergency room visit or the
Medicare Part B coinsurance that is in addition to the Medicare
Part B medical deductible. The emergency room copayment or
coinsurance fee shall be waived if the insured is admitted to any
hospital and the emergency visit is subsequently covered as a
Medicare Part A expense. The rider shall be designated as: MEDI-
CARE PART B COPAYMENT OR COINSURANCE RIDER.

5. Coverage of the difference between Medicare Part B eligi-
ble charges and the amount charged by the provider that shall be
no greater than the actual charge or the limiting charge allowed by
Medicare. The rider shall be designated as: MEDICARE PART B
EXCESS CHARGES RIDER.

6. Coverage for services obtained outside the United States.
An issuer that offers this rider may not limit coverage to Medicare
deductibles, coinsurance and copayments. Coverage may contain
a deductible of up to $250. Coverage shall pay at least 80% of the
billed charges for Medicare—eligible expenses for medically nec-
essary emergency hospital, physician and medical care received
in a foreign country; care that would have been covered by Medi-
care if provided in the United States; and when the care began dur-
ing the first 60 consecutive days of each trip outside the United
States for up to a lifetime maximum benefit of at least $50,000.
For purposes of this rider, “emergency hospital, physicians and
medical care” shall mean care needed immediately because of an
injury or an illness of sudden and unexpected onset. The rider shall
be designated as: FOREIGN TRAVEL EMERGENCY RIDER.

(f) For HMO Medicare select policies, only the benefits speci-
fied in sub. (30t) (p), (r) and (s) may be offered in addition to Medi-
care benefits.

(g) For Medicare supplement 50% Cost—Sharing plans, all of
the following shall be included:

1. The designation: Medicare Supplement 50% cost—shar-
ing plan.

2. Coverage of coinsurance or copayment for Medicare Part
A hospital amount for each day used from the 61st through the
90th day in any Medicare benefit period.

3. Coverage of coinsurance or copayment of Medicare Part
A hospital amount for each Medicare lifetime inpatient reserve
day used from the 91st through the 150th day in any Medicare ben-
efit period.

4. Upon exhaustion of the Medicare hospital inpatient cover-
age, including the lifetime reserve days, coverage for 100% of the
Medicare Part A eligible expenses for hospitalization paid at the
applicable prospective payment system rate, or other appropriate
Medicare standard of payment, subject to a lifetime limitation
benefit of an additional 365 days.

5. Coverage for 50% of the Medicare Part A inpatient hospital
deductible amount per benefit period until the out—of—pocket lim-
itation as described in subd. 12. is met.

6. Coverage for 50% of the coinsurance or copayment amount
for each day used from the 21st day through the 100th day in a
Medicare benefit period for post—hospital skilled nursing facility
care eligible under Medicare Part A until the out—of—pocket limi-
tation as described in subd. 12. is met.

7. Coverage for 50% of coinsurance or copayments for all
Medicare Part A eligible expenses and respite care until the out—
of—pocket limitation as described in subd. 12. is met.

8. Coverage for 50%, under Medicare Part A or B, of the rea-
sonable cost of the first 3 pints of blood, or equivalent quantities
of packed red blood cells, as defined under federal regulations,
unless replaced in accordance with federal regulations until the
out—of—pocket limitation as described in subd. 12. is met.

9. Except for coverage provided in subd. 11., coverage for
50% of the coinsurance or copayment otherwise applicable under
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Medicare Part B after the policyholder or certificateholder pays
the Medicare Part B deductible until the out—of—pocket limitation
as described in subd. 12. is met.

10. Coverage for 100% of the coinsurance or copayments for
the benefits described in pars. (d) 1.,6.,7.,9.,14.,16.,and 17. and
(e) 3., to the extent the benefits do not duplicate benefits paid by
Medicare and after the policyholder or certificateholder pays the
Medicare Part A and B deductibles and the out—of—pocket limita-
tion described in subd. 12. is met.

11. Coverage for 100% of the coinsurance or copayments for
Medicare Part B preventive services after the policyholder or cer-
tificateholder pays the Medicare Part B deductible.

12. Coverage for 100% of all cost sharing under Medicare
Part A or B for the balance of the calendar year after the individual
has reached the out—of—pocket limitation on annual expenditures
under Medicare Parts A and B indexed each year by the appropri-
ate inflation adjustment specified by the secretary.

(h) For Medicare Supplement 25% Cost—Sharing plans, all of
the following shall be included:

1. The designation: Medicare Supplement 25% cost—shar-
ing plan.

2. Coverage for 100% of the Medicare Part A hospital coin-
surance or copayment amount for each day used from the 61st
through the 90th day in any Medicare benefit period.

3. Coverage for 100% of the Medicare Part A hospital coin-
surance or copayment amount for each Medicare lifetime inpa-
tient reserve day used from the 91st through the 150th day in any
Medicare benefit period.

4. Upon exhaustion of the Medicare hospital inpatient cover-
age, including the lifetime reserve days, coverage for 100% of the
Medicare Part A eligible expenses for hospitalization paid at the
applicable prospective payment system rate, or other appropriate
Medicare standard of payment, subject to a lifetime limitation
benefit of an additional 365 days.

5. Coverage for 75% of the Medicare Part A inpatient hospital
deductible amount per benefit period until the out—of—pocket lim-
itation as described in subd. 12. is met.

6. Coverage for 75% of the coinsurance or copayment amount
for each day used from the 21st day through the 100th day in a
Medicare benefit period for post—hospital skilled nursing facility
care eligible under Medicare Part A until the out—of—pocket limi-
tation as described in subd. 12. is met.

7. Coverage for 75% of cost sharing for all Medicare Part A

eligible expenses and respite care until the out—of—pocket limita-
tion as described in subd. 12. is met.

8. Coverage for 75%, under Medicare Part A or B, of the rea-
sonable cost of the first 3 pints of blood, or equivalent quantities
of packed red blood cells, as defined under federal regulations,
unless replaced in accordance with federal regulations until the
out—of—pocket limitation as described in subd. 12. is met.

9. Except for coverage provided in subd. 11., coverage for
75% of the cost sharing otherwise applicable under Medicare Part
B, after the policyholder or certificateholder pays the Medicare
Part B deductible until the out—of—pocket limitation as described
in subd. 12. is met.

10. Coverage for 100% of the cost sharing for the benefits
described in pars. (d) 1., 6., 7., 9., 14., 16., and 17. and (e) 3., to
the extent the benefits do not duplicate benefits paid by Medicare
and after the policyholder or certificateholder pays the Medicare
Part A and B deductible and the out—of—pocket limitation
described in subd. 12. is met.

11. Coverage for 100% of the cost sharing for Medicare Part
B preventive services after the policyholder or certificateholder
pays the Medicare Part B deductible.

12. Coverage for 100% of all cost sharing under Medicare
Parts A and B for the balance of the calendar year after the individ-
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ual has reached the out—of—pocket limitation on annual expendi-
tures under Medicare Parts A and B indexed each year by the
appropriate inflation adjustment specified by the secretary.

(k) For the Medicare supplement high deductible plan, all of
the following shall be included:

1. The designation: MEDICARE SUPPLEMENT INSUR-
ANCE-HIGH DEDUCTIBLE PLAN.

2. Coverage for 100% of benefits described in pars. (d) and
(e) 1., 3., 5., and 6., following the payment of the annual high
deductible.

3. The annual high deductible shall consist of out—of—pocket
expenses, other than premiums, for services covered in subd. 2
and shall be in addition to any other specific benefit deductibles.

4. The annual high deductible shall be $2,000 and shall be
adjusted annually by the secretary to reflect the change in the Con-
sumer Price Index for all urban consumers for the 12—-month
period ending with August of the preceding year, and rounded to
the nearest multiple of $10.

(L) Nothing in this section shall be construed to prohibit an
insurer from discontinuing the marketing of policies offered
under sub. (5m), (5t), (7), (30m), or (30t).

(6) USUAL, CUSTOMARY AND REASONABLE CHARGES. An issuer
can only include a policy or certificate provision limiting benefits
to the usual, customary and reasonable charge as determined by
the issuer for coverages described in sub. (5) (c) 5., 8. and 13.,
(5m) (d) 6., 9., and 14., or (5t) (d) 6., 9., and 14. If the issuer
includes such a provision, the issuer shall:

(a) Define those terms in the policy or rider and disclose to the
policyholder that the UCR charge may not equal the actual charge,
if this is true.

(b) Have reasonable written standards based on similar ser-
vices rendered in the locality of the provider to support benefit
determination which shall be made available to the commissioner
on request.

(7) AUTHORIZED MEDICARE COST POLICY DESIGNATION, CAP-
TIONS AND REQUIRED MINIMUM COVERAGES. (a) A Medicare cost
policy that is issued by an issuer that has a cost contract with CMS
for Medicare benefits shall meet the standards and requirements
of sub. (4) and shall contain all of the following required cover-
ages, to be referred to as “Basic Medicare cost coverage” for a pol-
icy issued to persons first eligible for Medicare after January 1,
2005, and prior to June 1, 2010:

1. The designation: MEDICARE COST INSURANCE;

2. The caption, except that the word “certificate” may be used
instead of “policy,” if appropriate: “The Wisconsin Insurance
Commissioner has set minimum standards for Medicare cost
insurance. This policy meets these standards. For an explanation
of these standards and other important information, see “Wiscon-
sin Guide to health Insurance for People with Medicare,” given to
you when you bought this policy. Do not buy this policy if you did
not get this guide;”

3. Upon exhaustion of Medicare hospital inpatient psychiat-
ric coverage, at least 175 days per lifetime for inpatient psychiatric
hospital care;

4. Medicare Part A eligible expenses in a skilled nursing facil-
ity for the copayments for the 215t through the 100t day;

5. All Medicare Part A eligible expenses for blood to the
extent not covered by Medicare;

6. All Medicare Part B eligible expenses to the extent not paid
by Medicare, or in the case of hospital outpatient department ser-
vices paid under a prospective payment system, the copayment
amount, including outpatient psychiatric care, subject to Medi-
care Part B calendar year deductible;

7. Coverage for the first three pints of blood payable under
Medicare Part B;
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8. Coverage of Medicare Part A eligible expenses for hospi-
talization to the extent not covered by Medicare from the 615 day
through the 90t day in any Medicare benefit period;

9. Coverage of Medicare Part A eligible expenses incurred as
daily hospital charges during use of Medicare’s lifetime hospital
inpatient reserve days;

10. Upon exhaustion of all Medicare hospital inpatient cover-
age including the lifetime reserve days, coverage of all Medicare
Part A expenses for hospitalization not covered by Medicare and
to the extent the hospital is permitted to charge by federal law and
regulation or at the Medicare reimbursement rate; and

11. Coverage for preventive health care services not covered
by Medicare and as determined to be medically appropriate by an
attending physician. If offered, these benefits shall be included in
the basic policy. Reimbursement shall be for the actual charges
up to 100% of the Medicare approved amount for each service, as
if Medicare were to cover the service, as identified in the Ameri-
can Medical Association Current Procedural Terminology (AMA
CPT) codes, to a minimum of $120 annually under this benefit.
This benefit shall not include payment for any procedure covered
by Medicare.

(b) Medicare cost policies are exempt from the provisions of
s. 632.73 (2m), Stats., and are subject to all of the following:

1. Medicare cost policies shall permit members to disenroll
at any time for any reason. Premiums paid for any period of the
policy beyond the date of disenrollment shall be refunded to the
member on a pro rata basis. A Medicare cost policy shall include
a written provision providing for the right to disenroll that shall
contain all of the following:

a. Be printed on, or attached to, the first page of the policy.

b. Have the following caption or title: “RIGHT TO DISEN-
ROLL FROM PLAN.”

c¢. Include the following language or substantially similar lan-
guage approved by the commissioner. “You may disenroll from
the plan at any time for any reason. However, it may take up to
60 days to return you to the regular Medicare program. Your dis-
enrollment will become effective on the day you return to regular
Medicare. You will be notified by the plan of the date that your
disenrollment becomes effective. The plan will return any unused
premium to you on a pro rata basis.”

2. The Medicare cost policy may require requests for disen-
rollment to be in writing. Enrollees may not be required to give
their reasons for disenrolling, or to consult with an agent or other
representative of the issuer before disenrolling.

(c) For Medicare cost policies issued to persons first eligible
for Medicare prior to June 1, 2010, each issuer offering Medicare
cost policies may offer an enhanced Medicare cost policy that
contains the coverage described in sub. (5) (¢) 5.,6.,7.,8.,13.,15.,
16., 17., and the riders described in sub. (5) (i).

(cm) For Medicare cost policies issued to persons first eligible
for Medicare on or after June 1, 2010, and prior to January 1, 2020,
each issuer offering Medicare cost policies may offer an enhanced
Medicare cost policy that contains the coverage described in sub.
(5m) (d)6.,7.,8.,10.,14.,16., 17., and the riders described in sub.
(5m) (e).

(ct) For Medicare cost policies issued to individuals newly eli-
gible for Medicare on or after January 1, 2020, each issuer offering
Medicare cost policies may offer an enhanced Medicare cost pol-
icy that contains the coverage described in sub. (5t) (d) 6., 7., 8.,
10., 14., 16. and 17., and the riders described in sub. (5t) (e).

(d) In addition to all other subsections that are applicable to
Medicare cost policies, the marketing of Medicare cost policies
shall comply with the requirements of Medicare supplement poli-
cies contained in subs. (15), (21), (24), and (25). The outline of
coverage listed in Appendix 1 and the replacement form specified
in Appendix 7 shall be modified to accurately reflect the benefit,
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exclusions and other requirements that differ from Medicare sup-
plement policies approved under sub. (5).

(dm) For Medicare cost policies issued to persons first eligible
for Medicare on or after June 1, 2010, and prior to January 1, 2020,
in addition to all other subsections that are applicable to Medicare
cost policies, the marketing of Medicare cost policies shall com-
ply with the requirements of Medicare supplement policies con-
tained in subs. (15), (21), (24), and (25). The outline of coverage
listed in Appendix 2m and the replacement form specified in
Appendix 7 shall be modified to accurately reflect the benefits,
exclusions and other requirements that differ from Medicare sup-
plement policies approved under sub. (Sm).

(dt) For Medicare cost policies issued to persons newly eligi-
ble for Medicare on or after January 1, 2020, in addition to all
other subsections that are applicable to Medicare cost policies, the
marketing of Medicare cost policies shall comply with the
requirements of Medicare supplement policies contained in subs.
(15),(21),(24), and (25). The outline of coverage listed in Appen-
dix 2t and the replacement form specified in Appendix 7 shall be
modified to accurately reflect the benefits, exclusions and other
requirements that differ from Medicare supplement policies
approved under sub. (5t).

(8) PERMISSIBLE MEDICARE SUPPLEMENT POLICY AND CERTIFI-
CATE, MEDICARE SELECT POLICY AND CERTIFICATE, AND MEDICARE
COST POLICY EXCLUSIONS AND LIMITATIONS. (a) The coverage set
out in subs. (5), (5Sm), (5t), (7), (30), (30m), and (30t), as applica-
ble:

1. Shall exclude expenses for which the insured is compen-
sated by Medicare;

2. May contain an appropriate provision relating to the effect
of other insurance on claims;

3. May contain a pre—existing condition waiting period provi-
sion as provided in sub. (4) (a) 2., which shall appear as a separate
paragraph on the first page of the policy and shall be captioned or
titled “Pre—existing Condition Limitations;” and

4. May, if issued by a health maintenance organization as
defined by s. 609.01 (2), Stats., include territorial limitations
which are generally applicable to all coverage issued by the plan.

5. May exclude coverage for the treatment of service related
conditions for members or ex—members of the armed forces by
any military or veterans hospital or soldier home or any hospital
contracted for or operated by any national government or agency.

(b) If the insured chooses not to enroll in Medicare Part B, the
issuer may exclude from coverage the expenses which Medicare
Part B would have covered if the insured were enrolled in Medi-
care Part B. An issuer may not exclude Medicare Part B eligible
expenses incurred beyond what Medicare Part B would cover.

(c) The coverages set out in subs. (5), (Sm), (5t), (7), (30),
(30m), and (30t) may not exclude, limit, or reduce coverage for
specifically named or described preexisting diseases or physical
conditions, except as provided in par. (a) 3.

(e) A Medicare cost policy, Medicare supplement policy or
certificate and Medicare select policy or certificate may include
other exclusions and limitations that are not otherwise prohibited
and are not more restrictive than exclusions and limitations con-
tained in Medicare.

(9) INDIVIDUAL POLICIES PROVIDING NURSING HOME, HOSPITAL
CONFINEMENT INDEMNITY, SPECIFIED DISEASE AND OTHER COVER-
AGES. (a) Caption requirements. Captions required by this sub-
section shall be:

1. Printed and conspicuously placed on the first page of the
Outline of Coverage,

2. Printed on a separate form attached to the first page of the
policy, and

3. Printed in 18—point bold letters.

(b) Disclosure statements. The appropriate disclosure state-
ment from Appendix 10 shall be used on the application or
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together with the application for each coverage in pars. (c) to (e).
The disclosure statement may not vary from the text or format
including bold characters, line spacing, and the use of boxes
around text contained in Appendix 10 and shall use a type size of
at least 12 points. The issuer may use either (a) or (aL), (b) or (bL),
(c) or (cL) or (g) or (gL) providing the issuer uses the same disclo-
sure statement for all policies of the type covered by the disclo-
sure.

(c) Hospital confinement indemnity coverage. An individual
policy form providing hospital confinement indemnity coverage
sold to a Medicare eligible person:

1. Shall not include benefits for nursing home confinement
unless the nursing home coverage meets the standards set forth in
s. Ins 3.46;

2. Shall bear the caption, if the policy provides no other types
of coverage: “This policy is not designed to fill the gaps in Medi-
care. It will pay you only a fixed dollar amount per day when you
are confined to a hospital. For more information, see “Wisconsin
Guide to Health Insurance for People with Medicare’, given to
you when you applied for this policy.”

3. Shall bear the caption set forth in par. (e), if the policy pro-
vides other types of coverage in addition to the hospital confine-
ment indemnity coverage.

(d) Specified disease coverage. An individual policy form
providing benefits only for one or more specified diseases sold to
a Medicare eligible person shall bear:

1. The designation: SPECIFIED OR RARE DISEASE LIM-
ITED POLICY, and

2. The caption: “This policy covers only one or more speci-
fied or rare illnesses. It is not a substitute for a broader policy
which would generally cover any illness or injury. For more infor-
mation, see ‘Wisconsin Guide to Health Insurance for People with
Medicare’, given to you when you applied for this policy.”

(e) Other coverage. An individual disability policy sold to a
Medicare eligible person, other than a form subject to sub. (5) or
(7) or otherwise subject to the caption requirements in this subsec-
tion or exempted by sub. (2) (d) or (e), shall bear the caption: “This
policy is not a Medicare supplement. For more information, see
“Wisconsin Guide to Health Insurance for People with Medicare’,
given to you when you applied for this policy.”

(10) CONVERSION OR CONTINUATION OF COVERAGE. (a) Con-
version requirements. An insured under individual, family, or
group hospital or medical coverage who will become eligible for
Medicare and is offered a conversion policy which is not subject
to subs. (4), (4m), (4t), (5), (Sm), (5t) or (7) shall be furnished by
the issuer, at the time the conversion application is furnished in the
case of individual or family coverage or within 14 days of a
request in the case of group coverage.

1. An outline of coverage as described in par. (d) and

2. A copy of the current edition of the pamphlet described in
sub. (11).

(b) Continuation requirements. An insured under individual,
family, or group hospital or medical coverage who will become
eligible for Medicare and whose coverage will continue with
changed benefits (e.g., “carve—out” or reduced benefits) shall be
furnished by the issuer, within 14 days of a request:

1. A comprehensive written explanation of the coverage to be
provided after Medicare eligibility, and

2. A copy of the current edition of the pamphlet described in
sub. (11).

(c) Notice to group policyholder. An issuer which provides
group hospital or medical coverage shall furnish to each group
policyholder:

1. Annual written notice of the availability of the materials
described in pars. (a) and (b), where applicable, and

2. Within 14 days of a request, sufficient copies of the same
or a similar notice to be distributed to the group members affected.
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(d) Outline of coverage. The outline of coverage:

1. For a conversion policy which relates its benefits to or com-
plements Medicare, shall comply with sub. (4) (b) 2., 5., and 7.,
(4m) (b) 2., 5., 7., or (4t) (b) 2., 5., and 7. and shall be submitted
to the commissioner; and

2. For a conversion policy not subject to subd. 1., shall com-
ply with sub. (9), where applicable, and s. Ins 3.27 (5) (L).

(11) “WIScONSIN GUIDE TO HEALTH INSURANCE FOR PEOPLE
WITH MEDICARE” PAMPHLET. Every prospective Medicare eligible
purchaser of any policy or certificate subject to this section which
provides hospital or medical coverage, other than incidentally, or
of any coverage added to an existing Medicare supplement policy
or certificate, except any policy subject to s. Ins 3.46, shall receive
a copy of the current edition of the commissioner’s pamphlet
“Wisconsin Guide to Health Insurance for People with Medicare”
in a type size no smaller than 12 point type at the time the prospect
is contacted by an intermediary or issuer with an invitation to
apply as defined in s. Ins 3.27 (5) (g). Except in the case of direct
response insurance, written acknowledgement of receipt of this
pamphlet shall be obtained by the issuer. This pamphlet provides
information on Medicare and advice to people on Medicare on the
purchase of Medicare supplement insurance and other health
insurance. Issuers may obtain information from the commission-
er’s office on how to obtain copies or may reproduce this pamphlet
themselves. This pamphlet may be periodically revised to reflect
changes in Medicare and any other appropriate changes. No
issuer shall be responsible for providing applicants the revised
pamphlet until 30 days after the issuer has been given notice that
the revised pamphlet is available.

(12) APPROVAL NOT A RECOMMENDATION. While the commis-
sioner may authorize the use of a particular designation on a pol-
icy or certificate in accordance with this section, that authori-
zation is not to be construed or advertised as a recommendation
of any particular policy or certificate by the commissioner or the
state of Wisconsin.

(13) EXEMPTION OF CERTAIN POLICIES AND CERTIFICATES FROM
CERTAIN STATUTORY MEDICARE SUPPLEMENT REQUIREMENTS. Poli-
cies and certificates described in sub. (2) (d), even if they are
Medicare supplement and Medicare select policies as described
in s. 600.03 (28r), Stats., or Medicare cost policies as described in
s. 600.03 (28p) (a) and (c), Stats., shall not be subject to either of
the following:

(a) The special right of return provision for Medicare supple-
ment, Medicare select, or Medicare cost policies set forth in s.
632.73 (2m), Stats., and s. Ins 3.13 (2) (j) 3.

(b) The special preexisting disease provisions for Medicare
supplement, Medicare select, or Medicare cost policies set forth
in s. 632.76 (2) (b), Stats.

(14) OTHER REQUIREMENTS FOR POLICIES OR CERTIFICATES
WITH EFFECTIVE DATES PRIOR TO JUNE 1, 2010. (a) Each issuer issu-
ing policies or certificates to persons first eligible for Medicare
prior to June 1, 2010, may file and utilize only one individual
Medicare supplement policy form, one individual Medicare select
policy form, one individual Medicare cost policy form, one group
Medicare select certificate form and one group Medicare supple-
ment certificate form with any of the accompanying riders permit-
ted in sub. (5) (i), unless the commissioner approves the use of
additional forms and the issuer agrees to aggregate experience for
the various forms in calculating rates and loss ratios.

(b) An issuer shall mail any refund or return of premium
directly to the insured and may not require or permit delivery by
an agent or other representative.

(c) An issuer shall comply with section 1882 (c) (3) of the
social security act, as enacted by section 4081 (b) (2) (C) of the
Omnibus Budget Reconciliation Act of 1987 (OBRA) 1987, Pub.
L. No. 100-203, by complying with all of the following:

1. Accepting a notice from a Medicare issuer on dually
assigned claims submitted by participating physicians and suppli-
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ers as a claim for benefits in place of any other claim form other-
wise required and making a payment determination on the basis
of the information contained in that notice.

2. Notifying the participating physician or supplier and the
beneficiary of the payment determination.

3. Paying the participating physician or supplier directly.

4. Furnishing, at the time of enrollment, each insured with a
card listing the policy name, number and a central mailing address
to which notices from a Medicare issuer may be sent.

5. Paying user fees for claim notices that are transmitted elec-
tronically or otherwise.

6. Providing to the secretary, at least annually, a central mail-
ing address to which all claims may be sent by Medicare issuers.

7. Certifying compliance with the requirements set forth in
this subsection on the Medicare supplement insurance experience
reporting form.

(d) Except as provided in subd. 1., an issuer shall continue to
make available for purchase any Medicare supplement policy or
certificate, Medicare select policy or certificate, or Medicare cost
policy form or certificate form issued after August 1, 1992, that
has been approved by the commissioner. A policy form or certifi-
cate form shall not be considered to be available for purchase
unless the issuer has actively offered it for sale in the previous 12
months.

1. An issuer may discontinue the availability of a Medicare
supplement policy or certificate, Medicare select policy or certifi-
cate, or Medicare cost policy form or certificate form if the issuer
provides to the commissioner in writing its decision at least 30
days prior to discontinuing the availability of the form of the pol-
icy or certificate. After receipt of the notice by the commissioner,
the issuer shall no longer offer for sale the discontinued policy
form or certificate for in this state.

2. An issuer that discontinues the availability of a Medicare
supplement policy or certificate, Medicare select policy or certifi-
cate, or Medicare cost policy form or certificate form pursuant to
subd. 1., shall not file for approval a new policy form or certificate
form for a period of 5 years after the issuer provides notice to the
commissioner of the discontinuance. The period of discontinu-
ance may be reduced if the commissioner determines that a shorter
period is appropriate.

3. This subsection shall not apply to the riders permitted in
sub. (5) (i).

(e) The sale or other transfer of Medicare supplement business
to another issuer shall be considered a discontinuance for the pur-
poses of this subsection.

(f) A change in the rating structure or methodology shall be
considered a discontinuance under par. (d) 1. unless the issuer
complies with the following requirements:

1. The issuer provides an actuarial memorandum, in a form
and manner prescribed by the commissioner, describing the man-
ner in which the revised rating methodology and resultant rates
differ from the existing rating methodology and resultant rates.

2. The issuer does not subsequently put into effect a change
of rates or rating factors that would cause the percentage differen-
tial between the discontinued and subsequent rates as described in
the actuarial memorandum to change. The commissioner may
approve a change to the differential which is in the public interest.

(g) Except as provided in par. (h) the experience of all policy
forms or certificate forms of the same type in a standard Medicare
supplement benefit plan shall be combined for purposes of the
refund or credit calculation prescribed in sub. (31).

(h) Forms assumed under an assumption reinsurance agree-
ment shall not be combined with the experience of other forms for
purposes of the refund or credit calculation.

(i) No issuer may issue a Medicare supplement policy or cer-
tificate, Medicare select policy or certificate, or Medicare cost
policy to an applicant 75 years of age or older, unless the applicant
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is subject to sub. (3r) or, prior to issuing coverage, the issuer either
agrees not to rescind or void the policy or certificate except for
intentional fraud in the application, or obtains one of the follow-
ing:

1. A copy of a physical examination.

2. An assessment of functional capacity.

3. An attending physician’s statement.

4. Copies of medical records.

(j) Notwithstanding par. (a), an issuer may file and use only one
individual Medicare select policy form and one group Medicare
select policy form. These policy forms shall not be aggregated
with non—Medicare select forms in calculating premium rates,
loss ratios and premium refunds.

(k) If an issuer nonrenews an insured who has a nonguaranteed
renewable Medicare supplement policy with the issuer, the issuer
shall at the time any notice of nonrenewal is sent to the insured,
offer a currently available individual replacement Medicare sup-
plement policy and those currently available riders resulting in
coverage substantially similar to coverage provided by the
replaced policy without underwriting. This replacement shall
comply with sub. (27).

(L) For policies issued to persons first eligible for Medicare
between December 31, 1980, and January 1, 1992, issuers shall
combine the Wisconsin experience of all policy forms of the same
type, as defined at sub. (3) (zar), for the purpose of calculating the
loss ratio under sub. (16) (c) and rates. The rates for all such poli-
cies or certificates of the same type shall be adjusted by the same
percentage. Issuers may combine the Wisconsin experience of all
policies issued prior to January 1, 1981, with those issued between
December 31, 1980, and January 1, 1992, if the issuer uses the
60% loss ratio for individual policies and the 70% loss ratio for
group policies renewed prior to January 1, 1996, and the appropri-
ate loss ratios specified in sub. (16) (d) thereafter. For policies
issued on or after January 1, 1992, and prior to June 1, 2010,
issuers shall combine the Wisconsin experience of all policy or
certificate forms of the same type, for the purpose of calculating
the amount of refund or premium credit, if any, if the issuer uses
the 65% loss ratio for individual policies and the 75% loss ratio for
group certificates renewed on or after January 1, 1996, and prior
to June 1, 2010, and the appropriate loss ratios specified in sub.
(16) (d). If the Wisconsin experience is not credible, then national
experience can be considered.

(m) If Medicare determines the eligibility of a covered service,
then the issuer shall use Medicare’s determination in processing
claims.

(14m) OTHER REQUIREMENTS FOR POLICIES OR CERTIFICATES
ISSUED TO PERSONS FIRST ELIGIBLE FOR MEDICARE ON OR AFTER
JUNE 1, 2010, AND PRIOR TO JANUARY 1, 2020. (a) Each issuer issuing
policies or certificates to persons first eligible for Medicare on or
after June 1, 2010, and prior to January 1, 2020, may file and uti-
lize only one individual Medicare supplement policy form, one
individual Medicare select policy form, one individual Medicare
cost policy form, one group Medicare select certificate form, and
one group Medicare supplement certificate form with any of the
accompanying riders permitted in sub. (5m) (e), unless the com-
missioner approves the use of additional forms and the issuer
agrees to aggregate experience for the various forms in calculating
rates and loss ratios.

(b) An issuer shall mail any refund or return of premium
directly to the insured and may not require or permit delivery by
an agent or other representative.

(c) An issuer shall comply with section 1882 (c) (3) of the
Social Security Act, as enacted by section 4081 (b) (2) (C) of the
Omnibus Budget Reconciliation Act of 1987 (OBRA) 1987, Pub.
L. No. 100-203, by complying with all of the following:

1. Accepting a notice from a Medicare issuer on dually
assigned claims submitted by participating physicians and suppli-
ers as a claim for benefits in place of any other claim form other-
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wise required and making a payment determination on the basis
of the information contained in that notice.

2. Notifying the participating physician or supplier and the
beneficiary of the payment determination.

3. Paying the participating physician or supplier directly.

4. Furnishing, at the time of enrollment, each insured with a
card listing the policy or certificate name, number and a central
mailing address to which notices from a Medicare issuer may be
sent.

5. Paying user fees for claim notices that are transmitted elec-
tronically or otherwise.

6. Providing to the secretary, at least annually, a central mail-
ing address to which all claims may be sent by Medicare issuers.

7. Certifying compliance with the requirements set forth in
this subsection on the Medicare supplement insurance experience
reporting form.

(d) 1. Except as provided in subd. 2., an issuer shall continue
to make available for purchase any policy or certificate form
issued to persons first eligible for Medicare after May 31, 2010,
and prior to January 1, 2020, that has been approved by the com-
missioner. A policy or certificate form shall not be considered to
be available for purchase unless the issuer has actively offered it
for sale in the previous 12 months.

2. Anissuer may discontinue the availability of a policy form
or certificate form if the issuer provides to the commissioner in
writing its decision at least 30 days prior to discontinuing the
availability of the form of the policy or certificate. After receipt
of the notice by the commissioner, the issuer shall no longer offer
for sale the policy form or certificate form in this state.

3. An issuer that discontinues the availability of a policy or
certificate form pursuant to subd. 2., shall not file for approval a
new policy form or certificate form of the same type, as defined
at sub. (3) (zar), as the discontinued form for a period of 5 years
after the issuer provides notice to the commissioner of the discon-
tinuance. The period of discontinuance may be reduced if the
commissioner determines that a shorter period is appropriate.

4. This subsection shall not apply to the riders permitted in
sub. (5m) (e).

(e) The sale or other transfer of Medicare supplement business
to another issuer shall be considered a discontinuance for the pur-
poses of this subsection.

(f) A change in the rating structure or methodology shall be
considered a discontinuance under par. (d) 1. unless the issuer
complies with the following requirements:

1. The issuer provides an actuarial memorandum, in a form
and manner prescribed by the commissioner, describing the man-
ner in which the revised rating methodology and resultant rates
differ from the existing rating methodology and resultant rates.

2. The issuer does not subsequently put into effect a change
of rates or rating factors that would cause the percentage differen-
tial between the discontinued and subsequent rates as described in
the actuarial memorandum to change. The commissioner may
approve a change to the differential that is in the public interest.

(g) Except as provided in par. (h) the experience of all policy
forms or certificate forms of the same type in a standard Medicare
supplement benefit plan shall be combined for purposes of the
refund or credit calculation prescribed in sub. (31).

(h) Forms assumed under an assumption reinsurance agree-
ment shall not be combined with the experience of other forms for
purposes of the refund or credit calculation.

(i) No issuer may issue a Medicare supplement policy or cer-
tificate, a Medicare select policy or certificate, or a Medicare cost
policy to an applicant 75 years of age or older, unless the applicant
is subject to sub. (3r) or, prior to issuing coverage, the issuer either
agrees not to rescind or void the policy or certificate except for
intentional fraud in the application, or obtains one of the follow-
ing:
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1. A copy of a physical examination.

2. An assessment of functional capacity.
3. An attending physician’s statement.
4. Copies of medical records.

(j) Notwithstanding par. (a), an issuer may file and use only one
individual Medicare select policy or certificate form and one
group Medicare select policy or certificate form. These policy or
certificate forms shall not be aggregated with non—Medicare
select forms in calculating premium rates, loss ratios and premium
refunds.

(k) If an issuer nonrenews an insured who has a nonguaranteed
renewable Medicare supplement policy or certificate with the
issuer, the issuer shall, at the time any notice of nonrenewal is sent
to the insured, offer a currently available individual replacement
Medicare supplement policy or certificate and those currently
available riders resulting in coverage substantially similar to cov-
erage provided by the replaced policy or certificate without under-
writing. This replacement shall comply with sub. (27).

(L) For policies or certificates issued with an effective date on
or after June 1, 2010, issuers shall combine the Wisconsin experi-
ence of all policy or certificate forms of the same type (individual
or group) for the purposes of calculating the loss ratio under sub.
(16) (c) and rates. The rates for all such policies or certificates of
the same type shall be adjusted by the same percentage. If the Wis-
consin experience is not credible, then national experience can be
considered.

(m) If Medicare determines the eligibility of a covered service,
then the issuer shall use Medicare’s determination in processing
claims.

(14t) OTHER REQUIREMENTS FOR MEDICARE SUPPLEMENT POLI-
CIES OR CERTIFICATES, MEDICARE SELECT POLICIES OR CERTIFICATES,
OR MEDICARE COST POLICIES TO PERSONS NEWLY ELIGIBLE FOR
MEDICARE ON OR AFTER JANUARY 1, 2020. (a) Each issuer issuing
policies or certificates to persons newly eligible for Medicare on
or after January 1, 2020, may file and utilize only one individual
Medicare supplement policy form, one individual Medicare select
policy form, one individual Medicare cost policy form, one group
Medicare select certificate form, and one group Medicare supple-
ment certificate form with any of the accompanying riders permit-
ted in sub. (5t) (e), unless the commissioner approves the use of
additional forms and the issuer agrees to aggregate experience for
the various forms in calculating rates and loss ratios.

(b) An issuer shall mail any refund or return of premium
directly to the insured and may not require or permit delivery by
an agent or other representative.

(c) An issuer shall comply with section 1882 (c) (3) of the
social security act, 42 USC 1395ss, by complying with all of the
following:

1. Accepting a notice from a Medicare issuer on dually
assigned claims submitted by participating physicians and suppli-
ers as a claim for benefits in place of any other claim form other-
wise required and making a payment determination on the basis
of the information contained in that notice.

2. Notifying the participating physician or supplier and the
beneficiary of the payment determination.

3. Paying the participating physician or supplier directly.

4. Furnishing, at the time of enrollment, each insured with a
card listing the policy or certificate name, number and a central
mailing address to which notices from a Medicare issuer may be
sent.

5. Paying user fees for claim notices that are transmitted elec-
tronically or otherwise.

6. Providing to the secretary, at least annually, a central mail-
ing address to which all claims may be sent by Medicare issuers.
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7. Certifying compliance with the requirements set forth in
this subsection on the Medicare supplement insurance experience
reporting form.

(d) 1. Except as provided in subd. 2., an issuer shall continue
to make available for purchase any policy or certificate form
issued after December 31, 2019, that has been approved by the
commissioner. A policy or certificate form shall not be considered
to be available for purchase unless the issuer has actively offered
it for sale in the previous 12 months.

2. An issuer may discontinue the availability of a policy or
certificate form if the issuer provides to the commissioner in writ-
ing its decision at least 30 days prior to discontinuing the availabil-
ity of the form of the policy or certificate. After receipt of the
notice by the commissioner, the issuer shall no longer offer for
sale the policy or certificate form in this state.

3. An issuer that discontinues the availability of a policy or
certificate form pursuant to subd. 2., shall not file for approval a
new policy or certificate form of the same type, as defined at sub.
(3) (zar), as the discontinued form for a period of 5 years after the
issuer provides notice to the commissioner of the discontinuance.
The period of discontinuance may be reduced if the commissioner
determines that a shorter period is appropriate.

4. This subsection shall not apply to the riders permitted in
sub. (5t) (e).
(e) The sale or other transfer of Medicare supplement business
to another issuer shall be considered a discontinuance for the pur-
poses of this subsection.

(f) A change in the rating structure or methodology shall be
considered a discontinuance under par. (d) 1., unless the issuer
complies with the following requirements:

1. The issuer provides an actuarial memorandum, in a form
and manner prescribed by the commissioner, describing the man-
ner in which the revised rating methodology and resultant rates
differ from the existing rating methodology and resultant rates.

2. The issuer does not subsequently put into effect a change
of rates or rating factors that would cause the percentage differen-
tial between the discontinued and subsequent rates as described in
the actuarial memorandum to change. The commissioner may
approve a change to the differential that is in the public interest.

(g) Except as provided in par. (h), the experience of all policy
or certificate forms of the same type, as defined in sub. (3) (zar),
in a standard Medicare supplement benefit plan shall be combined
for purposes of the refund or credit calculation prescribed in sub.
@31).

(h) Forms assumed under an assumption reinsurance agree-
ment shall not be combined with the experience of other forms for
purposes of the refund or credit calculation.

(1) No issuer may issue a Medicare supplement policy or cer-
tificate, Medicare select policy or certificate, or Medicare cost
policy to an applicant 75 years of age or older, unless the applicant
is subject to sub. (3r) or, prior to issuing coverage, the issuer either
agrees not to rescind or void the policy or certificate except for
intentional fraud in the application, or obtains one of the follow-
ing:

1. A copy of a physical examination.

2. An assessment of functional capacity.
3. An attending physician’s statement.
4. Copies of medical records.

(j) Notwithstanding par. (a), an issuer may file and use only one
individual Medicare select policy form and one group Medicare
select certificate form. These policy or certificate forms shall not
be aggregated with non—Medicare select forms in calculating pre-
mium rates, loss ratios and premium refunds.

(k) If an issuer nonrenews an insured who has a nonguaranteed
renewable Medicare supplement policy or certificate with the
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issuer, the issuer shall at the time any notice of nonrenewal is sent
to the insured, offer a currently available individual replacement
Medicare supplement policy or certificate and those currently
available riders resulting in coverage substantially similar to cov-
erage provided by the replaced policy or certificate without under-
writing. This replacement shall comply with sub. (27).

(L) For policies or certificates issued to persons newly eligible
for Medicare on or after January 1, 2020, issuers shall combine the
Wisconsin experience of all policy or certificate forms of the same
type, as defined at sub. (3) (zar), for the purpose of calculating the
loss ratio under sub. (16) (d), and rates. The rates for all policies
or certificates of the same type shall be adjusted by the same per-
centage. If the Wisconsin experience is not credible, then national
experience can be considered.

(m) If Medicare determines the eligibility of a covered service,
then the issuer shall use Medicare’s determination in processing
claims.

(15) FILING REQUIREMENTS FOR ADVERTISING. Prior to use in
this state, every issuer shall file with the commissioner a copy of
any advertisement used in connection with the sale of Medicare
supplement policy or certificate, Medicare select policy or certifi-
cate, or Medicare cost policies issued with an effective date after
December 31, 1989. If the advertisement does not reference a par-
ticular issuer or Medicare supplement policy or certificate, Medi-
care select policy or certificate, or Medicare cost policy, each
agent utilizing the advertisement shall file the advertisement with
the commissioner in the manner compliant with the commission-
er’s instructions. The advertisements shall comply with all appli-
cable laws and rules of this state, including s. Ins 3.27 (9).

(16) LoSs RATIO REQUIREMENTS AND RATES FOR EXISTING POLI-
CIES. (a) Every issuer providing Medicare supplement or Medi-
care select coverage on a group or individual basis on policies or
certificates in this state shall file annually its rates, rating schedule
and supporting documentation including ratios of incurred losses
or incurred health care expenses where coverage is provided by
a health maintenance organization on a service rather than reim-
bursement basis to earned premiums by policy duration for
approval by the commissioner in accordance with the filing
requirements and procedures prescribed by the commissioner. All
filings of rates and rating schedules shall demonstrate that
expected claims in relation to premiums comply with the require-
ments of par. (d) when combined with actual experience to date.
Filings of rate revisions shall also demonstrate that the anticipated
loss ratio over the entire future period for which the revised rates
are computed to provide coverage can be expected to meet the
appropriate loss ratio standards.

(b) The supporting documentation shall also demonstrate in
accordance with the actuarial standards of practice using reason-
able assumptions that the appropriate loss ratio standards can be
expected to be met over the entire period for which rates are com-
puted. Such demonstration shall exclude active life reserves. An
expected 3rd year loss ratio which is greater than or equal to the
applicable percentage shall be demonstrated for policies or certifi-
cates in force less than 3 years.

(c) As soon as practicable, but prior to the effective date of
enhancements in Medicare benefits, every issuer providing Medi-
care supplement or Medicare select policies or certificates in this
state shall file with the commissioner in accordance with the
applicable filing procedures of this state appropriate premium
adjustments necessary to produce loss ratios as originally antici-
pated for the current premium for the applicable policies or certifi-
cates. Supporting documents as necessary to justify the adjust-
ment shall accompany the filing.

1. Every issuer shall make such premium adjustments as are
necessary to produce an expected loss ratio under such policy or
certificate as will conform with minimum loss ratio standards for
Medicare supplement or Medicare cost policies and which are
expected to result in a loss ratio at least as great as that originally
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anticipated in the rates used to produce current premiums by the
issuer for such Medicare supplement or Medicare cost insurance
policies or certificates. No premium adjustment which would
modify the loss ratio experience under the policy other than the
adjustments described herein should be made with respect to a
policy at any time other than upon its renewal date or anniversary
date.

2. If an issuer fails to make premium adjustments acceptable
to the commissioner, the commissioner may order premium
adjustments, refunds or premium credits deemed necessary to
achieve the loss ratio required by this subsection.

3. Anissuer shall file any appropriate riders, endorsements or
policy forms needed to accomplish the Medicare supplement or
Medicare cost policy or certificate modifications necessary to
eliminate benefit duplications with Medicare. Such riders,
endorsements or policy forms shall provide a clear description of
the Medicare supplement or Medicare cost benefits provided by
the policy or certificate.

(d) For purposes of subs. (4) (e), (4m) (e), (4t) (e), (14) (L),
(14m) (L), (14t) (L) and this subsection, the loss ratio standards
shall be:

1. Atleast 65% in the case of individual policies;

2. At least 75% in the case of group policies, and

3. For existing policies subject to this subsection, the loss
ratio shall be calculated on the basis of incurred claims experience
or incurred health care expenses where coverage is provided by
a health maintenance organization on a service rather than reim-
bursement basis and earned premiums for such period and in
accordance with accepted actuarial principles and practices.
Incurred health care expenses when coverage is provided by a
health maintenance organization may not include any of the fol-
lowing:

a. Home office and overhead costs.
. Advertising costs.
. Commissions and other acquisition costs.
. Taxes.
. Capital costs.
. Administrative costs.
g. Claims processing costs.

(e) An issuer may not use or change any premium rates for an
individual or group Medicare supplement policy or certificate
unless the rates, rating schedule, and supporting documentation
have been filed with and not disapproved by the commissioner in
accordance with the filing requirements and procedures pre-
scribed by the commissioner and in accordance with subs. (4) (g),
(4m) (f), and (4t) (f) as applicable.

(17) NEW OR INNOVATIVE BENEFITS. An issuer may offer poli-
cies or certificates with new or innovative benefits, in addition to
the standardized benefits provided in a policy or certificate that
otherwise complies with the applicable standards and is filed and
approved by the commissioner. The new or innovative benefits
may include only benefits that are appropriate to Medicare supple-
ment insurance, are new or innovative, are not otherwise available
and are cost—effective. New or innovative benefits may not
include an outpatient prescription drug benefit. New or innovative
benefits may not be used to change or reduce benefits, including
a change of any cost—sharing provision. Approval of new or inno-
vative benefits must not adversely impact the goal of Medicare
supplement simplification.

(18) ELECTRONIC ENROLLMENT. (a) Any requirement that a
signature of an insured be obtained by an agent or issuer offering
any Medicare supplement or replacement plans shall be satisfied
if all of the following are met:

1. The consent of the insured is obtained by telephonic or
electronic enrollment by the issuer or group policyholder or certif-
icateholder. A verification of the enrollment information shall be
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provided in writing to the applicant with the delivery of the policy
or certificate.

2. The telephonic or electronic enrollment provides necessary
and reasonable safeguards to ensure the accuracy, retention and
prompt retrieval of records as required pursuant to ch. 137, subch.
II, Stats.

3. The telephonic or electronic enrollment provides necessary
and reasonable safeguards to ensure that the confidentiality of per-
sonal financial and health information as defined in s. 610.70,
Stats., and ch. Ins 25 is maintained.

(b) The issuer shall make available, upon request of the com-
missioner, records that demonstrate the issuer’s ability to confirm
enrollment and coverage.

(21) CoOMMISSION LIMITATIONS. (a) An issuer may provide and
an agent or other representative may accept commission or other
compensation for the sale of a Medicare supplement policy or cer-
tificate, or Medicare select policy or certificate only if the first
year commission or other first year compensation is no more than
200% of the commission or other compensation paid for selling
or servicing the policy or certificate in the 2nd year.

(b) The commission or other compensation provided in subse-
quent renewal years shall be the same as that provided in the 2nd
year or period and shall be provided for at least 5 renewal years.

(c) If an existing policy or certificate is replaced, no entity may
provide compensation to its producers and no agent or producer
may receive compensation greater than the renewal compensation
payable by the replacing issuer on the policy or certificate.

(d) For purposes of this section, “compensation” includes
pecuniary or nonpecuniary remuneration of any kind relating to
the sale or renewal of the policy or certificate including but not
limited to bonuses, gifts, prizes, awards, finder’s fees, and policy
fees.

(e) No issuer may provide an agent or other representative
commission or compensation for the sale of a Medicare supple-
ment or Medicare cost policy or certificate to an individual who
is under age 66 which is either calculated on a different basis or
is less than the average of the commissions paid for the sale of a
Medicare supplement or Medicare cost policy or certificate to an
individual who is age 65 to age 69.

(f) No issuer may provide an agent or other representative
commission or compensation for the sale of any other Medicare
supplement policy or certificate, or Medicare select policy or cer-
tificate to an individual who is eligible for guaranteed issue under
sub. (34), calculated on a different basis of the commissions paid
for the sale of a Medicare supplement policy or certificate, or
Medicare select policy or certificate to an individual who is eligi-
ble for open enrollment under sub. (3r).

(22) REQUIRED DISCLOSURE PROVISIONS. (a) Medicare supple-
ment and Medicare cost policies and certificates shall include a
renewal or continuation provision. The language or specifications
of such provision must be consistent with the type of contract
issued. Such provision shall be appropriately captioned and shall
appear on the first page of the policy and shall include any reserva-
tion by the issuer of the right to change premiums and any auto-
matic renewal premium increases based on the policyholder’s
age.

(b) Except for riders or endorsements by which the issuer
effectuates a request made in writing by the insured, exercises a
specifically reserved right under a Medicare supplement or Medi-
care cost policy, or is required to reduce or eliminate benefits to
avoid duplication of Medicare benefits; all riders or endorsements
added to a Medicare supplement or Medicare cost policy after date
of issue or at reinstatement or renewal which reduce or eliminate
benefits or coverage in the policy shall require a signed accept-
ance by the insured. After the date of policy or certificate issue,
any rider or endorsement which increases benefits or coverage
with a concomitant increase in premium during the policy term
shall be agreed to in writing signed by the insured, unless the bene-
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fits are required by the minimum standards for Medicare supple-
ment or Medicare cost insurance policies, or if the increased bene-
fits or coverage is required by law. Where a separate additional
premium is charged for benefits provided in connection with rid-
ers or endorsements, such premium charge shall be set forth in the
policy.

(d) If a Medicare supplement policy or certificate or Medicare
select policy or certificate contains any limitations with respect to
preexisting conditions, such limitations may appear on the first
page or as a separate paragraph of the policy and be labeled as
“Preexisting Condition Limitations.”

(e) Medicare supplement or Medicare cost policies and certifi-
cates shall have a notice prominently printed on the first page of
the policy and certificate or attached thereto stating in substance
that the policyholder or certificateholder shall have the right to
return the policy or certificate within 30 days of its delivery and
to have the premium refunded if, after examination of the policy
or certificate, the insured person is not satisfied for any reason.

(f) As soon as practicable, but no later than 30 days prior to the
annual effective date of any Medicare benefit changes, an issuer
shall notify its policyholders and certificateholders of modifica-
tions it has made to Medicare supplement, Medicare select, or
Medicare cost policies or certificates in the format similar to
Appendix 4, Appendix 4m, or Appendix 4t. The notice shall sat-
isfy all of the following:

1. Include a description of revisions to the Medicare program
and a description of each modification made to the coverage pro-
vided under the Medicare supplement policy or certificate, Medi-
care select policy or certificate, or Medicare cost policy; and

2. Inform each policyholder or certificateholder as to when
any premium adjustment is to be made due to changes in Medi-
care.

(g) The notice of benefit modifications and any premium
adjustments shall be in outline form and in clear and simple terms
so as to facilitate comprehension.

(h) Such notices shall not contain or be accompanied by any
solicitation.

(i) Issuers shall comply with any notice requirements of the
MMA.

(23) REQUIREMENTS FOR APPLICATION FORMS AND REPLACE-
MENT COVERAGE. (a) Application forms for a Medicare supple-
ment policy or certificate, a Medicare select policy or certificate,
and a Medicare cost policy shall comply with all relevant statutes
and rules. The application form, or a supplementary form signed
by the applicant and agent, shall include the following statements
and questions:

[Statements]

1. You do not need more than one Medicare supplement,
Medicare cost or Medicare select policy.

2. If you purchase this policy, you may want to evaluate your
existing health coverage and decide if you need multiple cover-
ages.

3. You may be eligible for benefits under Medicaid and may
not need a Medicare supplement, Medicare cost or Medicare
select policy.

4. If after purchasing this policy, you become eligible for
Medicaid, the benefits and premiums under your Medicare sup-
plement, Medicare cost or Medicare select policy can be sus-
pended, if requested, during your entitlement to benefits under
Medicaid for 24 months. You must request this suspension within
90 days of becoming eligible for Medicaid. If you are no longer
entitled to Medicaid, your suspended Medicare supplement,
Medicare cost or Medicare select policy, or, if that is no longer
available, a substantially equivalent policy, will be reinstituted if
requested within 90 days of losing Medicaid eligibility. If the
Medicare supplement, Medicare cost or Medicare select policy
provided coverage for outpatient prescription drugs and you
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enrolled in Medicare Part D while your policy was suspended, the
reinstituted policy will not have outpatient prescription drug cov-
erage, but will otherwise be substantially equivalent to your cov-
erage before the date of suspension.

5. If you are eligible for and have enrolled in a Medicare sup-
plement or Medicare cost policy by reason of disability and you
later become covered by an employer or union—based group
health plan, the benefits and premiums under your Medicare sup-
plement or Medicare cost policy can be suspended, if requested,
while you are covered under the employer or union—based group
health plan. If you suspend your Medicare supplement or Medi-
care cost policy under these circumstances, and later lose your
employer or union—based group health plan, your suspended
Medicare supplement or Medicare cost policy or, if that is no lon-
ger available, a substantially equivalent policy will be reinstituted
if requested within 90 days of losing your employer or union—
based group health plan. If the Medicare supplement or Medicare
cost policy provided coverage for outpatient prescription drugs
and you enrolled in Medicare Part D while your policy was sus-
pended, the reinstituted policy will not have outpatient prescrip-
tion drug coverage, but will otherwise be substantially equivalent
to your coverage before the date of suspension.

6. Counseling services may be available in your state or pro-
vide advice concerning your purchase of Medicare supplement or
Medicare cost insurance and concerning medical assistance
through the state Medicaid program, including benefits as a Quali-
fied Medicare Beneficiary (QMB) and a Specified Low—Income
Medicare Beneficiary (SLMB). See the booklet “Wisconsin
Guide to Health Insurance for People with Medicare” which you
received at the time you were solicited to purchase this policy.

[Questions]

If you lost or are losing other health insurance coverage and
received a notice from your prior insurer saying you were eligible
for guaranteed issue of a Medicare supplement insurance policy,
or that you had certain rights to buy such a policy, you may be
guaranteed acceptance in one or more of our Medicare supple-
ment plans. Please include a copy of the notice from your prior
insurer with your application. PLEASE ANSWER ALL QUES-
TIONS.

[Please mark Yes or No below with an “X”’]
To the best of your knowledge,
1. a. Did you turn age 65 in the last 6 months?

Yes No
b. Did you enroll in Medicare Part B in the last 6 months?
Yes No

c. If yes, what is the effective date?

2. Are you covered for medical assistance through the state
Medicaid program?

Yes No

[NOTE TO APPLICANT: If you are participating in a
“Spend-Down Program” and have not met your “Share of Cost,”
please answer NO to this question.]

If yes,
a. Will Medicaid pay your premiums for this Medicare supple-
ment policy?
Yes No
b. Do you receive any benefits from Medicaid OTHER THAN
payments toward your Medicare Part B premium?
Yes No
3. a. If you had coverage from any Medicare plan other than
original Medicare within the past 63 days (for example, a Medi-

care Advantage plan, or a Medicare health maintenance organiza-
tion or preferred provider organization), fill in your start and end

Published under s. 35.93, Stats. Updated on the first day of each month. Entire code is always current. The Register date on each
page is the date the chapter was last published.

Register July 2020 No. 775

WISCONSIN ADMINISTRATIVE CODE 116

dates below. If you are still covered under this plan, leave “END”
blank.

START __/ / __ END __ / [/

b. If you are still covered under the Medicare plan, do you
intend to replace your current coverage with this new Medicare
supplement policy?

Yes No
c. Was this your first time in this type of Medicare plan?
Yes No

d. Did you drop a Medicare supplement policy to enroll in the
Medicare plan?

Yes No

4. a. Do you have another Medicare supplement policy in
force?

Yes No

b. If so, with what company, and what plan do you have
[optional for Direct Mailers]?

c. If so, do you intend to replace your current Medicare supple-
ment policy with this policy?
Yes No

5. Have you had coverage under any other health insurance
within the past 63 days? (For example an employer, union, or indi-
vidual plan)

Yes No
a. If so, with what company and what kind of policy?

b. What are your dates of coverage under the other policy?
START /__/ __END __/ |/

(If you are still covered under the other policy, leave “END”
blank.)

(b) Agents shall list, in a supplementary form signed by the
agent and submitted to the issuer with each application for Medi-
care supplement coverage, any other health insurance policies
they have sold to the applicant as follows:

1. Any policy sold which is still in force.
2. Any policy sold in the past 5 years which is no longer in
force.

(bL) In the case of a direct response issuer, a copy of the appli-
cation or supplemental form, signed by the applicant, and
acknowledged by the issuer, shall be returned to the applicant by
the issuer upon delivery of the policy.

(c) Upon determining that a sale will involve replacement, an
issuer, other than a direct response issuer, or its agent, shall furnish
the applicant, prior to issuance or delivery of the Medicare supple-
ment policy or certificate, Medicare select policy or certificate, or
Medicare cost policy, a notice regarding the replacement of Medi-
care supplement coverage in no less than 12 point type. One copy
of the notice signed by the applicant and the agent, except where
the coverage is sold without an agent, shall be provided to the
applicant and an additional signed copy shall be retained by the
issuer. A direct response issuer shall deliver to the applicant at the
time of the solicitation of the policy the notice regarding replace-
ment of Medicare supplement coverage.

(d) The notice required by par. (c) for an issuer shall be pro-
vided in substantially the form as shown in Appendix 7.

(e) If the application contains questions regarding health and
tobacco usage, include a statement that health questions should
not be answered if the applicant is in the open—enrollment period
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described in sub. (3r), or during a guaranteed issue period under
sub. (34).

(24) STANDARDS FOR MARKETING. (a) Every issuer marketing
Medicare supplement insurance coverage in this state, directly or
through its producers, shall do all of the following:

1. Establish marketing procedures to assure that any compari-
son of policies by its agents or other producers will be fair and
accurate.

2. Establish marketing procedures to assure excessive insur-
ance is not sold or issued.

3. Inquire and otherwise make every reasonable effort to
identify whether a prospective applicant or insured for Medicare
supplement insurance already has accident and sickness insur-
ance and the types and amounts of any such insurance.

4. Display prominently by type—size, stamp or other appropri-
ate means, on the first page of the policy the following: “Notice
to buyer: This policy may not cover all of your medical expen-
ses.”

(b) Every issuer marketing Medicare supplement insurance
shall establish auditable procedures for verifying compliance with
par. (a).

(c) In addition, the following acts and practices are prohibited:

1. “Twisting.” Knowingly making any misleading representa-
tion or incomplete or fraudulent comparison of any insurance pol-
icies or issuers for the purpose of inducing, or tending to induce,
any person to lapse, forfeit, surrender, terminate, retain, pledge,
assign, borrow on, or convert any insurance policy or to take out
a policy of insurance with another issuer.

2. ‘High pressure tactics.” Employing any method of market-
ing having the effect of or tending to induce the purchase of insur-
ance through force, fright, threat whether explicit or implied, or
undue pressure to purchase or recommend the purchase of insur-
ance.

3. ‘Cold lead advertising.” Making use directly or indirectly
of any method of marketing which fails to disclose in a conspicu-
ous manner that a purpose is solicitation of the purchase of insur-
ance and that contact will be made by an agent or issuer.

(e) Inregards to any transaction involving a Medicare supple-
ment policy, no person subject to regulation under chs. 600 to 655,
Stats., may knowingly prevent or dissuade or attempt to prevent
or dissuade, any person from:

1. Filing a complaint with the office of the commissioner of
insurance; or

2. Cooperating with the office of the commissioner of insur-
ance in any investigation; or

3. Attending or giving testimony at any proceeding autho-
rized by law.

(f) If an insured exercises the right to return a policy during the
free—look period, the issuer shall mail the entire premium refund
directly to the person who paid the premium.

(g) The terms “Medicare Supplement,” “Medigap,” “Medi-
care Wrap Around,” and “Medicare Advantage Supplement” and
words of similar import may not be used in any materials includ-
ing advertisements as defined in s. Ins 3.27 (5) (a), unless the pol-
icy or certificate is issued in compliance with this section.

(25) APPROPRIATENESS OF RECOMMENDED PURCHASE AND
EXCESSIVE INSURANCE. (a) In recommending the purchase or
replacement of any Medicare supplement policy or certificate,
Medicare select policy or certificate, or Medicare cost policy, an
agent shall make reasonable efforts to determine the appropriate-
ness of a recommended purchase or replacement.

(b) Any sale of Medicare supplement policy or certificate,
Medicare select policy or certificate, or Medicare cost policy that
will provide an individual more than one Medicare supplement
policy or certificate, Medicare select policy or certificate, or
Medicare cost policy is prohibited.
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(c) An agent shall forward each application taken for a Medi-
care supplement policy or certificate, Medicare select policy or
certificate, or Medicare cost policy to the issuer within 7 calendar
days after taking the application. An agent shall mail the portion
of any premium collected due the issuer to the issuer within 7 days
after receiving the premium.

(d) An agent may not take and an issuer may not accept an
application from an insured more than 3 months prior to the
insured becoming eligible.

(26) REPORTING OF MULTIPLE POLICIES. (a) On or before March
1 of each year, every issuer providing Medicare supplement pol-
icy or certificate, Medicare select policy or certificate, or Medi-
care cost policy in this state shall report the following information
for every individual resident of this state for which the insurer has
in force more than one Medicare supplement policy or certificate,
Medicare select policy or certificate, or Medicare cost policy:

1. Policy and certificate number.

2. Date of issuance.

3. Type of policy.

4. Company name and national association of insurance com-
missioners number.

5. Name and contact information of person completing the
form.

6. Other information as requested by the commissioner.

(b) The items in par. (a) must be grouped by individual policy-
holder or certificateholder and listed on a form made available by
the commissioner. Issuers shall submit the information in the
manner compliant with the commissioner’s instructions on or
before March 1 of each year.

(27) WAITING PERIODS IN REPLACEMENT POLICIES OR CERTIFI-
CATES. If a Medicare supplement policy or certificate, Medicare
select policy or certificate, or Medicare cost policy replaces
another Medicare supplement policy or certificate, Medicare
select policy or certificate or Medicare cost policy that has been
in effect for at least 6 months, the replacing issuer shall waive any
time periods applicable to preexisting conditions, waiting periods,
elimination periods and probationary periods in the new Medicare
supplement, Medicare select, or new Medicare cost policy for
similar benefits to the extent such periods were satisfied under the
original policy or certificate.

(28) GROUP CERTIFICATE CONTINUATION AND CONVERSION
REQUIREMENTS. (a) If a group Medicare supplement insurance
policy is terminated by the group policyholder and not replaced
as provided in par. (c), the issuer shall offer certificateholders at
least the following choices:

1. An individual Medicare supplement policy which provides
for continuation of the benefits contained in the group policy; and

2. At the option of the group issued a certificate, offer the cer-
tificateholder continuations of coverage under the group certifi-
cate for the time specified in s. 632.897, Stats.

(b) If membership in a group is terminated, the issuer shall:

1. Offer the certificateholder such conversion opportunities
as are described in par. (a); or

2. At the option of the group policyholder, offer the certifi-
cateholder continuation of coverage under the group policy for the
time specified in s. 632.897, Stats.

(c) If a group Medicare supplement certificate is replaced by
another group Medicare supplement certificate, the issuer of the
replacement certificate shall offer coverage to all persons covered
under the old group certificate on its date of termination. Cover-
age under the new group certificate shall not result in any exclu-
sion for preexisting conditions that would have been covered
under the group certificate being replaced.

(29) FILING AND APPROVAL REQUIREMENTS. (a) An issuer shall
not deliver or issue for delivery a Medicare supplement policy or
certificate, Medicare select policy or certificate or Medicare cost
policy to a resident of this state unless the policy form or certifi-
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cate form has been filed with and approved by the commissioner
in accordance with filing requirements and procedures prescribed
by the commissioner.

(b) An issuer shall file with the commissioner any new riders
or amendments to policy or certificate forms to delete coverage
for outpatient prescription drugs as required by MMA.

1. Beginning January 1, 2007, issuers shall replace existing
amended policies and riders for current and renewing insureds
with filed and approved policy or certificate forms that are com-
pliant with the MMA. An issuer shall, beginning January 1, 2007,
use filed and approved policy or certificate forms that are compli-
ant with the MMA for all new business.

(30) MEDICARE SELECT POLICIES AND CERTIFICATES. (a) 1. This
subsection shall apply only to Medicare select policies and certifi-
cates issued to persons first eligible for Medicare prior to June 1,
2010. This subsection does not apply to Medicare supplement
policies and certificates or Medicare cost policies.

2. No Medicare select policy or certificate may be advertised
as a Medicare select policy or certificate unless it meets the
requires of this subsection.

(c) The commissioner may authorize an issuer to offer a Medi-
care select policy or certificate, pursuant to this subsection and
section 4358 of the Omnibus Budget Reconciliation Act of 1990,
if the commissioner finds that the issuer has satisfied all of the
requirements of this subsection.

(d) A Medicare select issuer shall not issue a Medicare select
policy or certificate in this state until its plan of operation has been
approved by the commissioner.

(e) A Medicare select issuer shall file a proposed plan of opera-
tion with the commissioner in a format prescribed by the commis-
sioner. The plan of operation shall contain at least the following
information:

1. Evidence that all covered services that are subject to
restricted network provisions are available and accessible through
network providers, including a demonstration that:

a. Such services can be provided by network providers with
reasonable promptness with respect to geographic location, hours
of operation and after—hour care. The hours of operation and
availability of after—hour care shall reflect usual practice in the
local area. Geographic availability shall reflect the usual medical
travel times within the community.

b. The number of network providers in the service area is suf-
ficient, with respect to current and expected policyholders, either
to deliver adequately all services that are subject to a restricted
network provision or to make appropriate referrals.

c. There are written agreements with network providers
describing specific responsibilities.

d. Emergency care is available 24 hours per day and 7 days
per week.

e. In the case of covered services that are subject to a restricted
network provision and are provided on a prepaid basis, there are
written agreements with network providers prohibiting such pro-
viders from billing or otherwise seeking reimbursement from or
recourse against any individual insured under a Medicare select
policy or certificate. This paragraph shall not apply to supplemen-
tal charges or coinsurance amounts as stated in the Medicare
select policy or certificate.

2. A statement or map providing a clear description of the ser-
vice area.

3. A description of the grievance procedure to be utilized.
4. A description of the quality assurance program, including:
a. The formal organizational structure;

b. The written criteria for selection, retention and removal of
network providers; and
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c. The procedures for evaluating quality of care provided by
network providers, and the process to initiate corrective action
when warranted.

5. Alist and description, by specialty, of the network provid-
ers.

6. Copies of the written information proposed to be used by
the issuer to comply with par. (i).

7. Any other information requested by the commissioner.

(f) 1. A Medicare select issuer shall file any proposed changes
to the plan of operation, except for changes to the list of network
providers, with the commissioner prior to implementing such
changes. Such changes shall be considered approved by the com-
missioner after 30 days unless specifically disapproved.

2. An updated list of network providers shall be filed with the
commissioner at least quarterly.

(g) A Medicare select policy or certificate shall not restrict
payment for covered services provided by non—network providers
if:

1. The services are for symptoms requiring emergency care
or are immediately required for an unforeseen illness, injury or a
condition; and

2. It is not reasonable to obtain such services through a net-
work provider.

(h) A Medicare select policy or certificate shall provide pay-
ment for full coverage under the policy for covered services that
are not available through network providers.

(i) A Medicare select issuer shall make full and fair disclosure
in writing of the provisions, restrictions and limitations of the
Medicare select policy or certificate to each applicant. This dis-
closure shall include at least the following:

1. An outline of coverage in substantially the same format as
Appendix 1 sufficient to permit the applicant to compare the cov-
erage and premiums of the Medicare select policy or certificate
with:

a. Other Medicare supplement policies or certificates offered
by the issuer; and

b. Other Medicare select policies or certificates.

2. A description, including address, phone number and hours
of operation, of the network providers, including primary care
physicians, specialty physicians, hospitals and other providers.

3. A description of the restricted network provisions, includ-
ing payments for coinsurance and deductibles when providers
other than network providers are utilized. Except to the extent
specified in the policy or certificate, expenses incurred when
using out—of—network providers do not count toward the out—of—
pocket annual limit contained in the Medicare Select 50% and
25% Coverage Cost—Sharing plans offered by the Medicare select
issuer pursuant to pars. (q) and (r).

4. A description of coverage for emergency and urgently
needed care and other out of service area coverage.

5. A description of limitations on referrals to restricted net-
work providers and to other providers.

6. A description of the policyholder’s or certificateholder’s
rights to purchase any other Medicare supplement policy or certif-
icate otherwise offered by the issuer.

7. A description of the Medicare select issuer’s quality assur-
ance program and grievance procedure.

8. A designation: MEDICARE SELECT POLICY. This des-
ignation shall be immediately below and in the same type size as
the designation required in sub. (5) (a) or (7) (b) 1.

9. The caption, except that the word “certificate” may be used
instead of “policy,” if appropriate: “The Wisconsin Insurance
Commissioner has set standards for Medicare select policies.
This policy meets these standards. It, along with Medicare, may
not cover all of your medical costs. You should review carefully
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all policy limitations. For an explanation of these standards and
other important information, see ‘Wisconsin Guide to Health
Insurance for People with Medicare,” given to you when you
applied for this policy. Do not buy this policy if you did not get
this guide.”

(j) Prior to the sale of a Medicare select policy or certificate,
a Medicare select issuer shall obtain from the applicant a signed
and dated form stating that the applicant has received the informa-
tion provided pursuant to par. (i) and that the applicant under-
stands the restrictions of the Medicare select policy or certificate.

(k) A Medicare select issuer shall have and use procedures for
hearing complaints and resolving written grievances from its sub-
scribers for Wisconsin mandated benefits. The grievance proce-
dures shall be aimed at mutual agreement for settlement, may
include arbitration procedures, and may include all of the follow-
ing:

1. The grievance procedure shall be described in the policy
and certificate and in the outline of coverage.

2. At the time the policy or certificate is issued, the issuer shall
provide detailed information to the policyholder describing how
a grievance may be registered with the issuer.

3. Grievances shall be considered in a timely manner and
shall be transmitted to appropriate decision—makers who have
authority to fully investigate the issue and take corrective action.

4. If a grievance is found to be valid, corrective action shall
be taken promptly.

5. All concerned parties shall be notified about the results of
a grievance.

6. The issuer shall report no later than each March 31st to the
commissioner regarding its grievance procedure. The report shall
be in a format prescribed by the commissioner and shall contain
the number of grievances filed in the past year and a summary of
the subject, nature and resolution of such grievances.

(L) At the time of initial purchase, a Medicare select issuer
shall make available to each applicant for a Medicare select policy
or certificate the opportunity to purchase any Medicare supple-
ment policy or certificate otherwise offered by the issuer.

(m) 1. At the request of an individual insured under a Medicare
select policy or certificate, a Medicare select issuer shall make
available to the individual insured the opportunity to purchase a
Medicare supplement policy or certificate offered by the issuer,
which has comparable or lesser benefits and which does not con-
tain a restricted network provision. The issuer shall make such
policies or certificates available without requiring evidence of
insurability after the Medicare select policy or certificate has been
in force for 6 months.

2. For the purposes of subd. 1., a Medicare supplement policy
or certificate shall be considered to have comparable or lesser ben-
efits unless it contains one or more significant benefits not
included in the Medicare select policy or certificate being
replaced. For the purposes of this paragraph, a significant benefit
means coverage for the Medicare Part A deductible, coverage for
at-home recovery services or coverage for Medicare Part B
excess charges.

(n) Medicare select policies and certificates shall provide for
continuation of coverage in the event the secretary determines that
Medicare select policies and certificates issued pursuant to this
section should be discontinued due to either the failure of the
Medicare select federal program to be reauthorized under law or
its substantial amendment.

1. Each Medicare select issuer shall make available to each
individual insured under a Medicare select policy or certificate the
opportunity to purchase any Medicare supplement policy or cer-
tificate offered by the issuer, which has comparable or lesser bene-
fits and which does not contain a restricted network provision.
The issuer shall make such policies and certificates available
without requiring evidence of insurability.
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2. For the purposes of subd. 1., a Medicare supplement policy
or certificate shall be considered to have comparable or lesser ben-
efits unless it contains one or more significant benefits not
included in the Medicare select policy or certificate being repla-
ced. For the purposes of this paragraph, a significant benefit
means coverage for the Medicare Part A deductible, coverage for
at-home recovery services or coverage for Medicare Part B
excess charges.

(0) A Medicare select issuer shall comply with reasonable
requests for data made by state or federal agencies, including the
CMS, for the purpose of evaluating the Medicare select program.

(p) Except as provided in par. (q) or (r), a Medicare select pol-
icy shall contain the following benefits:

1. The “basic Medicare supplement coverage” as described
in sub. (5) (¢).

2. Coverage for the Medicare Part A hospital deductible as
described in sub. (5) (i) 1.

3. Coverage for home health care for an aggregate of 365 vis-
its per policy year as described in sub. (5) (i) 2.

4. Coverage for the Medicare Part B medical deductible as
described in sub. (5) (i) 3.

5. Coverage for the difference between Medicare Part B eligi-
ble charges and the actual charges for authorized referral services.
This coverage shall not be described with words or terms that
would lead insureds to believe the coverage is for Medicare part
B Excess Charges as described in sub. (5) (i) 4.

6. Coverage for benefits obtained outside of the United States
as described in sub. (5) (i) 5.

7. Coverage for preventive health care services as described
in sub. (5) (c) 14.

8. Coverage for at least 80% of the charges for outpatient pre-
scription drugs after a drug deductible of no more than $6,250 per
calendar year. This coverage may only be included in a Medicare
select policy issued before January 1, 2006.

(q) The Medicare Select 50% Cost—Sharing plans shall only
contain the following:

1. The designation:. MEDICARE SELECT 50% COST-
SHARING PLAN;

2. Coverage of 100% of the Medicare Part A hospital coinsur-
ance amount for each day used from the 61st through the 90th day
in any Medicare benefit period;

3. Coverage for 100% of the Medicare Part A hospital coin-
surance amount for each Medicare lifetime inpatient reserve day
used from the 91st through the 150th day in any Medicare benefit
period;

4. Upon exhaustion of the Medicare hospital inpatient cover-
age, including the lifetime reserve days, coverage of 100% of the
Medicare Part A eligible expenses for hospitalization paid at the
applicable prospective payment system rate, or other appropriate
Medicare standard of payment, subject to a lifetime limitation
benefit of an additional 365 days;

5. Medicare Part A Deductible: Coverage for 50% of the
Medicare Part A inpatient hospital deductible amount per benefit
period until the out—of—pocket limitation is met as described in
subd. 12.;

6. Skilled Nursing Facility Care: Coverage for 50% of the
coinsurance amount for each day used from the 21st day through
the 100th day in a Medicare benefit period for post—hospital
skilled nursing facility care eligible under Medicare Part A until
the out—of—pocket limitation is met as described in subd. 12.;

7. Hospice Care: Coverage for 50% of cost sharing for all
Medicare Part A eligible expenses and respite care until the out—
of—pocket limitation is met as described in subd. 12.;

8. Coverage for 50%, under Medicare Part A or B, of the rea-
sonable cost of the first 3 pints of blood, or equivalent quantities
of packed red blood cells, as defined under federal regulations,
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unless replaced in accordance with federal regulations until the
out—of—pocket limitation is met as described in subd. 12.;

9. Except for coverage provided in subd. 11., coverage for
50% of the cost sharing otherwise applicable under Medicare Part
B after the policyholder pays the Medicare Part B deductible until
the out—of—pocket limitation is met as described under subd. 12.;

10. Coverage of 100% of the cost sharing for the benefits
described in sub. (5) (¢) 1., 5.,6.,8.,13., 16.,and 17., and (i) 2.,
to the extent the benefits do not duplicate benefits paid by Medi-
care and after the policyholder pays the Medicare Part A and Part
B deductible and meets the out—of—pocket limitation described
under subd. 12.;

11. Coverage of 100% of the cost sharing for Medicare Part
B preventive services after the policyholder pays the Medicare
Part B deductible; and

12. Coverage of 100% of all cost sharing under Medicare Part
A or B for the balance of the calendar year after the individual has
reached the out—of—pocket limitation on annual expenditures
under Medicare Parts A and B of $4,000 in 2006, indexed each
year by the appropriate inflation adjustment specified by the sec-
retary.

(r) The Medicare Select 25% Coverage Cost—Sharing plans

shall only contain the following:

1. The designation: MEDICARE SELECT 25% COST-
SHARING PLAN;

2. Coverage of 100% of the Medicare Part A hospital coinsur-
ance amount for each day used from the 615 through the 90th day
in any Medicare benefit period;

3. Coverage for 100% of the Medicare Part A hospital coin-
surance amount for each Medicare lifetime inpatient reserve day
used from the 91st through the 150th day in any Medicare benefit
period;

4. Upon exhaustion of the Medicare hospital inpatient cover-
age, including the lifetime reserve days, coverage of 100% of the
Medicare Part A eligible expenses for hospitalization paid at the
applicable prospective payment system rate, or other appropriate
Medicare standard of payment, subject to a lifetime limitation
benefit of an additional 365 days;

5. Medicare Part A Deductible: Coverage for 75% of the
Medicare Part A inpatient hospital deductible amount per benefit
period until the out—of—pocket limitation is met as described in
subd. 12.;

6. Skilled Nursing Facility Care: Coverage for 75% of the
coinsurance amount for each day used from the 21st day through
the 100th day in a Medicare benefit period for post—hospital
skilled nursing facility care eligible under Medicare Part A until
the out—of—pocket limitation is met as described in subd. 12.;

7. Hospice Care: Coverage for 75% of cost sharing for all
Medicare Part A eligible expenses and respite care until the out—
of—pocket limitation is met as described in subd. 12.;

8. Coverage for 75%, under Medicare Part A or B, of the rea-
sonable cost of the first 3 pints of blood, or equivalent quantities
of packed red blood cells, as defined under federal regulations,
unless replaced in accordance with federal regulations until the
out—of—pocket limitation is met as described in subd. 12.;

9. Except for coverage provided in subd. 11., coverage for
75% of the cost sharing otherwise applicable under Medicare Part
B, except there shall be no coverage for the Medicare Part B
deductible until the out—of—pocket limitation is met as described
in subd. 12.;

10. Coverage of 100% of the cost sharing for the benefits
described in sub. (5) (¢) 1.,5.,6.,8.,13.,16.,and 17., and (i) 2.,
to the extent the benefits do not duplicate benefits paid by Medi-
care and after the policyholder pays the Medicare Part A and Part
B deductible and meets the out—of—pocket limitation described
under subd. 12.;
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11. Coverage for 100% of the cost sharing for Medicare Part
B preventive services after the policyholder pays the Medicare
Part B deductible; and

12. Coverage for 100% of all cost sharing under Medicare
Parts A and B for the balance of the calendar year after the individ-
ual has reached the out—of—pocket limitation on annual expendi-
tures under Medicare Parts A and B of $2,000 in 2006, indexed
each year by the appropriate inflation adjustment specified by the
secretary.

(s) A Medicare select policy may include permissible addi-
tional coverage as described in sub. (5) (i) 7. This rider, if offered,
shall be added to the policy as a separate rider or amendment, shall
be priced separately and available for purchase separately. Sub-
ject to sub. (4) (a) 20., this rider may be offered by issuance or sale
until January 1, 2006.

(t) Insurers writing Medicare select policies shall additionally
comply with subchs. I and III of ch. Ins 9.

(30m) MEDICARE SELECT POLICIES AND CERTIFICATES. (a) 1.
This subsection shall only apply to Medicare select policies and
certificates issued to persons first eligible for Medicare on or after
June 1, 2010 and prior to January 1, 2020. This subsection does
not apply to Medicare supplement policies or certificates.

2. No policy or certificate may be advertised as a Medicare
select policy or certificate unless it meets the requirements of this
subsection.

(c) The commissioner may authorize an issuer to offer a Medi-
care select policy or certificate, pursuant to this subsection and
section 4358 of the Omnibus Budget Reconciliation Act of 1990,
if the commissioner finds that the issuer has satisfied all of the
requirements of this subsection.

(d) A Medicare select issuer may not issue a Medicare select
policy or certificate in this state until its plan of operation has been
approved by the commissioner.

(e) A Medicare select issuer shall file a proposed plan of opera-
tion with the commissioner in a format prescribed by the commis-
sioner. The plan of operation shall contain at least the following
information:

1. Evidence that all covered services that are subject to
restricted network provisions are available and accessible through
network providers, including a demonstration that:

a. Such services can be provided by network providers with
reasonable promptness with respect to geographic location, hours
of operation and after—hour care. The hours of operation and
availability of after—hour care shall reflect usual practice in the
local area. Geographic availability shall reflect the usual medical
travel times within the community.

b. The number of network providers in the service area is suf-
ficient, with respect to current and expected policyholders or cer-
tificateholders, either to deliver adequately all services that are
subject to a restricted network provision or to make appropriate
referrals.

c. There are written agreements with network providers
describing specific responsibilities.

d. Emergency care is available 24 hours per day and 7 days
per week.

e. In the case of covered services that are subject to a restricted
network provision and are provided on a prepaid basis, there are
written agreements with network providers prohibiting such pro-
viders from billing or otherwise seeking reimbursement from or
recourse against any individual insured under a Medicare select
policy or certificate. This subd. 1. e., may not apply to supplemen-
tal charges, copayment, or coinsurance amounts as stated in the
Medicare select policy or certificate.

2. A statement or map providing a clear description of the ser-
vice area.

3. A description of the grievance procedure to be utilized.
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4. A description of the quality assurance program, including
all of the following:

a. The formal organizational structure.

b. The written criteria for selection, retention and removal of
network providers.

c. The procedures for evaluating quality of care provided by
network providers.

d. The process to initiate corrective action when warranted.

5. Alist and description, by specialty, of the network provid-
ers.

6. Copies of the written information proposed to be used by
the issuer to comply with par. (i).

7. Any other information requested by the commissioner.

(f) 1. A Medicare select issuer shall file any proposed changes
to the plan of operation, except for changes to the list of network
providers, with the commissioner prior to implementing such
changes. Such changes shall be considered approved by the com-
missioner after 30 days after filing unless specifically disap-
proved.

2. An updated list of network providers shall be filed with the
commissioner at least quarterly.

(g) A Medicare select policy or certificate may not restrict pay-
ment for covered services provided by non—network providers if
both of the following occur:

1. The services are for symptoms requiring emergency care
or are immediately required for an unforeseen illness, injury or a
condition.

2. It is not reasonable to obtain such services through a net-
work provider.

(h) A Medicare select policy or certificate shall provide pay-
ment for full coverage under the policy or certificate for covered
services that are not available through network providers.

(i) A Medicare select issuer shall make full and fair disclosure
in writing of the provisions, coinsurance or copayments, restric-
tions and limitations of the Medicare select policy or certificate to
each applicant. This disclosure shall include at least the follow-
ing:

1. An outline of coverage in substantially the same format as
Appendices 2m and 5Sm sufficient to permit the applicant to com-
pare the coverage and premiums of the Medicare select policy or
certificate to the following:

a. Other Medicare supplement policies or certificates offered
by the issuer.

b. Other Medicare select policies or certificates.

2. A description, including address, phone number and hours
of operation, of the network providers, including primary care
physicians, specialty physicians, hospitals and other providers.

3. A description of the restricted network provisions, includ-
ing payments for copayments or coinsurance and deductibles
when providers other than network providers are utilized. Except
to the extent specified in the policy or certificate, expenses
incurred when using out—of—network providers do not count
toward the out—of—pocket annual limit contained in the Medicare
Select 50% and 25% Coverage Cost—Sharing plans offered by the
Medicare select issuer pursuant to pars. (r) and (s).

4. A description of coverage for emergency and urgently
needed care and other out of service area coverage.

5. A description of limitations on referrals to restricted net-
work providers and to other providers.

6. A description of the policyholder’s or certificateholder’s
rights to purchase any other Medicare supplement policy or certif-
icate otherwise offered by the issuer.

7. A description of the Medicare select issuer’s quality assur-
ance program and grievance procedure.
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8. A designation: MEDICARE SELECT POLICY. This des-
ignation shall be immediately below and in the same type size as
the designation required in sub. (4m) (a) 10.

9. The caption, except that the word “certificate” may be used
instead of “policy,” if appropriate: “The Wisconsin Insurance
Commissioner has set standards for Medicare select policies.
This policy meets these standards. It, along with Medicare, may
not cover all of your medical costs. You should review carefully
all policy limitations. For an explanation of these standards and
other important information, see ‘Wisconsin Guide to Health
Insurance for People with Medicare,” given to you when you
applied for this policy. Do not buy this policy if you did not get
this guide.”

(j) Prior to the sale of a Medicare select policy or certificate,
a Medicare select issuer shall obtain from the applicant a signed
and dated form stating that the applicant has received the informa-
tion provided pursuant to par. (i) and that the applicant under-
stands the restrictions of the Medicare select policy or certificate.

(k) A Medicare select issuer shall have and use procedures for
hearing complaints and resolving written grievances from its sub-
scribers for Wisconsin mandated benefits. The grievance proce-
dures shall be aimed at mutual agreement for settlement, may
include arbitration procedures, and include all of the following:

1. The grievance procedure shall be described in the policy
and certificate and in the outline of coverage.

2. Atthe time the policy or certificate is issued, the issuer shall
provide detailed information to the policyholder or certificate-
holder describing how a grievance may be registered with the
issuer.

3. Grievances shall be considered in a timely manner and
shall be transmitted to appropriate decision—makers who have
authority to fully investigate the issue and take corrective action.

4. If a grievance is found to be valid, corrective action shall
be taken promptly.

5. All concerned parties shall be notified about the results of
a grievance.

6. The issuer shall report to the commissioner no later than
each March 31st regarding its grievance procedure. The report
shall be in a format prescribed by the commissioner and shall con-
tain the number of grievances filed in the past year and a summary
of the subject, nature and resolution of such grievances.

(L) At the time of initial purchase, a Medicare select issuer
shall make available to each applicant for a Medicare select policy
or certificate the opportunity to purchase any Medicare supple-
ment policy or certificate otherwise offered by the issuer.

(m) 1. At the request of an individual insured under a Medicare
select policy or certificate, a Medicare select issuer shall make
available to the individual insured the opportunity to purchase a
Medicare supplement policy or certificate offered by the issuer,
which has comparable or lesser benefits and which does not con-
tain a restricted network provision. The issuer shall make such
policies or certificates available without requiring evidence of
insurability after the Medicare select policy or certificate has been
in force for 6 months.

2. For the purposes of this paragraph, a Medicare supplement
policy or certificate shall be considered to have comparable or
lesser benefits unless it contains one or more significant benefits
not included in the Medicare select policy or certificate being
replaced. In this subdivision, a “significant benefit” means cover-
age for the Medicare Part A deductible, coverage for at—home
recovery services or coverage for Medicare Part B excess charges.

(n) Medicare select policies and certificates shall provide for
continuation of coverage in the event the secretary determines that
Medicare select policies and certificates issued pursuant to this
section should be discontinued due to either the failure of the
Medicare select federal program to be reauthorized under law or
its substantial amendment, then the following apply:
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1. Each Medicare select issuer shall make available to each
individual insured under a Medicare select policy or certificate the
opportunity to purchase any Medicare supplement policy or cer-
tificate offered by the issuer, which has comparable or lesser bene-
fits and which does not contain a restricted network provision.
The issuer shall make such policies and certificates available
without requiring evidence of insurability.

2. For the purposes of this paragraph, a Medicare supplement
policy or certificate shall be considered to have comparable or
lesser benefits unless it contains one or more significant benefits
not included in the Medicare select policy or certificate being
replaced. In this subdivision, a “significant benefit” means cover-
age for the Medicare Part A deductible, coverage for at-home
recovery services or coverage for Medicare Part B excess charges.

(0) A Medicare select issuer shall comply with reasonable
requests for data made by state or federal agencies, including the
CMS, for the purpose of evaluating the Medicare select program.

(p) Except as provided in par. (r) or (s), a Medicare select pol-
icy or certificate shall contain the following coverages:
1. The “basic Medicare supplement coverage” as described
in sub. (5m) (d).
2. Coverage for 100% of the Medicare Part A hospital deduct-
ible as described in sub. (5m) (e) 1.

3. Coverage for home health care for an aggregate of 365 vis-
its per policy or certificate year as described in sub. (5m) (e) 3.

4. Coverage for 100% of the Medicare Part B medical deduct-
ible as described in sub. (5m) (e) 4.

5. Coverage for preventive health care services as described
in sub. (5m) (d) 15.

6. Coverage for emergency care obtained outside of the
United States as described in sub. (5m) (e) 7.

(q) Permissible additional coverage may only be added to the
policy or certificate as separate riders. The issuer shall issue a sep-
arate rider for each additional coverage offered. Issuers shall
ensure that the riders offered are compliant with MMA, each rider
is priced separately, available for purchase separately at any time,
subject to underwriting and the preexisting limitation allowed in
sub. (4m) (a) 2., and may consist of the following:

1. Coverage for 50% of the Medicare Part A hospital deduct-
ible with no out—of—pocket maximum as described in sub. (5m)
(e) 2.

2. Coverage for 100% of the Medicare Part B medical deduct-
ible subject to copayment or coinsurance as described in sub. (5m)
(e) 5.

(r) The Medicare Select 50% Cost—Sharing plans issued with
an effective date on or after June 1, 2010, shall only contain the
following coverages:

1. The designation: MEDICARE SELECT 50% COST-
SHARING PLAN.

2. Coverage for 100% of the Medicare Part A hospital coin-
surance or copayment amount for each day used from the 61st
through the 90th day in any Medicare benefit period.

3. Coverage for 100% of the Medicare Part A hospital coin-
surance or copayment amount for each Medicare lifetime inpa-
tient reserve day used from the 91st through the 150th day in any
Medicare benefit period.

4. Upon exhaustion of the Medicare hospital inpatient cover-
age, including the lifetime reserve days, coverage for 100% of the
Medicare Part A eligible expenses for hospitalization paid at the
applicable prospective payment system rate, or other appropriate
Medicare standard of payment, subject to a lifetime limitation
benefit of an additional 365 days.

5. Coverage for 50% of the Medicare Part A inpatient hospital

deductible amount per benefit period until the out—of—pocket lim-
itation is met as described in subd. 12.
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6. Coverage for 50% of the coinsurance or copayment amount
for each day used from the 21st day through the 100th day in a
Medicare benefit period for post—hospital skilled nursing facility
care eligible under Medicare Part A until the out—of—pocket limi-
tation is met as described in subd. 12.

7. Coverage for 50% of cost sharing for all Medicare Part A
eligible expenses and respite care until the out—of—pocket limita-
tion is met as described in subd. 12.

8. Coverage for 50%, under Medicare Part A or B, of the rea-
sonable cost of the first 3 pints of blood, or equivalent quantities
of packed red blood cells, as defined under federal regulations,
unless replaced in accordance with federal regulations until the
out—of—pocket limitation is met as described in subd. 12.

9. Except for coverage provided in subd. 11., coverage for
50% of the cost sharing otherwise applicable under Medicare Part
B after the policyholder or certificateholder pays the Medicare
Part B deductible until the out—of—pocket limitation is met as
described in subd. 12.

10. Coverage for 100% of the cost sharing for the benefits
described in sub. (5m) (d) 1.,6.,7.,9.,14.,16.,and 17., and (e) 3.,
to the extent the benefits do not duplicate benefits paid by Medi-
care and after the policyholder or certificateholder pays the Medi-
care Part A and B deductible and meets the out—of—pocket limita-
tion described in subd. 12.

11. Coverage for 100% of the cost sharing for Medicare Part
B preventive services after the policyholder or certificateholder
pays the Medicare Part B deductible.

12. Coverage for 100% of all cost sharing under Medicare
Part A or B for the balance of the calendar year after the individual
has reached the out—of—pocket limitation on annual expenditures
under Medicare Parts A and B of [$4,440] in 2010, indexed each
year by the appropriate inflation adjustment specified by the sec-
retary.

(s) The Medicare Select 25% Coverage Cost—Sharing plans
issued with an effective date on or after June 1, 2010, shall only
contain the following coverages:

1. The designation:. MEDICARE SELECT 25% COST-
SHARING PLAN.

2. Coverage for 100% of the Medicare Part A hospital coin-
surance or copayment amount for each day used from the 61st
through the 90th day in any Medicare benefit period.

3. Coverage for 100% of the Medicare Part A hospital coin-
surance or copayment amount for each Medicare lifetime inpa-
tient reserve day used from the 91st through the 150th day in any
Medicare benefit period.

4. Upon exhaustion of the Medicare hospital inpatient cover-
age, including the lifetime reserve days, coverage for 100% of the
Medicare Part A eligible expenses for hospitalization paid at the
applicable prospective payment system rate, or other appropriate
Medicare standard of payment, subject to a lifetime limitation
benefit of an additional 365 days.

5. Coverage for 75% of the Medicare Part A inpatient hospital
deductible amount per benefit period until the out—of—pocket lim-
itation is met as described in subd. 12.

6. Coverage for 75% of the coinsurance or copayment amount
for each day used from the 21st day through the 100th day in a
Medicare benefit period for post—hospital skilled nursing facility
care eligible under Medicare Part A until the out—of—pocket limi-
tation is met as described in subd. 12.

7. Coverage for 75% of cost sharing for all Medicare Part A
eligible expenses and respite care until the out—of—pocket limita-
tion is met as described in subd. 12.

8. Coverage for 75%, under Medicare Part A or B, of the rea-
sonable cost of the first 3 pints of blood, or equivalent quantities
of packed red blood cells, as defined under federal regulations,


https://docs-preview.legis.wisconsin.gov/document/statutes/35.93
https://docs-preview.legis.wisconsin.gov/document/statutes/35.93
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(30m)(r)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(30m)(s)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(d)
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(e)1.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(e)3.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(e)4.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(d)15.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(e)7.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(4m)(a)2.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(e)2.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(e)2.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(e)5.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(e)5.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(30m)(r)12.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(30m)(r)12.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(30m)(r)12.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(30m)(r)12.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(30m)(r)11.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(30m)(r)12.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(d)1.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(d)6.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(d)7.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(d)9.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(d)14.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(d)16.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(d)17.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(5m)(e)3.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(30m)(r)12.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(30m)(s)12.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(30m)(s)12.
https://docs-preview.legis.wisconsin.gov/document/administrativecode/Ins%203.39(30m)(s)12.

Published under s. 35.93, Wis. Stats., by the Legislative Reference Bureau.

123 COMMISSIONER OF INSURANCE

unless replaced in accordance with federal regulations until the
out—of—pocket limitation is met as described in subd. 12.

9. Except for coverage provided in subd. 11., coverage for
75% of the cost sharing otherwise applicable under Medicare Part
B, except there shall be no coverage for the Medicare Part B
deductible until the out—of—pocket limitation is met as described
in subd. 12.

10. Coverage for 100% of the cost sharing for the benefits
described in sub. (5m) (d) 1.,6.,7.,9.,14.,16.,and 17., and (e) 3.,
to the extent the benefits do not duplicate benefits paid by Medi-
care and after the policyholder or certificateholder pays the Medi-
care Part A and B deductible and meets the out—of—pocket limita-
tion described in subd. 12.

11. Coverage for 100% of the cost sharing for Medicare Part
B preventive services after the policyholder or certificateholder
pays the Medicare Part B deductible.

12. Coverage for 100% of all cost sharing under Medicare
Parts A and B for the balance of the calendar year after the individ-
ual has reached the out—of—pocket limitation on annual expendi-
tures under Medicare Parts A and B of [$2,220] in 2010, indexed
each year by the appropriate inflation adjustment specified by the
secretary.

(t) A Medicare select policy or certificate may include permis-
sible additional coverage as described in sub. (Sm) (e) 2., 5., and
7. These riders, if offered, shall be added to the policy or certifi-
cate as separate riders or amendments and shall be priced sepa-
rately and available for purchase separately.

(u) Issuers writing Medicare select policies or certificates shall
additionally comply with subchs. I and III of ch. Ins 9.

(30t) MEDICARE SELECT POLICIES AND CERTIFICATES. (a) 1.
This subsection shall apply only to Medicare select policies and
certificates issued to persons newly eligible for Medicare on or
after January 1, 2020. This subsection does not apply to Medicare
supplement policies or certificates or to Medicare cost policies.

2. No Medicare select policy or certificate may be advertised
as a Medicare select policy or certificate unless it meets the
requirements of this subsection.

(c) The commissioner may authorize an issuer to offer a Medi-
care select policy or certificate, pursuant to this subsection and
OBRA, if the commissioner finds that the issuer has satisfied all
of the requirements of this subsection.

(d) A Medicare select issuer may not issue a Medicare select
policy or certificate in this state until its plan of operation has been
approved by the commissioner.

(e) A Medicare select issuer shall file a proposed plan of opera-
tion with the commissioner in a format prescribed by the commis-
sioner. The plan of operation shall contain at least all of the fol-
lowing information:

1. Evidence that all covered services that are subject to
restricted network provisions are available and accessible through
network providers, including a demonstration of all of the follow-
ing:

a. That covered services can be provided by network
providers with reasonable promptness with respect to geographic
location, hours of operation and after—hour care. The hours of
operation and availability of after—hour care shall reflect usual
practice in the local area. Geographic availability shall reflect the
usual medical travel times within the community.

b. That the number of network providers in the service area
is sufficient, with respect to current and expected policyholders or
certificateholders, either to deliver adequately all services that are
subject to a restricted network provision or to make appropriate
referrals.

c. That there are written agreements with network providers
describing specific responsibilities.

d. Emergency care is available 24 hours per day and 7 days
per week.
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e. In the case of covered services that are subject to a restricted
network provision and are provided on a prepaid basis, there are
written agreements with network providers prohibiting such
providers from billing or otherwise seeking reimbursement from
or recourse against any individual insured under a Medicare select
policy or certificate. This subd. 1. e. may not apply to supplemen-
tal charges, copayment, or coinsurance amounts as stated in the
Medicare select policy or certificate.

2. A statement or map providing a clear description of the ser-
vice area.

3. A description of the grievance procedure to be utilized.

4. A description of the quality assurance program, including
all of the following:

a. The formal organizational structure.

b. The written criteria for selection, retention, and removal of
network providers.

c. The procedures for evaluating quality of care provided by
network providers.

d. The process to initiate corrective action when warranted.

5. A list and description, by specialty, of the network
providers.

6. Copies of the written information proposed to be used by
the issuer to comply with par. (i).

7. Any other information requested by the commissioner.

(f) 1. A Medicare select issuer shall file any proposed changes
to the plan of operation, except for changes to the list of network
providers, with the commissioner prior to implementing such
changes. Such changes shall be considered approved by the com-
missioner after 30 days after filing unless specifically disap-
proved.

2. An updated list of network providers shall be filed with the
commissioner at least quarterly.

(g) A Medicare select policy or certificate may not restrict pay-
ment for covered services provided by non—network providers if
all of the following occur:

1. The services are for symptoms requiring emergency care
or are immediately required for an unforeseen illness, injury or a
condition.

2. It is not reasonable to obtain services described in subd. 1.
through a network provider.

(h) A Medicare select policy or certificate shall provide pay-
ment for full coverage under the policy or certificate for covered
services that are not available through network providers.

(i) A Medicare select issuer shall make full and fair disclosure
in writing of the provisions, coinsurance, or copayments, restric-
tions, and limitations of the Medicare select policy or certificate
to each applicant. This disclosure shall include at least the follow-
ing:

1. An outline of coverage in substantially the same format as
Appendices 2t and 5t sufficient to permit the applicant to compare
the coverage and premiums of the Medicare select policy or cer-
tificate to the following:

a. Other Medicare supplement policies or certificates offered
by the issuer.

b. Other Medicare select policies or certificates.

2. A description, including address, phone number and hours
of operation, of the network providers, including primary care
physicians, specialty physicians, hospitals and other providers.

3. A description of the restricted network provisions, includ-
ing payments for copayments or coinsurance and deductibles
when providers other than network providers are utilized. Except
to the extent specified in the policy or certificate, expenses
incurred when using out—of—network providers do not count
toward the out—of—pocket annual limit contained in the Medicare
Select 50% and 25% Coverage Cost—Sharing plans offered by the
Medicare select issuer under pars. (r) and (s).
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4. A description of coverage for emergency and urgently
needed care and other out of service area coverage.

5. A description of limitations on referrals to restricted net-
work providers and to other providers.

6. A description of the policyholder’s or certificateholder’s
rights to purchase any other Medicare supplement policy or cer-
tificate otherwise offered by the issuer.

7. A description of the Medicare select issuer’s quality assur-
ance program and grievance procedure.

8. A designation: MEDICARE SELECT POLICY. This
designation shall be immediately below and in the same type size
as the designation required in sub. (4t) (a) 10.

9. The caption, except that the word “certificate” may be used
instead of “policy,” if appropriate: “The Wisconsin Insurance
Commissioner has set standards for Medicare select policies.
This policy meets these standards. It, along with Medicare, may
not cover all of your medical costs. You should review carefully
all policy limitations. For an explanation of these standards and
other important information, see “Wisconsin Guide to Health
Insurance for People with Medicare,” given to you when you
applied for this policy. Do not buy this policy if you did not get this
guide.”

(j) Prior to the sale of a Medicare select policy or certificate,
a Medicare select issuer shall obtain from the applicant a signed
and dated form stating that the applicant has received the informa-
tion provided pursuant to par. (i) and that the applicant under-
stands the restrictions of the Medicare select policy or certificate.

(k) A Medicare select issuer shall have and use procedures for
hearing complaints and resolving written grievances from its sub-
scribers for Wisconsin mandated benefits. These grievance proce-
dures shall be aimed at mutual agreement for settlement, shall
include arbitration procedures, and may include all of the follow-
ing:

1. The grievance procedure shall be described in the policy
and certificate and in the outline of coverage.

2. Atthe time the policy or certificate is issued, the issuer shall
provide detailed information to the policyholder or certificate-
holder describing how a grievance may be registered with the
issuer.

3. Grievances shall be considered in a timely manner and
shall be transmitted to appropriate decision—makers who have
authority to fully investigate the issue and take corrective action.

4. If a grievance is found to be valid, corrective action shall
be taken promptly.

5. All concerned parties shall be notified about the results of
a grievance.

6. The issuer shall report to the commissioner no later than
each March 31st regarding its grievance procedure. The report
shall be in a format prescribed by the commissioner and shall con-
tain the number of grievances filed in the past year and a summary
of the subject, nature and resolution of such grievances.

(L) At the time of initial purchase of a Medicare select policy
or certificate, a Medicare select issuer shall make available to each
applicant for the policy or certificate the opportunity to purchase
any Medicare supplement policy or certificate otherwise offered
by the issuer.

(m) 1. Atthe request of an individual insured under a Medicare
select policy or certificate, a Medicare select issuer shall make
available to the individual insured the opportunity to purchase a
Medicare supplement policy or certificate offered by the issuer,
that has comparable or lesser benefits and that does not contain a
restricted network provision. The issuer shall make Medicare
select policies or certificates available without requiring evidence
of insurability after the Medicare select policy or certificate has
been in force for 6 months.

2. For the purposes of this paragraph, a Medicare supplement
policy or certificate shall be considered to have comparable or
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lesser benefits unless it contains one or more significant benefits
not included in the Medicare select policy or certificate being
replaced. In this subdivision, “significant benefit” means cover-
age for the Medicare Part A deductible, coverage for at—home
recovery services or coverage for Medicare Part B excess charges.

(n) Medicare select policies and certificates shall provide for
continuation of coverage in the event the secretary determines that
Medicare select policies and certificates issued under this section
should be discontinued due to either the failure of the Medicare
select program to be reauthorized under law or its substantial
amendment, then all of the following apply:

1. Each Medicare select issuer shall make available to each
individual insured under a Medicare select policy or certificate the
opportunity to purchase any Medicare supplement policy or cer-
tificate offered by the issuer, which has comparable or lesser bene-
fits and which does not contain a restricted network provision. The
issuer shall make Medicare supplement policies and certificates
available without requiring evidence of insurability.

2. For the purposes of this paragraph, a Medicare supplement
policy or certificate shall be considered to have comparable or
lesser benefits unless it contains one or more significant benefits
not included in the Medicare select policy or certificate being
replaced. In this subdivision, a “significant benefit” means cover-
age for the Medicare Part A deductible, coverage for at-home
recovery services, or coverage for Medicare Part B excess
charges.

(0) A Medicare select issuer shall comply with reasonable
requests for data made by state or federal agencies, including the
CMS, for the purpose of evaluating the Medicare select program.

(p) Except as provided in par. (r) or (s), a Medicare select pol-
icy or certificate issued for delivery to individuals newly eligible
for Medicare on or after January 1, 2020, shall contain the follow-
ing coverages:

1. The “basic Medicare supplement coverage” as described
in sub. (5t) (d).

2. Coverage for 100% of the Medicare Part A hospital
deductible as described in sub. (5t) (e) 1.

3. Coverage for home health care for an aggregate of 365 vis-
its per policy or certificate year as described in sub. (5t) (e) 3.

4. Coverage for preventive health care services as described
in sub. (5t) (d) 15.

5. Coverage for emergency care obtained outside of the
United States as described in sub. (5t) (e) 6.

(q) Permissible additional coverage may only be added to the
policy or certificate as separate riders. The issuer shall issue a sep-
arate rider for each additional rider offered. Issuers shall ensure
that the riders offered are compliant with MMA and that each rider
is priced separately, available for purchase separately at any time,
subject to underwriting and the preexisting limitation allowed in
sub. (4t) (a) 2., and may consist of any of the following:

1. Coverage for 50% of the Medicare Part A hospital
deductible with no out—of—pocket maximum as described in sub.
(50) (e) 2.

2. Coverage for Medicare Part B copayment or coinsurance
as described in sub. (5t) (e) 4.

(r) The Medicare Select 50% Cost—Sharing plans issued to per-
sons who first became eligible for Medicare on or after January 1,
2020, shall only contain the following coverages:

1. The designation: MEDICARE SELECT 50% COST-
SHARING PLAN.

2. Coverage for 100% of the Medicare Part A hospital coin-
surance or copayment amount for each day used from the 61st
through the 90th day in any Medicare benefit period.

3. Coverage for 100% of the Medicare Part A hospital coin-
surance or copayment amount for each Medicare lifetime inpa-
tient reserve day used from the 91st through the 150th day in any
Medicare benefit period.
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4. Upon exhaustion of the Medicare hospital inpatient cover-
age, including the lifetime reserve days, coverage for 100% of the
Medicare Part A eligible expenses for hospitalization paid at the
applicable prospective payment system rate, or other appropriate
Medicare standard of payment, subject to a lifetime limitation
benefit of an additional 365 days.

5. Coverage for 50% of the Medicare Part A inpatient hospital
deductible amount per benefit period until the out—of—pocket lim-
itation as described in subd. 12. is met.

6. Coverage for 50% of the coinsurance or copayment amount
for each day used from the 21st day through the 100th day in a
Medicare benefit period for post—hospital skilled nursing facility
care eligible under Medicare Part A until the out—of—pocket limi-
tation as described in subd. 12. is met.

7. Coverage for 50% of cost sharing for all Medicare Part A
eligible expenses and respite care until the out—of—pocket limita-
tion as described in subd. 12. is met.

8. Coverage for 50%, under Medicare Part A or B, of the rea-
sonable cost of the first 3 pints of blood, or equivalent quantities
of packed red blood cells, as defined under federal regulations,
unless replaced in accordance with federal regulations until the
out—of—pocket limitation as described in subd. 12. is met.

9. Except for coverage provided in subd. 11., coverage for
50% of the cost sharing otherwise applicable under Medicare Part
B after the policyholder or certificateholder pays the Medicare
Part B deductible until the out—of—pocket limitation as described
in subd. 12. is met.

10. Coverage for 100% of the cost sharing for the benefits
described in sub. (5t) (d) 1.,6.,7.,9., 14., 16., and 17. and (e) 3.,
to the extent the benefits do not duplicate benefits paid by Medi-
care and after the policyholder or certificateholder pays the Medi-
care Part A and B deductible and the out—of—pocket limitation
described in subd. 12. is met.

11. Coverage for 100% of the cost sharing for Medicare Part
B preventive services after the policyholder or certificateholder
pays the Medicare Part B deductible.

12. Coverage for 100% of all cost sharing under Medicare
Part A or B for the balance of the calendar year after the individual
has reached the out—of—pocket limitation on annual expenditures
under Medicare Parts A and B indexed each year by the appropri-
ate inflation adjustment specified by the secretary.

(s) The Medicare Select 25% Coverage Cost—Sharing plans
issued to persons who first became eligible for Medicare on or
after January 1, 2020, shall only contain all of the following
phrases and coverages:

1. The designation: MEDICARE SELECT 25% COST-
SHARING PLAN.

2. Coverage for 100% of the Medicare Part A hospital coin-
surance or copayment amount for each day used from the 61st
through the 90th day in any Medicare benefit period.

3. Coverage for 100% of the Medicare Part A hospital coin-
surance or copayment amount for each Medicare lifetime inpa-
tient reserve day used from the 91st through the 150th day in any
Medicare benefit period.

4. Upon exhaustion of the Medicare hospital inpatient cover-
age, including the lifetime reserve days, coverage for 100% of the
Medicare Part A eligible expenses for hospitalization paid at the
applicable prospective payment system rate, or other appropriate
Medicare standard of payment, subject to a lifetime limitation
benefit of an additional 365 days.

5. Coverage for 75% of the Medicare Part A inpatient hospital
deductible amount per benefit period until the out—of—pocket lim-
itation as described in subd. 12. is met.

6. Coverage for 75% of the coinsurance or copayment amount
for each day used from the 21st day through the 100th day in a
Medicare benefit period for post—hospital skilled nursing facility
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care eligible under Medicare Part A until the out—of—pocket limi-
tation as described in subd. 12. is met.

7. Coverage for 75% of cost sharing for all Medicare Part A
eligible expenses and respite care until the out—of—pocket limita-
tion as described in subd. 12. is met.

8. Coverage for 75%, under Medicare Part A or B, of the rea-
sonable cost of the first 3 pints of blood, or equivalent quantities
of packed red blood cells, as defined under federal regulations,
unless replaced in accordance with federal regulations until the
out—of—pocket limitation as described in subd. 12. is met.

9. Except for coverage provided in subd. 11., coverage for
75% of the cost sharing otherwise applicable under Medicare Part
B, except there shall be no coverage for the Medicare Part B
deductible until the out—of—pocket limitation as described in subd.
12. is met.

10. Coverage for 100% of the cost sharing for the benefits
described in sub. (5t) (d) 1.,6.,7.,9., 14., 16., and 17. and (e) 3.,
to the extent the benefits do not duplicate benefits paid by Medi-
care and after the policyholder or certificateholder pays the Medi-
care Part A and B deductible and the out—of—pocket limitation
described in subd. 12. is met.

11. Coverage for 100% of the cost sharing for Medicare Part
B preventive services after the policyholder or certificateholder
pays the Medicare Part B deductible.

12. Coverage for 100% of all cost sharing under Medicare
Parts A and B for the balance of the calendar year after the individ-
ual has reached the out—of—pocket limitation on annual expendi-
tures under Medicare Parts A and B, indexed each year by the
appropriate inflation adjustment specified by the secretary.

(t) A Medicare select policy or certificate may include permis-
sible additional coverage as described in sub. (5t) (e) 2., 4., and 6.
These riders, if offered, shall be added to the policy or certificate
as separate riders or amendments and shall be priced separately
and available for purchase separately.

(u) Issuers writing Medicare select policies or certificates shall
additionally comply with subchs. I and III of ch. Ins 9.

(31) REFUND OR CREDIT CALCULATION. (a) Every issuer pro-
viding individual or group Medicare supplement policies or cer-
tificates and every issuer providing individual or group Medicare
select policies or certificates shall collect and file the following
information with the commissioner. The data must be provided on
a form made available by the commissioner. Issuers shall submit
the following information in the manner compliant with the com-
missioner’s instructions on or before May 31 of each year:

1. The actual experience loss ratio of incurred claims to
earned premium net of refunds.

2. A credibility adjustment based on a creditability factor.

3. A comparison to the benchmark loss ratio that is a cumula-
tive incurred claims divided by the cumulative earned premiums
to date.

4. A calculation of the amount of refund or premium credit,
if any.
5. A certification that the refund calculation is accurate.

(b) 1. For policies or certificates issued between December 31,
1980, and January 1, 1992, issuers shall combine the Wisconsin
experience of all policy or certificate forms of the same type, as
defined at sub. (3) (zar), for purposes of calculating the amount of
refund or premium credit, if any. Issuers may combine the Wis-
consin experience of all policies issued prior to January 1, 1981,
with those issued between December 31, 1980, and January 1,
1992, if the issuer uses the 60% loss ratio for individual policies
and the 70% loss ratio for group certificates renewed prior to Janu-
ary 1, 1996, and the appropriate loss ratios specified in sub. (16)
(d), thereafter.

2. For policies or certificates issued on or after January 1,
1992, and prior to June 1, 2010, issuers shall combine the Wiscon-
sin experience of all policy or certificate forms of the same type,
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as defined at sub. (3) (zar), for the purposes of calculating the
amount of the refund or premium credit, if any, if the issuer uses
the 65% loss ratio for individual policies and the 75% loss ratio for
group certificates renewed on or after January 1, 1996 and prior
to June 1, 2010, and the appropriate loss ratios specified in sub.
(16) (d).

(c) A refund or credit shall be made only when the benchmark
loss ratio exceeds the adjusted experience loss ratio and the
amount to be refunded or credited exceeds $5.00. Such refund
shall include interest from the end of the calendar year to the date
of the refund or credit at a rate specified by the secretary of health
and human services, but in no event shall it be less than the average
rate of interest for 13—week U.S. treasury notes. A refund or credit
against premiums due shall be made by September 30 following
the experience year upon which the refund or credit is based.

(32) PuBLIC HEARINGS. The commissioner may conduct a
public hearing to gather information concerning a request by an
issuer for an increase in a rate for a policy form or certificate form
issued before or after the effective date of this section if the experi-
ence of the form for the previous reporting period is not in com-
pliance with the applicable loss ratio standard. The determination
of compliance is made without consideration of any refund or
credit for such reporting period. Public notice of such hearing
shall be furnished in a manner deemed appropriate by the commis-
sioner.

(34) GUARANTEED ISSUE FOR ELIGIBLE PERSONS. (a) Guaran-
teed issue. 1. Persons eligible for guarantee issue are those indi-
viduals described in par. (b) who seek to enroll under the policy
during the period specified in par. (c), and who submit evidence
of the date of termination or disenrollment with the application for
a Medicare supplement policy, Medicare select policy or Medi-
care cost policy, and where applicable, evidence of enrollment in
Medicare Part D.

2. With respect to an eligible person, an issuer may not deny
or condition the issuance or effectiveness of a Medicare supple-
ment policy, Medicare select policy, or Medicare cost policy
described in par. (e) that is offered and is available for issuance to
new enrollees by the issuer, and shall not discriminate in the pric-
ing of such a Medicare supplement, Medicare select, or Medicare
cost policy because of health status, claims experience, receipt of
health care, or medical condition and shall not impose an exclu-
sion of benefits based on a preexisting condition under such a
Medicare supplement policy, Medicare select policy, or Medicare
cost policy.

(b) Eligible persons. An eligible person for guarantee issue is
an individual described in any of the following subdivisions:

1. The individual is enrolled under an employee welfare bene-
fit plan that provides health benefits that supplement the benefits
under Medicare and the plan does any of the following:

a. Terminates.

b. Ceases to provide some or all such supplemental health
benefits to the individual.

¢. The amount the individual pays for coverage under the plan
increases from one 12—month period to the subsequent 12—month
period by more than 25% and the new payment for the employer—
sponsored coverage is greater than the premium charged under the
Medicare supplement plan for which the individual is applying.
An issuer may require reasonable documentation to substantiate
the increase of the cost of coverage to the individual. Reasonable
documentation that issuers may request includes premium billing
statements and notices of premiums from employers for the most
recent 12 month period.

Im. The individual is enrolled under an employee welfare
benefit plan that is primary to Medicare and the plan terminates
or the plan ceases to provide some or all health benefits to the indi-
vidual because the individual leaves the plan.
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1r. The individual is covered by an employee welfare benefit
plan that is either primary to Medicare or provides health benefits
that supplement the benefits of Medicare and the individual termi-
nates coverage under the employee welfare benefit plan to enroll
in a Medicare Advantage plan, but disenrolls from the Medicare
Advantage plan by not later than 12 months after the effective date
of enrollment.

1s. The individual is enrolled in a Medicare select policy and
is notified by the issuer, as required in par. (f) 3. and s. Ins 9.35,
as applicable, that a hospital is leaving the Medicare select policy
network and that there is no other network provider hospital
within a 30 minute or 30 mile radius of the policyholder.

2. The individual is enrolled with a Medicare Advantage
organization under a Medicare Advantage plan under part C of
Medicare, and any of the following circumstances apply, or the
individual is 65 years of age or older and is enrolled with a PACE
provider, and there are circumstances similar to those described
below that would permit discontinuance of the individual’s enroll-
ment with the PACE provider if the individual were enrolled in a
Medicare Advantage plan including any of the following:

a. The certification of the organization or plan under Medi-
care Part C has been terminated; or

b. The organization has terminated or otherwise discontinued
providing the plan in the area in which the individual resides.

c. The individual is no longer eligible to elect the plan because
of a change in the individual’s place of residence or other change
in circumstances specified by the secretary, but not including ter-
mination of the individual’s enrollment on the basis described in
section 1851 (g) (3) (B) of the federal Social Security Act (Where
the individual has not paid premiums on a timely basis or has
engaged in disruptive behavior as specified in standards under
section 1856), or the plan is terminated for all individuals within
a residence area.

d. The individual demonstrates, in accordance with guide-
lines established by the secretary that, at least one of the following
has occurred; the organization offering the plan substantially vio-
lated a material provision of the organization’s contract under this
part in relation to the individual, including the failure to provide
an enrollee 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
the organization, or agent or other entity acting on the organiza-
tion’s behalf, materially misrepresented the plan’s provisions in
marketing the plan to the individual.

e. The individual meets such other exceptional conditions as
the secretary may provide.

3. The individual is enrolled with any of the following:

a. An eligible organization under a contract under Section
1876 of the Social Security Act (Medicare 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 Social Security Act (health care prepayment
plan); or

d. An organization under a Medicare select policy; and

3m. The enrollment ceases under the same circumstances that
would permit discontinuance of an individual’s election of cover-
age under subd. 2.

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

a. Of the insolvency of the issuer or bankruptcy of the nonis-
suer organization or of other involuntary termination of coverage
or enrollment under the policy;

b. The issuer of the policy substantially violated a material
provision of the policy; or
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c. The issuer, or an agent or other entity acting on the issuer’s
behalf, materially misrepresented the policy’s provisions in mar-
keting the policy to the individual;

5. a. The individual was enrolled under a Medicare supple-
ment policy and terminates enrollment and subsequently enrolls,
for the first time, with any Medicare Advantage organization
under a Medicare Advantage plan under Medicare Part C, any eli-
gible organization under a contract under section 1876 of the
Social Security Act, Medicare cost, any similar organization oper-
ating demonstration project authority, any PACE provider under
section 1894 of the Social Security Act, or a Medicare select pol-
icy; and

b. The subsequent enrollment under subd. 5. a. is terminated
by the enrollee during any period within the first 12 months of
such subsequent enrollment (during which the enrollee is per-
mitted to terminate such subsequent enrollment under section
1851(e) of the federal Social Security Act); or

6. The individual, upon first becoming eligible for benefits
under Medicare Parts A and B at age 65, enrolls in a Medicare
Advantage plan under Medicare Part C, or with a PACE provider
under section 1894 of the Social Security Act, and disenrolls from
the plan or program by not later than 12 months after the effective
date of enrollment.

7. The individual enrolls in a Medicare Part D plan during the
initial enrollment period and, at the time of enrollment in Medi-
care Part D, was enrolled under a Medicare supplement, Medicare
replacement, Medicare cost or Medicare select policy that cov-
ered outpatient prescription drugs and the individual terminates
enrollment in the Medicare supplement, Medicare replacement
Medicare cost or Medicare select policy and submits evidence of
enrollment in Medicare Part D along with the application for a pol-
icy described in par. (e) 4.

8. The individual is eligible for benefits under Medicare Parts
A and B and is covered under the medical assistance program and
subsequently loses eligibility in the medical assistance program.

(¢) Guaranteed issue time periods. 1. In the case of an individ-
ual described in par. (b) 1., Im., or 1s., the guaranteed issue period
begins on the later of the following dates:

a. The date the individual receives a notice of termination or
cessation of some or all supplemental health benefits, or, if a
notice is not received, notice that a claim has been denied because
of a termination or cessation, and ends 63 days after the date the
applicable coverage is terminated.

b. The date the individual receives notice that a claim has been
denied because of such a termination or cessation, if the individual
did not receive notice of the plan’s termination or cessation, and
ends 63 days after the date of notice of the claim denial.

2. In the case of an individual described in par. (b) 2., 3., 5.,
6. or 8., whose enrollment is terminated involuntarily, the guaran-
teed issue period begins on the date that the individual receives a
notice of termination and ends on the date that is 63 days after the
date the applicable coverage is terminated.

3. In the case of an individual described in par. (b) 4. a., the
guaranteed issue period begins on the earlier of either: the date that
the individual receives a notice of termination, a notice of the issu-
er’s bankruptcy or insolvency, or other such similar notice, if any;
or the date that the applicable coverage is terminated. The guaran-
teed issue period ends on the date that is 63 days after the date such
coverage is terminated.

4. In the case of an individual described in par. (b) 1r., 2., 4.
b. orc., 5., or 6. who disenrolls voluntarily, the guaranteed issue
period begins on the date that is 60 days before the effective date
of the disenrollment and ends on the date that is 63 days after the
effective date.

5. In the case of an individual described in par. (b) 7., the guar-
anteed issue period begins on the date the individual receives
notice pursuant to Section 1882 (v) (2) (B) of the Social Security
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Act from the Medicare supplement issuer during the 60—day
period immediately preceding the initial Medicare Part D enroll-
ment period and ends on the date that is 63 days after the effective
date of the individual’s coverage under Medicare Part D.

6. In the case of an individual described in par. (b) but not
described in the preceding provisions of this paragraph, the guar-
anteed issue period begins on the effective date of disenrollment
and ends on the date that is 63 days after the effective date.

(d) Extended Medigap access for interrupted trial periods. 1.
In the case of an individual described in par. (b) 5., or deemed to
be so described pursuant to this subdivision, whose enrollment
with an organization or provider described in par. (b) 5. a. is invol-
untarily terminated within the first 12 months of enrollment, and
who, without an intervening enrollment, enrolls with another such
organization or provider, the subsequent enrollment shall be
deemed to be an initial enrollment described in par. (b) 5.

2. In the case of an individual described in par. (b) 6., or
deemed to be so described pursuant to this paragraph, whose
enrollment with a plan or in a program described in par. (b) 6. is
involuntarily terminated within the first 12 months of enrollment,
and who, without an intervening enrollment, enrolls in another
such plan or program, the subsequent enrollment shall be deemed
to be an initial enrollment described in par. (b) 6.

3. For purposes of par. (b) 5. and 6., no enrollment of an indi-
vidual with an organization or provider described in par. (b) 5. a.,
or with a plan or in a program described in par. (b) 6., may be
deemed to be an initial enrollment under this paragraph after the
2—year period beginning on the date on which the individual first
enrolled with such an organization, provider, plan or program.

(e) Products to which eligible persons are entitled prior to
June 1, 2010. The Medicare supplement or Medicare cost policy
to which eligible persons are entitled under:

1. Paragraph (b) 1., Im., 1r., 2., 3., and 4. is a Medicare supple-
ment policy as defined in sub. (5) along with any riders available
or a Medicare select policy as defined in sub. (30). except the Out-
patient Prescription Drug Rider defined in sub. (5) (i) 7.

2. Paragraph (b) 5. is the same Medicare supplement policy
in which the individual was most recently previously enrolled, if
available from the same issuer, or, if not so available, a policy as
described in subd. 1.

3. Paragraph (b) 6. and 8. is a Medicare supplement policy as
described in sub. (5) along with any riders available or a Medicare
select policy as defined in sub. (30).

4. Paragraph (b) 7. is a Medicare supplement policy as
described in sub. (5) with any riders available or a Medicare select
policy as described in sub. (30), that is offered and is available for
issuance to new enrollees by the same issuer that issued the indi-
vidual’s Medicare supplement policy or Medicare select policy
containing the outpatient prescription drug coverage.

5. Paragraph (b) 3. is a Medicare cost policy as described in
sub. (7) with any enhancements and riders, that is offered and is
available for issuance to new enrollees by the same issuer that
issued the individual’s Medicare cost policy.

6. The Outpatient Prescription Drug Rider referenced in sub.
(5) (i) 7. may only be issued through December 31, 2005.

(em) Products that persons eligible for guarantee issue on or
after June 1, 2010, and prior to January 1, 2020, are entitled to
enroll into. The Medicare supplement policy or certificate, Medi-
care select policy or certificate, or Medicare cost policy that the
guarantee issue eligible persons are entitled to enroll include any
of the following:

1. Paragraph (b) 1., Im., Ir,, 1s., 2., 3. and 4. is a Medicare
supplement policy or certificate as described in sub. (5Sm) with any
riders available or a Medicare select policy or certificate as
described in sub. (30m).

2. Paragraph (b) 5. is the same Medicare supplement policy
or certificate in which the individual was most recently enrolled,
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if available from the same issuer, or, if not so available, a policy
or certificate as described in subd. 1.

3. Paragraph (b) 6. and 8. is a Medicare supplement policy or
certificate as described in sub. (Sm) with any riders available or
a Medicare select policy or certificate as defined in sub. (30m).

4. Paragraph (b) 7. is a Medicare supplement policy or certifi-
cate as described in sub. (Sm) with any riders available or a Medi-
care select policy or certificate as described in sub. (30m), that is
offered and is available for issuance to new enrollees by the same
issuer that issued the individual’s Medicare supplement policy or
certificate.

(et) Products that persons eligible for guarantee issue are enti-
tled to enroll into who first became eligible for Medicare on or
after January 1, 2020. The Medicare supplement policy or certifi-
cate, Medicare select policy or certificate, or Medicare cost policy
that persons are entitled to enroll on the basis of guarantee issue
includes any of the following:

1. Paragraph (b) 1., Im,, 1r., 1s., 2., 3. and 4. is a Medicare
supplement policy or certificate as described in sub. (5t) with any
riders available or a Medicare select policy or certificate as
described in sub. (30t).

2. Paragraph (b) 5. is the same Medicare supplement policy
or certificate in which the individual was most recently enrolled,
if available from the same issuer, or, if not so available, a policy
or certificate as described in subd. 1.

3. Paragraph (b) 6. and 8. is a Medicare supplement policy or
certificate as described in sub. (5t) with any riders available or a
Medicare select policy or certificate as described in sub. (30t).

4. Paragraph (b) 7. is a Medicare supplement policy or certifi-
cate as described in sub. (5t) with any riders available or a Medi-
care select policy or certificate as described in sub. (30t), that is
offered and is available for issuance to new enrollees by the same
issuer that issued the individual’s Medicare supplement policy or
certificate.

(f) Notification provisions. 1. At the time of an event
described in par. (b) because of which an individual loses cover-
age 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 individ-
ual of his or her rights under this section, and of the obligations of
issuers of Medicare supplement policies and certificates, Medi-
care select policies or certificates, or Medicare cost policies under
par. (a). The notice shall be communicated within 10 working
days of the issuer receiving notification of disenrollment.

2. At the time of an event described in par. (b) of this section
because of which an individual ceases enrollment under a contract
or agreement, policy, or plan, the organization that offers the con-
tract or agreement, regardless of the basis for the cessation of
enrollment, the (30) (k) the policy, or the administrator of the plan,
respectively, shall notify the individual of his or her rights under
this section, and of the obligations of issuers of Medicare supple-
ment policies or certificates, Medicare select policies or certifi-
cates or Medicare cost polices under par. (a). The notice shall be
communicated within 10 working days of the issuer receiving
notification of disenrollment.

3. At the time of an event described in par. (b) because of
which a hospital in a Medicare select network leaves the network
the issuer shall notify the insured of his or her rights under this sec-
tion, and of the obligations of issuers of Medicare supplement or
Medicare cost policies under par. (a). The notice to insureds shall
be communicated within 10 business days of the issuer receiving
notification of the hospital’s notice of leaving the network.

(35) EXCHANGE OF MEDICARE SUPPLEMENT POLICY. An issuer
that submits and receives approval to offer a Medicare supplement
policy or certificate that is effective or issued to persons first eligi-
ble for Medicare on or after June 1, 2010, and before June 1, 2011,
may offer an exchange subject to the following requirements:
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(a) By or before May 31, 2011, on a one—time basis in writing,
an issuer may offer to all of its existing Medicare supplement poli-
cyholders or certificateholders covered by a policy with an effec-
tive prior to June 1, 2010, the option to exchange the existing pol-
icy to a different policy that complies with subs. (4m), (Sm) and
(30m), as applicable.

(b) The offer shall be made on a nondiscriminatory basis with-
out regard to the age or health status of the insured unless such
offer or issue would be in violation of state or federal law.

(c) The offer shall remain open for a minimum of 120 days
from the date of the mailing by the issuer.

(d) In the event of an exchange, if the replaced policy is priced
on an issue age rate schedule, the rate charged to the insured for
the newly exchanged policy shall recognize the policy reserve
buildup, due to the pre—funding inherent in the use of an issue age
rate basis, for the benefit of the insured.

(e) The rating class of the new policy or certificate shall be the
class closest to the insured’s class of the replaced coverage.

(f) The issuer may not apply new preexisting condition limita-
tions or a new incontestability period to the newly issued policy
for those benefits that were contained in the exchanged policy or
certificate of the insured but may apply a preexisting condition
limitation of no more than 6 months to any added benefits con-
tained in the newly issued policy or certificate that were not pres-
ent in the exchanged policy or certificate.

(36) GENETIC INFORMATION. In addition to compliance with
ss. 631.89 and 632.748, Stats., beginning on May 21, 2009, an
issuer of a Medicare supplement policy or certificate may not
deny or condition the issuance or effectiveness of the policy or
certificate, including the imposition of any exclusion of benefits
under the policy based on a preexisting condition, on the basis of
the genetic information with respect to such individual. The issuer
may not discriminate in the pricing of the policy or certificate,
including the adjustment of rates of an individual on the basis of
the genetic information with respect to such individual.

(a) In this subsection and for use in policies or certificates:

1. “Family member” means, with respect to an individual, any
other individual who is a first through fourth degree relative of the
individual.

2. “Genetic information” means, with respect to any individ-
ual, information about such individual’s genetic tests, the genetic
tests of family members of such individual, and the manifestation
of a disease or disorder in family members of such individual.
Such term includes, with respect to any individual, any request
for, or receipt of, genetic services, or participation in clinical
research that includes genetic services, by such individual or any
family member of such individual. Any reference to genetic infor-
mation concerning an individual or family member of an individ-
ual who is a pregnant woman includes genetic information of any
fetus carried by such pregnant woman, or with respect to an indi-
vidual or family member utilizing reproductive technology,
includes genetic information of any embryo legally held by an
individual or family member. The term “genetic information”
does not include information about the sex or age of any individ-
ual.

3. “Genetic services” means a genetic test, genetic counseling
including, obtaining, interpreting, or assessing genetic informa-
tion, or genetic education.

4. “Genetic test” means an analysis of human deoxyribonu-
cleic acid, ribonucleic acid or chromosomes, proteins, or metabo-
lites that detect genotypes, mutations, or chromosomal changes.
The term “genetic test” does not mean an analysis of proteins or
metabolites that does not detect genotypes, mutation, or chromo-
somal changes; or an analysis of proteins or metabolites that is
directly related to a manifested disease, disorder, or pathological
condition that could reasonably be detected by a health care pro-
fessional with appropriate training and expertise in the field of
medicine involved.
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5. “Issuer of a Medicare supplement policy or certificate”
includes third—party administrators, or other person acting for or
on behalf of such issuer.

6. “Underwriting purposes,” means all of the following:

a. Rules for, or determinations of, eligibility including enroll-
ment and continued eligibility for benefits under the policy.

b. The computation of premium or contribution amounts
under the policy.

c. The application of any preexisting condition exclusions
under the policy.

d. Other activities related to the creation, renewal, or replace-
ment of a contract of health insurance or health benefits.

(b) An issuer of a Medicare supplement policy or certificate
may not request or require an individual or a family member of
such individual to undergo a genetic test. An issuer may not
request, require or purchase genetic information for use in under-
writing. An issuer may not request, require or purchase genetic
information with respect to any individual prior to such individu-
al’s enrollment under the policy in connection with such enroll-
ment.

(c) Nothing in par. (b) shall be construed to limit the ability of
an issuer, to the extent otherwise permitted by law, from any of the
following;

1. Denying or conditioning the issuance or effectiveness of
a policy or certificate or increasing the premium for a group based
on the manifestation of a disease or disorder of an insured or appli-
cant.

2. Increasing the premium for any policy issued to an individ-
ual based on the manifestation of a disease or disorder of an indi-
vidual who is covered under the policy.

(d) Notwithstanding par. (b), the manifestation of a disease or
disorder in one individual cannot also be used as genetic informa-
tion about other group members to further increase the premium
for the group.

(e) An issuer of a Medicare supplement policy or certificate
may not request or require an individual or a family member of
such individual to undergo a genetic test. Nothing in this para-
graph shall be construed to preclude an issuer of a Medicare sup-
plement policy or certificate from obtaining and using the results
of a genetic test in making a payment determination when consis-
tent with the requirements of par. (b). If genetic information is
obtained, the request may only include the minimum amount nec-
essary to accomplish the intended purpose.

(f) If an issuer of a Medicare supplement policy or certificate
obtains genetic information incidental to the requesting, requiring
or purchasing of other information concerning any individual,
such request, requirement or purchase may not be considered a
violation of this section.

Note: This rule requires the use of a rate change transmittal form which may be
obtained from the Office of the Commissioner of Insurance, P.O. Box 7873, Madison,
WI 53707-7873.

Note: The rule revisions published in June, 1994 first apply to any policy issued,
renewed or solicited on or after September 1, 1994.

Note: For a complete history of s. Ins 3.39 from July 1977 to October 31, 2001,

see the History note following s. Ins 3.39 as published in Register October 2001 No.
550.

History: CR 00-133: am (2) (a) (intro.), (3) (cm), (4) (intro.), (a), (b) 2., (34) (b)
5. a., 6., (c) 1. and Appendix 1, cr. (4) (a) 18p., (34) (b) 2. b., 2. f. and (c) 3., 1. (7)
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(b),(c), (7) (g), (21) (), r. and recr. (7) (d), (13) and (34) (b) 2.a., renum (7) (e) to be
(7) (c) and am., renum. (7) (f) to be (7) (d), (34) (b) 2. b.tobe 2.c.,2.c. tobe 2. d
and 2. d. to be 2. e.,Register October 2001 No. 550, eff. 11-1-01; corrections in (34)
(b) 2. and 3., made under s. 13.93 (2m) (b) 1., Stats., Register October 2001 No. 550;
emerg. am. eff. 12—16-02; corrections in (2) (a), (4), (7) (b) and (c), (13) and (33)
made under s. 13.93 (2m) (b) 7., Stats., Register December 2002 No. 564; CR
02-118: am. (4) (a) 18p., (5) (c) 4., (34) (a) 1. and 2., (b) (intro.), 2. (intro.), a., b., 3.
(intro.), a. and c., 4. (intro.), 5. a. and 6., 1. (34) (b) 2. f. and fm., renum. (34) (c) and
(d) to be (34) (e) and (f), cr. (34) (c) and (d) Register April 2003 No. 568, eff. 5-1-03;
CR 04-121: am. (1) (c), (4) (intro.), (a) 1. to 3., 6., 12., 18m. and 18r. b., (4m) (a), (b)
and (d), (5) (c) 6., 12. to 15., (i) (intro.) and 7., (j), (k) (intro.), (m) (intro.), (14) (a),
(c) 6., (j), (m), (15), (16) (a), (c) (intro.), 1., 3. and (e), (21) (a) and (e), (22) (a), (b),
(d), (e), (f) (intro.) and 1., (23) (a) (intro.), 1., 3., 4. and (c), (25) (a) to (c), (26) (a)
(intro.), (27), (29), (30) (a), (b) 1. to 7., (c), (d), (e) (intro.) and 1. e., (f) 1., (g) (intro.),
(h), (i) (intro.), 1. (intro.) and b., 3., 7., and 9., (j), (k) (intro.), (L) to (0), (p) (intro.)
and 8., (34) (a), (b) 1., Im., 2. (intro.) and a., 3. d., 4. (intro.), 5. a., 6., (c) 1. (intro.)
and a., 2., 4., (e) and (f), and Appendices 5 and 8, cr. (2) (f), (4) (a) 20., 21., (5) (n),
(0), (23) (a) 5., (30) (q), (1), (34) (b) 1r., 7., 8., and (c) 5., r. and recr. (3), (7), (22) (i)
and Appendices 1, 3, 4, and 6, renum. (23) (a) 5., (30) (q) and (r) and (34) (c) 5. to
be (23) (a) 6, (30) (s) and (t) and (34) (c) 6. and am. (23) (a) 6., (30) (s) and (t), r. (33)
Register June 2005 No. 594, eff. 7-1-05; CR 08—-112: am. (1) (a), (b), (3) (q), (V), (W),
(4) (intro.), (a) 3., 8., 17., (5) (title), (intro.), (6) (intro.), (7) (a), (d), (8) (c), (9) (b),
(14) (title), (a), (d) 3., (15), (23) (d), (24) (g). (26) (b), (30) (a) 1., 2., (b) (intro.), (31)
(a) and (34) (e) (title), renum. (1) (c) to be (1) (d), cr. (1) (c), (3) (ce), (cs), (4s), (Sm),
(14m), (17), (18), (30m), (34) (ez), (35) and (36) Register June 2009 No. 642, eff.
7-1-09; CR 09-076: am. (5m) (e) (intro.), 5., (6) (intro.), (7) (a) (intro.), (8) (a)
(intro.), (14m) (d) (intro.), (34) (b) 1., (c) 1., (ez) 1. and Appendix 3, cr. (5Sm) (k), (7)
(cm), (dm), (30m) (p) 6., (34) (b) 1. c., Is. and (f) 3., 1. (30m) (q) 1., renum. (30m)
(q) 2. and 3. to be (30m) (q) 1. and 2. Register May 2010 No. 653, eff. 6-1-10; correc-
tion in (7) (cm) made under s. 13.93 (2m) (b) 7., Stats., Register, May 2010 No. 653;
CR 19-036: am. (1) (a), (b), r. (1) (c), am. (1) (d), (2) (a) (intro.), 1. to 3., 1. (2) (a) 4.,
am. (2) (a) 5., (b), consol. (2) (c) (intro.) and 2. and renum. 3.39 (2) (c) and am., 1. (2)
(c) 1., am. (2) (d) (intro.), r. (2) (d) 4., am. (2) (e) (intro.), 1., (3) (¢) (intro.), 1., (ce),
(e), (0, cr. (3) (fm), am. (3) (g), cr. (3) (gm), am. 3) (i) 1. c.,d., 5. a, cr. (3) (jm), (pm),
renum. (3) (r) (intro.) to (3) (r) and am., r. (3) (r) 1. to 3., cr. (3) (um), am. (3) (v), cr.
(3) (ve), (vm), (vs), am. (3) (w), cr. (3) (we), (wm), (ws), am. (3) (y), (za), cr. (3) (zag),
(zar), am. (3) (zb), cr. (3) (zbm), (zcm), (3g), am. (4) (intro.), (a) (intro.), 1. to 7., 9.
to 12, 16., 18., 18p., . (4) (a) 18r. (intro.), renum. (4) (a) 18r. a. to c. to (4) (a) 18s.,
18u., 18x. and am., am. (4) (b) (intro.), 1. to 7., (c), (e), (g), renum. (4m) to (3r) and
as renum. am. (3r) (a) (intro.), (b), (d), renum. (4s) (intro., (a) (intro.), 1. to 20. to (4m)
(intro.), (a) (intro.), 1. to 20. and as renum. am. (4m) (title), (intro.), (a) (intro.), 1.,
3.,6,11.,12., 1. (4s) (a) 21. (intro.), renum. (4s) (a) 21. a., b., c. to (4m) (a) 21e., 21m.,
21s. and am., renum. (4s) (a) 22., (b) to (f) to (4m) (a) 22., (b) to (f) and as renum. am.
(4m) (a) 22., (b) 5., 7., (¢) (intro.), 1., 2., (d) to (f), cr. (4t), am. (5) (intro.), (c) (intro.),
(n) 12., (0) 12., (5m) (title), cr. (5m) (a) (intro.), renum. (Sm) (a) 1. to (5m) (a) 1.
(intro.) and am., cr. (Sm) (a) 1. b., am. (5m) (a) 2. (intro.), renum. (Sm) (b), (c) to (Sm)
(a) 2. a., b. and as. renum. am. (Sm) (a) 2. b., am. (5Sm) (e) (intro.), () 12., (h) 12., (k)
4., cr. (5t), am. (6) (intro.), (7) (title), (a) (intro.), (b) (intro.), 1. (intro.), c., 2., (c), (cm),
cr. (7) (ct), am. (7) (dm), cr. (7) (dt), am. (8) (title), (a) (intro.), (c), (e), (10) (a), (d)
1., (13), (14) (a), (c) (intro.), 1. to 6., (d) (intro.), 1., 2., (i) (intro.), (L), (14m) (title),
(a), (c) 1. to 6., renum. (14m) (d) (intro.), 1. to 3. to (14m) (d) 1. to 4. and as renum.
am. 1., 3., am. (14m) (i) (intro.), cr. (14t), am. (15), (16) (a), (c), (d) (intro.), 1., renum.
(16) (d) 3. to. (16) (d) (3) (intro.) and am., cr. (16) (d) 3. a. to g., am. (16) (e), (17),
(21) (a), cr. (21) (), am. (22) (d), (f), (intro.), 1., (23) (a) (intro.), (c), (e), (24) (a)
(intro.), 3., cr. (24) (a) 4., am. (25) (a) to (c), (26) (a) (intro.), 1., cr. (26) (a) 3. to 6.,
am. (26) (b), (27), (28) (title), (a) (intro.), (b) 2., (c), (29) (a), (b) 1., (30) (a), . (30)
(b), am. (30) (k) (intro.), (n) (intro.), (q) 12., (r) 12., (30m) (a) 1., r. (30m) (b), am.
(30m) (i) 1. (intro.), 8., (k) (intro.), (n) (intro.), (q) (intro.), (r) 12., (s) 12., cr. (30t),
r. and recr. (31) (a), (b), r. (31) (bm), am. (34) (a) 1., 2., (b) (intro.), Is., 2. (intro.), (e)
4., 5., renum. (34) (ez) to (34) (em) and am., cr. (34) (et), am. (34) (f) 1., 2., (35)
(intro.), (a), am. Appendix 1, renum. Appendix 2 to Appendix 2m and am., cr. Appen-
dix 2t, renum. Appendix 3 to Appendix 3m and am., cr. Appendix 3t, renum. Appen-
dix 4 to Appendix 4m and am., cr. Appendix 4t, renum. Appendix 5 to Appendix 5Sm
and am., cr. Appendix 5t, am. appendix 6, cr. Appendices 6m, 6t, am. Appendix 7,
r. Appendices 8, 9 Register December 2019 No. 768, eff. 1-1-20; renum. (3) (fm),
(gm), (u), (um) to (3) (gg), (gr), (wg), (rm) under s. 13.92 (4) (b) 1., Stats., and correc-
tion in (3) (f), (g), (ws) 2., (y), (zar), (3r) (a) (intro.), (4) (a) 5., 18u., 18x., () 1., (4m)
(intro.), (a) 21m., 21s., (b) 5., (4t) (a) (intro.), 21m., 21s., (b) 1., 4., (¢) 1., (d), (5)
(intro.), (5Sm) (a) (intro.), 1., (5¢) (b) 1., (d) 5., (f), (g) 10., (h) 10., (L), (6) (intro.), (7)
(a) (intro.), (10) (d) 1., (13) (intro.), (14) (¢) 5., (d), (L), (14m) (d) 3., (14t) (d) 3., (k),
(21) (0, (22) (), (D). (23) (c), (300) (c), (m) 2., (n) 2., () (intro.), (r) 10., (s) 10., (34)
(e) 4., (et) 1., 3., 4. made under s. 35.17, Stats., and correction in (10) (d) 1. made
under s. 13.92 (4) (b) 4., Stats., Register December 2019 No. 768.
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Ins 3.39 APPENDIX 1

For policies with an effective date prior to June 1, 2010 the following information shall be inserted prior to
each outline of coverage provided to an insured and include the information specific to the plan type.

PREMIUM INFORMATION

We can only raise your premium if we raise the premium for all policies like yours in this state. [Include information
specifying when premiums will change.]

If your policy was issued as an under age 65 policy due to disability, when you turn 65 premiums will remain at the dis-
abled rates. [Include this statement within premium information when issuer does not change premium to age 65 rate.]

DISCLOSURES
Use this outline to compare benefits and premiums among policies.

READ YOUR POLICY VERY CAREFULLY

This is only an outline describing your policy’s most important features. The policy is your insurance contract. You
must read the policy itself to understand all of the rights and duties of both you and your insurance company.

RIGHT TO RETURN POLICY

If you find that you are not satisfied with your policy, you may return it to (insert issuer’s address). If you send the policy
back to us within 30 days after you receive it, we will treat the policy as if it had never been issued and return all your pay-
ments directly to you.

POLICY REPLACEMENT

If you are replacing another health insurance policy, do NOT cancel it until you have actually received your new policy
and are sure you want to keep it.

NOTICE

This policy may not fully cover all of your medical costs.

(1) The outline of coverage for a Medicare cost policy as described in s. 600.03 (28p) a. and c., Stats., shall contain the
following language: Medicare cost policy: This policy provides basic Medicare hospital and physician benefits. It also
includes benefits beyond those provided by Medicare. This policy is a replacement for Medicare and is subject to certain
limitations in choice of providers and area of service. The policy does not provide benefits for custodial care such as help
in walking, getting in and out of bed, eating, dressing, bathing, and taking medicine.

(2) (a) In 24—point type: For Medicare supplement policies marketed by intermediaries:

Neither (insert company’s name) nor its agents are connected with Medicare.

(b) In 24—point type: For Medicare supplement and Medicare select policies marketed by direct response:

(insert company’s name) is not connected with Medicare.

(c) For Medicare cost policies as described in s. 600.03 (28p) a. and c., Stats.:

(insert company’s name) has contracted with Medicare to provide Medicare benefits. Except for emergency care any-
where or urgently needed care when you are temporarily out of the service area, all services, including all Medicare ser-
vices, must be provided or authorized by (insert company’s name).

(3) (a) For Medicare supplement policies, provide a brief summary of the major benefits and gaps in Medicare Parts A
and B with a parallel description of supplemental benefits, including dollar amounts, as outlined in these charts.

(b) For Medicare cost policies, as described in s. 600.03 (28p) a. and c., Stats., provide a brief summary of both the basic
Medicare benefits in the policy and additional benefits using the basic format as outlined in these charts and modified to
accurately reflect the benefits.

(c) If the coverage is provided by a health maintenance organization as defined in s. 609.01 (2), Stats., provide a brief
summary of the coverage for emergency care anywhere and urgent care received outside the service area if this care is
treated differently than other covered benefits.

(4) If the plan is a Medicare Supplement High Deductible Plan as described in sub. (5) (n) or (0), add the following text
in a bold or contrasting color: You will pay [half (for plans described in sub. (5) (n))] [one quarter (for plans described
in sub. (5) (0))] of the cost—sharing of some covered services until you reach the annual out—of—pocket maximum of [$4,000
(for plans described in sub. (5) (n))] [$2,000 (for plan described in sub. (5) (0))] each calendar year. The amounts you must
pay are noted in the chart below. Once you reach the annual limit, the plan pays for 100% for the items or services noted
in the chart.

The following information shall be inserted AFTER the specific plan type, Medicare supplement, Medicare sup-
plement cost—sharing, Medicare cost, or Medicare select outline of coverage that is provided to all insureds. The
information shall include the information specific to the plan type.

(5) All limitations and exclusions, including each of the following, must be listed under the caption “LIMITATIONS
AND EXCLUSIONS?” if benefits are not provided:

(a) Nursing home care costs beyond what is covered by Medicare and the additional 30—day skilled nursing mandated
by s. 632.895 (3), Stats.
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(b) Home health care above the number of visits covered by Medicare and the 365 visits mandated by s. 632.895 (2),
Stats. [For Medicare select policies only.]

(c) Physician charges above Medicare’s approved charge.
(d) Outpatient prescription drugs.
(e) Most care received outside of U.S.A.

(f) Dental care, dentures, checkups, routine immunizations, cosmetic surgery, routine foot care, examinations for and
the cost of eyeglasses or hearing aids, unless eligible under Medicare.

(g) Coverage for emergency care anywhere or for care received outside the service area if this care is treated differently
than other covered benefits.

(h) Waiting period for pre—existing conditions.

(1) Limitations on the choice of providers or the geographical area served (if applicable for Medicare select policies
only).

(j) Usual, customary, and reasonable limitations.

(6) CONSPICUOUS STATEMENTS AS FOLLOWS:

This outline of coverage does not give all the details of Medicare coverage. Contact your local Social Security Office
or consult “Medicare & You” for more details.

(7) A description of policy provisions respecting renewability or continuation of coverage, including any reservation
of rights to change premium.

(8) Information on how to file a claim for services received from non—participating providers because of an emergency
within or outside of the service area shall be prominently disclosed.

(9) If there are restrictions on the choice of providers, a list of providers available to enrollees shall be included with
the outline of coverage.

(10) The definition of grievance as contained in s. Ins 18.01 (4).
(11) The premium for the policy and riders, if any, in the following format:

MEDICARE SUPPLEMENT, MEDICARE SELECT AND MEDICARE COST PREMIUM INFORMATION
Annual Premium
$ ( ) BASIC MEDICARE SUPPLEMENT, MEDICARE SELECT, OR MEDICARE COST COVERAGE

OPTIONAL BENEFITS FOR MEDICARE SUPPLEMENT, MEDICARE SELECT, OR MEDICARE COST
POLICY

Each of these riders may be purchased separately.
(Note: Only optional coverages provided by rider shall be listed here.)
$( ) 1.Medicare Part A deductible
100% of Medicare Part A deductible
$( ) 2.Additional home health care
An aggregate of 365 visits per year including those covered by Medicare
$( ) 3.Medicare Part B deductible
100% of Medicare Part B deductible
$( ) 4. Medicare Part B excess charges

Difference between the Medicare eligible charge and the amount charged by the provider which shall be no
greater than the actual charge or the limited charge allowed by Medicare, whichever is less

$( ) 5. Foreign travel rider

After a deductible not greater than $250, covers at least 80% of expenses associated with emergency medical care
received outside the U.S.A. beginning the first 60 days of a trip with a lifetime maximum of at least $50,000

$( ) TOTAL FOR BASIC POLICY AND SELECTED OPTIONAL BENEFITS

(Note: The soliciting agent shall enter the appropriate premium amounts and the total at the time this outline is given to
the applicant. Medicare select policies and the Medicare Supplement 50% and 25% Cost—Sharing plans and Medicare
Select 50% and 25% Cost—Sharing plans shall modify the outline to reflect the benefits that are contained in the policy and
the optional or included riders.)

IN ADDITION TO THIS OUTLINE OF COVERAGE, [ISSUER] WILL SEND AN ANNUAL NOTICE TO YOU 30
DAYS PRIOR TO THE EFFECTIVE DATE OF MEDICARE CHANGES WITH WILL DESCRIBE THESE CHANGES
AND THE CHANGES IN YOUR MEDICARE SUPPLEMENT COVERAGE.

(12) If premiums for each rating classification are not listed in the outline of coverage under subsection (11), then the
issuer shall give a separate schedule of premiums for each rating classification with the outline of coverage.

(13) Include a summary of or reference to the coverage required by applicable statutes.
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(14) The term “certificate” should be substituted for the word “policy” throughout the outline of coverage where appro-
priate.

Issuers shall select the appropriate outline of coverage specific to the type of plan being presented, Medicare sup-
plement, Medicare supplement cost—sharing, Medicare cost, or Medicare select, from among the following Outlines
of Coverage A through D, respectively.

OUTLINE OF COVERAGE - A
(COMPANY NAME)
OUTLINE OF MEDICARE SUPPLEMENT INSURANCE
(The designation and caption required by sub. (4) (b) 4.)

MEDICARE SUPPLEMENT PART A — HOSPITAL SERVICES -
PER BENEFIT PERIOD

Note: Issuers should include only the wording that applies to their policy’s “This Policy Pays” column and complete
the “You Pay” column.

A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been
out of the hospital and have not received skilled care in any other facility for 60 days in a row.

Note: Add the following text in a bold or contrasting color if the policy is a Medicare Supplement High Deductible Plan
as defined in sub. (5) (k) or (m), only until December 31, 2005: This high deductible plan pays the same as a non—high
deductible plan after one has paid a calendar year [$ ] deductible. Benefits will not begin until out—of—pocket expenses
are [$]. Out—of—pocket expenses for this deductible are expenses that would ordinarily be paid by the policy. This includes
the Medicare deductibles for Part A and Part B, but does not include [the plan’s separate foreign travel emergency deduct-
ible.]

(AFTER YOU PAY A
SERVICES PEI;];%%}:’)FIT MEDICARE PAYS $[ ] DEDUCTIBLE) ‘Iigg

THIS POLICY PAYS

HOSPITALIZATION First 60 days All but $ [current $0 or

Semiprivate room and board, deductible] [J Optional Part A

General nursing and miscellaneous hos- Deductible Rider*

pital services and supplies.

615t to 90t days All but $ [current $ [current amount] per

915t to 150t days

Beyond 150 days

amount] per day

All but $ [current
amount] per day

$0

day

$ [current amount]
per day

100% of Medicare eli-
gible expenses**

SKILLED NURSING FACILITY CARE
You must meet Medicare’s requirements,
including having been in a hospital for at
least 3 days and entered a Medicare—
approved facility within 30 days after

First 20 days

215 through 100t
day

All approved amounts

All but $ [current
amount] per day

$0

Upto $[ ] aday

leaving the hospital 1015t day and $[0] $0
after
INPATIENT PSYCHIATRIC CAR