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I, Robert D. Haase, Commissioner of Insurance and custodian of
the official records of this Office, certify that the attached rule—making

order affecting sections Ins 3.13 and 3.39, Wis. Adm. Code relating to the

- sale of Medicare Supplement insurance in the State of Wisconsin, was

issued by this Office on May 19, 1992.

I further certify that I have compared this copy with the

original on file in this Office and that it is a true copy of the whole of

the original.

Dated at Madison, Wisconsin, on May 19, 1992.
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Robert D. Haase
Commissioner of Insurance
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ORDER OF THE OFFICE OF THE COMMISSIONER OF INSURANCE
REPEALING, RENUMBERING, AMENDING, REPEALING
AND RECREATING, AND CREATING A RULE

é. To repeal Ins 3.39 (3) (ai); 3.39 (3) (bl): 3.39 (3) (gl), (gm)
and (il):; 3.39 (4) (£); 3.39 (17), (18), (;9) and (26); 3.39 (22) (c); 3.39
(24) (d):; 3.39 Appendix 1 (2) (a):

b. To renumber Ins 3.13 (2) (jm); 3.39(5) (iﬁ 6.:

¢. To amend Ins 3.13 (2) (j) (intro.):; 3.39 (1) (a): 3.39 (2)
(intro.) and (a) 3.:; 3.39 (3) (ag) and (ah):;.3.39 (3) (im): 3.39 (4) (intro.):;
3.39 (4) (a) 1., 3., 5., 10. and 14.; 3.39 (4) (b) 4., 5. and 7. and (c) 3.;
3.39 (4) (e): 3.3§ (4)1(g) 2.7 3.39 (4m); 3.39 (5) (i) (intro.), 5. and 7.:
3.39 (6) (intro.); 3.39 (8) (a) (intro.), (2a) 1. and (¢): 3.39 (11); 3.39
(16); 3.39 (22) (a) to (f)} 3.39 (23) (a); 3.39 (23) (c) and (d4); 3.39 (26)
(b): 3.39 (27); 3.39 Appendix 1 (4), (6) and (11):; 3.39 Appendix 4; 3.39
Appendix 5;

d. To repeal and recreate Ins 3.39 (14) (c); 3.39 (29); 3.39
Appendix 1 (1); 3.39 Appendix 6: and‘

e. To create Ins 3.39 (2) (a) 5.7 3.39 (3) (aj) and (al):; 3.39 (3)
{(bm); 3.39 (3) (ij) and (ik): 3.39 (4) (a) 16., 17. and 18.; 3.39 (4) (n):
3.39 (5) (3); 3.39 (14) (4), (e), (£), (g), (h),‘(i) and (j): 3.39 (23) (bl):
3.39 (24) (g); 3.39 (30), (31), (32) and (33); 3.39 Appendix 7 relating to the

sale of Medicare supplement insurance in the state of Wisconsin.
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ANALYSIS PREPARED BY THE OFFICE OF THE COMMISSIONER OF INSURANCE
Statutory authority: ss. 601.41 (3), 625.16, 628.34 (12), 628.38 and

632.81, Stats.

Statutes Interpreted: ss. 625.16, 628.34 (12), 628.38, and 632.81,
Stats.

This éroposed rule amends the existing rule establishing minimum
standards for Medicare supplement policies sold in Wisconsin to conform the
current rule with the newly revised model requirements of the National
Association of Insurance Commissioners (NAIC), which must be met in order for
a state to be certified under federal law to regulate Medicare supplement
policies. (The recent NAIC model was adopted July 30, 1991.) Most of the
changes in this proposed rule incorporate verbatim NAIC language into the
Wisconsin rule so that compliance with tﬁé réquirements of federal law is
clearly established.

The substantive changes included in this proposed rule are:

Sections 1 and 2. Clearly shows that Medicare supplement policies
are not subject to this provision of s. Ins 3.13 and moves.the supstantive
requirements for thé notice of the right to return for Medicare replacement
policies from s, Ihs 3.13 to s. Ins 3.39 (7) (d4) where other requirements for
these policies are contained.

Sections 3 to 13. Technical changes to conform Wisconsin's
definitions to the current changes made in the NAIC model Medicare supplement
Ins 3.39

rule. A number of the definitions have been deleted and moved to s.

(4) (a) indicating that those definitions in the policies cannot be worded

less favorably than as defined by Medicare.

Section 14. Revises the rule to conform with NAIC model requirements
regarding preexisting condition limitations and the insured's right to

"suspend" the policy if they become entitled to medical assistance.

- -
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Section 15. Requires the outline of coverage to be printed in no

less than 12 point type and deletes references to currently nonexistent

sections.

Section 16. Clarifies the loss ratio information which must be

submitted with the policy form.

Sections 17 and 18. Technical corrections.

Section 19. Clarifies that existing policies need only conform to

the standards in effect at the time of issuance.

Section 20. Amends the requirement for issuing coverage during an

open enrollment period to include riders which are offered by the insurer.

Section 21. Conforms the Wisconsin foreign travel rider to the NAIC

model foreign travel benefit and changes the drug rider to allow a cap of at

least $3,000.

Sections 22 and 24. Technical corrections.

Section 25. Requires that the pamphlet "Health Insurance Advice for

Senior Citizens" be in a type size no smaller than 12 point type.

Section 26. Repeals previous language and creates the current model

language requiring insurers to comply with the federal law (Omnibus Budget
Reconciliation Act "OBRA") regarding claims procedures with Medicare.
Section 27. Deals with the rating structures and how policy form

discontinuance, reinsurance, and other factors should be considered in

calculating loss ratios and other information. In addition, a requirement is

added that for applicants over age 75, insurers must medically underwrite the

application. (This is the same requirement as currently contained in

s. Ins 3.46 (10) regarding long-term care.)

Section 28. Amends and clarifies how rates and loss ratios must be

calculated in order to comply with federal law and the NAIC model.
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Section 29. Requireé a statement on the first page of the policy

regarding rate changes or automatic premium increases based on age in addition

to other technical changes.

Section 30. Repeals four sections which were transition requirements

whose dates of usage have expired.

Section 31. Amends the statements and questions which must be
contained on any application for a Medicare supplement policy to those

required by the NAIC model and federal law.

Section 32. Regquires the direct response insurer to retura a copy of

the application to the insured upon delivery of the policy.

Section 33. Requires that the notice regarding replacement be in a

type size not less than 10 point and combines the replacement notice for

pelicies sold by direct response insurers and policies sold by agents into a

single form.

Sections 34 to 38. Technical corrections based on the NAIC model.

Section 39. <Creates four new sections. The first deals with the

requirements for Medicare Select policies and certificates. Wisconsin has

been ‘chosen as one of the 15 Medicare Select demonstration states. This

section will govern the issuance and regqulation of those policies. Section 34

details how an insurer must report information regarding loss ratios and

calculate the refund. This is required by federal law and the NAIC model.

Ins 3.39 (32) was created to comply with the NAIC model and allows the

Commissioner to hold public hearings to gather information. This power exists

elsewhere in the statutes and is merely restated here. The next section deals

with how certain state mandated benefits shall be interpreted on the renewal

of policies issued prior to the effective date of this rule.
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Section 40 to 42. Amends Appendix 1 (the outline of coverage) so
that the descriptions and information conform to federal law and the NAIC

model. In addition, the chart contained in the outline of coverage is amended

to show that. the rider cannot be included in the base policy, but must be
optional and available separately.
Section 43. Amends Appendix 4 to clarify how companies are to inform

their insureds of changes in Medicare. These are technical corrections.
Section 44. Amends Appendix 5 so that the notice regarding
replacement will conform to the NAIC model requirements.

Sections 45 and 46. Contain the NAIC model reporting form to

calculate refunds and for reporting multiple Medicare supplement policies.

SECTION 1. Ims 3.13 (2) (j) (intro.) is amended to read:

Ins 3.13 (2) (j) Exzcept as provided in pas--{(3m} s. Ins 3.39 (7) (4),
the provision or notice regarding the right to return the policy reéuired by
s. 632.73, Stats., shall:

SECTION 2., Ims 3.13 (2) (jm) is renumbered Ims 3.39 (7) (4).

SECTION 3. Ins 3.39 (1) (a), (2) (intro.) and (2) (a) 3. are amended

to read:

Ins 3.39 STANDARDS FOR DISABILITY INSURANCE SOLD TO THE MEDICARE

(a) This section establishes requirements fo: health

ELIGIBLE. (1) PURPOSE.

insurance policies sold to Medicare eligible persons as-required-by-the

Medieare-Catastrophie-Aet-9£-1988. Disclosure provisions are required for

other disability policies sold to Medicare eligible persons because such

policies have frequently been represented to, and‘purchasedvby, the Medicare

eligible as supplements to Medicare,
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(2) SCOPE. This section applies to individual and group disability

policies seld sold, delivered or issued for delivery ipn Wisconsin to medicare

eligible persons as follows:

.(2) (a) 3. Any individual or group policy sold ig Wisconsin
predominantly in-Wiseensin-to-the-medigare-eligible-by-reasen-of-age to
ls wh v r which
offers hospital, medical, surgical, or other disability coverage, except for a
policy which offers solely nursing home, hospital confinement indemnity, or

specified disease coverage; and

SECTION 4. 1Ins 3.39 (3) (ag) and (ah) are amended to read:

Ins 3.39 (3) (ag) "applicant" meané:

1. In the case of an individual Medicare supplement policy e=
sabsesibes—;;nésaeG, the pefsén who seeks to contféct for insurance benefits.

2. In the caée af a group Medicare supplement policy er-subseriber

eentraat, the proposed certificateholder.

(ah) "Certificate” means any certificate delivered or issued for
delivery in this state under a group Medicare supplement policyr-whieh
eestiéieaee—has—beea—éa;iveseé—e5—éssued—ﬁes-delivesy-in—éhis—Séaee.

SECTION 5. Imns 3.39 (3) (ai) is repeaied.

SECTION 6. Ins 3.39 (2) (a) 5., (3) (aj) and (al) are created to

read:

Ins 3.39 (2) (a) 5. Any individual or group policy or,certifiéate
sold in Wisconsin to persons under 65 years of age and eligible for medicare
by reason of disability which offers hospital, medical, surgical or other
disability coverage, except for a policy or certificate which offers solely.
nursing home; hospital confinement indemnity or specified disease coverage.

(3) (aj) "Certificate form" means the form on which the certificate

is delivered or issued for delivery by the issuer.
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(al) "Health Care Ex?ense" means expenses of health maintenance
organizations associated with the delivery of health care services which
expenses are analoéous to incurred losses of insurers. Such expenses shall
not include:

1. Home office and overhead costs;

2. Advertising costs;

3. Commissions and other acquisition costs;

4. Taxes;

5. Capital costs;

6. Administrative costs:; and

7. Claims processing costs.

SECTION 7. Imns 3.39 (3) (bl) is repealed.

SECTION 8. Iﬁs 3.39 (3) (bm) is created to read:

Ins 3.39 (3) (bm) "Issuer” includes insurance companies, fraternai
benefit societies, health care service plans, health maintenance organizations
and any other entity delivering or issuing for delivery in this state Medicare
supplement policies or certificates.

SECTION 9. Ins 3.39 (3) (gl), (gm) and (il) are repealed.

SECTION 10. Ins 3.39 (3) (ij) and (ik) are created to read:

Ins 3.39 (3) (ij) "Policy form" means the form on which the policy is
delivered or issued for delivery by the issuer.

(ik) "Replacement'" means any transaction wherein new Medicare
supplement insurance is to be purchased, and it is known to the agent or
company at thé time of.application that, as part of the transaction, existing
accident and sickness insurance has been or is to be lapsed, cancelled or

terminated or the benefits thereof substantially reduced.
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SECTION 11. Ins 3.39 (3) (im) is amended to read:
Ins 3.39 (3) (im) 1. "Sickness" shall not be defined to be more
restrictive than siekness illness or disease of an insured person which 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 siekness illness or disease for which benefits are provided under any
werkers: worker's compensation, occupational disease, employer's liability or

similar law.

SECTION 12. 1Ins 3.39 (4) (intro.) is amended to read:

Ins 3.39 (4)'MEDICARE SUPPLEMENT AND MEDICARE REPLACEMENT POLICY AND
CERTIFICATE REQUIREMENTS. Except as explicitly allowed by subs. (6), amd (7)
. and (30), no disébility insurance policy or certificate shall relate its ’

coverage to Medicare or be structured, advertised, or marketed as a Medicare

supplement or as a Medicare replacément policy unless:

SECTION 13. Ins 3.39 (4) (a) 1., 3., 5., 10. and 14. are amended to

read:

Ins 3.39 (4) (a) 1. Provides only the coverage set out in sub. (5)_.

o (7) or_(30) and applicable statutes and contains no exclusions or

limitations other than those permitted by sub. (8). After being notified by

3. Contains no definitions of terms such as "Medicare eligible

expenses,' "accident," "sickness," "mental or nervous disorders," "skilled

nursing facility,'" "hospital," "nurse," "physician," "Medicare approved
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expenses," "benefit period," X i " or "outpatient

prescription drugs" which are worded less favorably to the insured person than
the corresponding Medicare defiﬁition or the definitions contained in sub.
(3), and defines "Medicare" as in accordance‘with sub. (3) (c);u

5. Is "guaranteed renewable” and does not provide for termiration of
coverage of a spouse solely because éf an event.specified for termination of

coverage of the insured, other than the nonpayment of premium. The policy
shall not be cancelled or nonrenewed by the insurer on the grounds of
deterioration of health. The policy may be cancelled gnly for nonpayment of

premium or material misrepresentation. If the policy is issued by a health

maintenance organization as defined by s. 609.01 (2), Stats., the policy may,
in addition to the above reasons, be cancélled or nonrenewed by the iasurer if
the insured moves out of the service area;

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). es (7) or (30):

14. Contains no exclusion, limitation, or reduction of coverage for a

specifically name or described condition fer-leager-than-8-memnths after the

policy effective date.

SECTION 14. 1Ins 3.39 (4) (a) 16., 17. and 18. are created to read:

Ins 3.39 (4) (a) 16. Except for permitted preexisting condition
clauses as described in subd. 14, no policy or certificate may be advertised,
solicited or issued for delivery in this state as a Medicare supplement policy
if such policy or certificate contains limitations or exclusions on coverage
that are more restrictive than those of Medicare.

17.‘No Medicare éupplement policy or certificate in force in this

state shall contain benefits which duplicate benefits provided by Medicare.
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18. a. A Medicare subplement 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 ha; 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 certificéteholder
notifies the issuer of the policy or certificate within 90 days after the date
the individual becomes entitled to the assistance. Upon receipt of timely
notice, the insurer shall return to the policyholder or certificateholder that
portion of the premium attributable to the period of Medicaid eligibility,
subject té adjustment for paid claims.

b, If the suspension occurs and if the policyholder or
certificateholder loses entitlement to medical assistance, the poliéf or
certificate shall be automatically reinstituted (efféctive as of the date of
termination of the entitlement) as of the termination of thé entitlement if
the policyholder or ;ertificateholder provides notice of loss of the
entitlement within 90 days after the date of thé loss and pays the premium
attributable to the period, effective as of the date of termination of the
entitlement.

¢. Reinstitution of such coverages:

i. Shall not provide for any waiting period with respect to treatment

of preexisting conditions;

ii. Shall provide for coverage which is substantially equivalent to
coverage in effect before the date of such suspension; and
" iii. Shall provide for classification of premiums on terms at least
as favorable to the policyholder or certificateholde; as the premium
classification terms that would have applied ﬁo the policyholder or
certificateholder had the coverage not been suspended.
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SECTION 15, Ins 3.39 (4) (b) 4., 5., and 7. and (c) 3. are amended
to read:

Ins 3.39 (4) (b) 4. Contaigs in close conjunction‘on its first page
the designation, printed in a distinctly contrasting color in 24-point type,
and the caption, printed in a distinctly contrasting color in 1l8-point type

prescribed in sub. (5). ez (7) or (30);

5. Is substantially in the format prescribed in Appendix 1 to this

section for the appropriate category and printed in no less than 12-pvoint type;

7. Contains a listing of the required coverage as set out in sub. (5)
(c), (e) and (g), and the optional coverages as set out in sub. (5) {d}rr—-4££}»
substantially in the format of

{h}~and (i), and the annual premiums therefor,

sub. (11) of Appendixz 1; and

(c) 3. Shall only provide coverége as defined in sub. (5) 4d}r—££}~
{h)-er (1) or provide coverage to meet statutory mandated proviéions.

SECTICN 16. Ins 3.39 (4) (e) is amended to read:

Ins 3.39 (4) (e) The anticipated loss ratio for any new policy form,
that is, the expected percentage of the aggregate amount of premiums esileeted
earned which will be returned to insureds in the form of aggregate bénefitsL

not including anticipated refunds or credits, provided under the policy form

rtifi form:

1. Is computed on the basis of anticipated incurred claims or

incurred health care expenses where coverage is provided by a health

and

earned premiums for the entire period for which the policy form provides

coverage, in accordance with accepted actuarial principles and practices:

2. Gemplies I3 submitted to the commissioner along with the policy

claims in relationship to premiums comply with the loss ratio standards in
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sub. (16) (d)#.__The policy form will got be approved unless the anticipated

loss ratio along with the rates and actuarial demonstration show compliance,

3v-Is~submitted-to-the-gommissioner-aleng-with-the-peliay-£form~

SECTION 17. 1Ins 3.39 (4) (£) is repealed.

SECTION 18. 1Ins 3.39 (4) (g) 2. is amended to read:

Ins ?.39 (4) (g) 2. Includes in its filing an actuarially sound
demonstration that the rate change will not result in a loss ratio over the
life of the policy which would violate sub. {43)-4{e} (16) (4).

SECTION 19. Ins 3.39 (4) (h) is created to read:

Ins 3.39 (4) (h) All Medicare supplement policies written prior to
January 1, 1992, shall comply with the standards then in effect and shall
comply with par. (14) (c).

SECTION 20. Ins 3.39 (4m) is amended to read:

Ins 3.39 (4m) OPEN ENROLLMENT. (a) Unless the coverage is subject to
sub. (7), an insurer may not deny or condition the issuance or effectiveness

of, or discriminate in the pricing of, basic Medicare supplement coverage,

sub, (5) (i) for which an application is submitted during the 6-month period

beginning with the first month in which an individual 65 years of age or older
first enrolled for benefits under Medicare Part B on any of the followiﬁg
grounds:

fay 1. Hgalth status.

-¢b3} 2, Claims experience,.

¢e} 3. Receipt of health care.

{4} 4, Medical condition.
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SECTION 21. Ins 3.39 (5) (i) (intro.), 5. and 7. are amended to read:

Ins 3.39 (5) (i) Permissible additional coverage whieh-may-be added
only if coverage ig to the policy as separate riders or améndments. The
insurer shall issue a separate rider for each coverage the insurer chooses to
offer and each rider shall be priced separately and available for purchase
separately- and may congist omnly of the following:

5. "Coverage for benefits obtained outside the United States.'" An
insurer which offers this benefit shall not limit coverage to Medicare
deductibles and copayments. Coverage may contain a deductible of up to $250.
Coverage shall pay at least 80% of reasenable-eharges~--The-benefik-peried

shail-be-ak-ieas&-30-days-per-year~ th il char for Medicares-eligible

care received in a foreigm 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

For purposes of this benefit,

lifetime maximum berefit of at least $50,000.

"emergency hospital, physicians and medical care” shall mean care needed

i di ly becau £ an injury or an illn £ dden and unexpe

onset. The rider shall be designated as: FOREIGN TRAVEL RIDER.
7. At least 7#5% 50% of the usual-and-eusEsemary charges for outpatient
prescription drugs after a deductible of no greater than $1060 $250 per year to

a_maximum of at least $3,000 in benefits received by the insured per year.

The rider shall be desigpnated as: ' OUTPATIENT PRESCRIPTION DRUG USYAL-AND

CUSTOMARY-GHARGES RIDER.

SECTION 22. Ins 3.39 (5) (i) 6. is renumbered to 3.39 (5) (c) 1l4.

SECTION 23. 1Ins 3.39 (5) (j) is created to read:
Ins 3.39 (5) (j) For HMO Medicare Select policies, only the benefits
specified in sub. (30) (p) and (g), in addition to Medicare benefits.
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SECTION 24. 1Ins 3.39 (6) (intro.), (8) (a) (intro.), (a) 1. and (c)

are amended to read:

Ins 3.39 (6) (intro.) USUAL, CUSTOMARY AND REASONABLE CHARGES. If-anm

insurer-ineludes An issuer can only include a policy provision limiting
benefits to the usual, customary and reasonable charge as determined by the
inéu;esr issuer for coverages described in subds. (5) (¢} 8, and 13. IFf the
issuer includes such a provision, the imsurer issuer shall: '

(8) PERMISSIBLE MEDICARE SUPPLEMENT AND MEDICARE REPLACEMENT POLICY

OR CERTIFICATE EXCLUSIONS AND LIMITATIONS. (a) The coverage set out in subs.

(5) and . (7) and (30);

1. May Shall exclude expenses for which the insured is compensated by
Medicare;

(c) The coverages set out in subs. (5) and ., (7) and (30) may not
exclude,ilimit, or reduce coverage for specificé;ly named or described
pre-existing diseases or physical conditions, except as provided in par. (a) 3.

SECTION 25. Ins 3.39 (11) is amended to read:

Ins 3.39 (11) "HEALTH INSURANCE ADVICE FOR SENIOR CITIZENS"

PAMPHLET. Every prospective Medicare eligible purchaser of any policy or
certificate subject to this section which provides hospital or medical
coverége, 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 "Health Insurance Advice for Senior Citizens™ in_a type size no
smaller than 12 point type at the time the prospect is contacted by an
intermediary or insurer with an invitation to apply as defined in s. Ins 3.27
(5) (g). Exzcept in the case of direct response insurance, written
acknowledgement of receipt of this pamphlet shall be obtained by the ipsurer.

This pamphlet provides information on Medicare and advice to senior citizens
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on the purchase of Medicare sﬁpplement insurance and other health insurance.
Insurers may obtain information from the commissioner'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 appfopriate
changes. No insufer shall be responsible for providing applicants the revised
pamphlet until 30 days after the insurer has been given notice that the
revised pamphlet is available.

SECTION 26. Ins 3.39 (14) (c) is repealed and recreated to read:

Ins 3.39 (14) (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 (CBRA) 1987, Pub. L. No. 100-203, by:

1. Accepting a notice from a Medicare carrier on dually assigned
ciaims submitted by participating physicians and suééliers as a claim for
benefits in place of any other claim form otherwise Tequired and making a
payment determination on the ﬁasis of the information contained in that notice;

2. Notifyiné 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 enrollee with a card

listing the policy name, number and a central mailing address to which notices

from a Medicare carrier may be sent;

5. Paying user fees for claim notices that are transmitted

electronically or otherwise;
6. Providing to the U.S. secretary of health and human services, at

least annually, a central mailing address to which all claims may be sent by
Medicare carriers; and

7. Certifying compliance with the reqﬁirements set forth in this
subsection on the Medicare sqpplement insurance experience reporting form.
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SECTION 27. Ims 3.39 (14) (d), (e), (£), (g), (h), (i) and (j) are

created to read:

Ins 3.39 (14) (d). E=xcept as provided in sub. (1), an issuer shall
continue to make available for purghase any policy férm or gertificate form
issued after [the effective date of this rule: revisor to insert date] that
has been approved by the commissioner. A policy form 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.

1. An issuer may discontinue the availabi;ity of a policy form or
certificate form if the issuer érovides to the commissioner in writing its
decision at least 30 days prior to disconéinuing the availability of the form
of the policy or certificate. After receipt of t@g notice by‘the
commissioner, the issuer.éhall no longer offer for s;le the policy form or
certificate form in this state.

2. An. issuer that discontinues the availability of a policy form or
certificate_form pursuant to subd. 1., shall not file for appréval a new
policy form or certificate form of the same type as‘phe discontinued form for
a period of 5 yearé after the issuer provides notice to the commissioner of
the discontinﬁance. The period of discontinuance may be redﬁced if the
commissioner déterminés that a shorter period is appropriate.

3. This subsection shall not apply to the riders permitted in
subs. (5) (3).

(e) The sale or other transfer of Medicare supplement business to
another issuer shall be considered a discontinuance for the purposes of this
subsection.

(£) A ch#nge in the réting structure or methodology shall be

considered a discontinuance under par. (d) 1. unless the issuer complies with

the following requirements:
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1. The issuer providés an actuarial memorandum, in a form and manner
prescribed by the commissioner, describing the manner‘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 differential 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) Exzcept 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 ian sub. (31).

(h) Forms assumed under an assumption reinsurance agreement shall not
be combined with the experience of other forms for purposes of the refund or
credit calculation.

(i) No insurer may issue a Medicare supplement policy or a
certificate to an applicant 75 years of.age or older, unless the applicant is
subject to sub. (4m) or prior to issuing coverége, the insurer obtains one of
the following:

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 sub. (a), an insurer 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 premiumﬂfates, loss ratios and premium refunds.
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SECTION 28. 1Ins 3.39 (16) is amended to read:

Ins 3.39 (16) (title) LOSS RATIO REQUIREMENTS AND RATES FOR EXISTING

POLICIES. (a) Every imsurer issuer providing Medicare supplement peliacies
coverage on a group or individual basis on policies or certificates issued
r af h i i ion: i i

in this state shall file annually its rates, rating schedule and supporting

documentation including ratios of incurred losses or incurred health care

xpen wher ver i vi h h 1 nan izatdi

service rather than reimbursement basis to earned premiums by number-ef-years
of policy duration—demeéstsaéinq-éhae—ié—is-éa—eemg&éanee-wiéh-the—apgléeab;e
;ess—eaeie-séanéafds—eeaeained—in—pasv—éd}—and-éhat-éhe—ée;ied—ées—whieh—the

poliey-is-rated-is-reaseonable-in-accordance-with-aceepted-ackuarial-prineiples

and-experienees for ioner in a rdance with the f£ilin

réguiremen;g and_procedures prescribed by the commissioner. All filings of

.rates and ratin hedules shall demonstrat hat expected claims in relati

to premiums comply with the requirements 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

(b) Fers-the-purpeses-of-this-seektion,r-a-poligy-shall-be-deemed-to

eomply-with-the-less-rakio~-standards—if+
1--For-the-meost-regent~yeaxr,-the-rakio-of-the-ineurred-losses-kto
earned-premiums-£for-peligies-or-gertificakes-which-have-been-in-forge-£for-3

years-or~-more-is-greater-than-eor-equal-to-the-applicable-percentages—under

pac~-{d}+-and
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Zv—xhé—expeeéed—;essés-in—selatien-ée—Psemiums-evep—éhe—enti;e—gesieé
for-which-the-peligy-is-rated-comply-wikth-the-requirements-9£-parr—-{d}---An
e¥pected-3rd-year-ioss-ratio-whieh-is-greater~-than-or-equal-to-the-applicabile

perdentage-shall-be-demenstrated-fer-poligies-or-gertificates-in-£forge-1ess

than-3-years~ in h n
rdan with i n £ pr 1 r n n
h IQpr 1 rati be ex m A% h
entire period for which rates are computed. Such demonstration shall exclude
e v An e r W.
u h i rcen hall r o i r
if3 £ han ars.

(c) As soon as practicable, but no later than October 1 of the year

prior to the effective date of Mediecare-benefit-changes, enhancements in

Medicare benefits, every- insurer providing Medicare supplement insuranee

eontraets policies or certificates in this state shall file with the

commissioner-in accordance with the applicable filing procedures of this

state+ fv-a~ Agpsepsiéee appropriate premium adjustments necessary to produce
loss ratios as originally anticipated for the current premium for the .
applicable policies or eentraets certificates. Supporting documents as
necessary to justify the adjustment shall accompany the filing.

brl. Every insurer prewviding-Medieare-supplement-insuranee-oF
benefits-to-a-resident-of-this-stake shall make such premium adjustments as

are necessary to produce an expected loss ratio under such policy or eentraet

certificate as will conform with minimum loss ratioc standards for Medicare

supplement policies and which are expected to result in a loss ratio at least

as great as that originally anticipated in the rates used to produce current

premiums by the insurer for such Medicare supplement insurance policies or

gentrasts gertificates. No premium adjustment which would modify the loss
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ratio experience under the poiicy 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. VPEemiums—aééusGmenes—sha;l-be-in-Ghe—ﬁesm
eﬁ—peﬁuads—ep—gsemium—eseéiGs—and-aha;l—ﬁe-made—ae—laéer-éhan—upen—eenewa;—ié
a-eseéig-is—givenr-eE-Wighin~69—éays—e€—she—;eaewa;-éaEe—es-annivessasy—dase
if-a-refund-is-provided-so-the-premium-payerv--Premium-adiustments—shall-_be

caleulated-fer—-the-period-commeneing-with-Medicare-benefit-ghanges~

3+ 2. If an ;.SSQQI ﬁéils to make g;gmigu gﬂjgsmugn;s a,ggggl;gblg to

. i L ion m mi . -

" 2--Any 3. An issuer shall file any appropriate riders, endorsements

or policy forms needed to accomplish the Medicare supplement iasuranee policy

or certificate modifications necessary to eliminate benefit duplications with

Medicare. Aay Such riders, endorsements or policy forms shall provide a clear

description of the Medicare supplement benefits provided by the policy or

eentraet certificate.
(d) For purposes of sub. (4) (e) and this pas--{b} subsection, the

loss ratio standards shall be:

1. At least 65% in the case of individual policies.

2. At least 75% in the case of group policies.
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procedures prescribed by the commissioner and in accordance with sub, (4) (q).

SECTION 29. 1Imns 3.39 (22) (a) to (f) are amended to read:

Ins 3.39 (22) REQUIRED DISCLOSURE PROVISIONS. (a) Medicare
supplement 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 reservation by the issuer of the right to change premiums

n mati enew remi increa se n the poligcyh r'

(b) Except for riders or endorsements by which the insurer
effectuates‘é request made in writing by the insured, exercises a specifically
reserved right under a Medicare supplement policy, or is required to reduce or
eliminate benefits to avoid duplication of Medicare benefitss all riders or
endorsements added to a Medicare supplement policy after date of issue or at

reinstatement or renewal which reduce or eliminate benefits or coverage in the

policy shall require a signed acceptance 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 must
shall be agreed to in writing signed by the insured, unless the benefits are
required by the minimum standards for Medicare supplement insurance policies,
or if the increased bemefits or coverage is required by law. Where a separate
additional premium is charged for benefits provided in connection with riders
or endorsements, such premium charge shall be set forth in the policy.
(c) A Medicare supplement policy g;_gg;;iﬁigg;g which provides for

the payment of certain benefits based on standards described as "usual and

customary," "reasonable and customary" or words of similar import shall
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(d) If a Medicare supplement policy or certificate contains any

limitations with respect to pre-existing conditions, such limitations musk
shall appear on the first page.

(e) Medicare supplement policies osvggﬂ certificates shall have a
notice prominently printed on the first page of the policy er 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.

kf) As soon as practicable, but no laéer than 30 days prior to the
annual effective date of any Medicafe benefit changes, every-insurer,-healkh
:ea;e-sesviee—plaa—es—eGhes—éneiéy—éseviding—Medéease—suppéemené-insusa&ee—ey
beneéiss—ée-a—seéiéené-eé—éhis—séaée gg_i§§g§£ shall notify its policyholders,
contractholders and certificateholders of modifications it has made to

Medicare supplement insurance policies or eeantraets certificates in the format

similar to Appendix 4. The notice shall:

1. Include a description of revisions to the Medicare program and a

description of each modification made to the coverage provided under the

Medicare supplement insuranee policy or eentraet certificate, and
2. Inform each eevered-persen icvholder or if3 as to

when any premium adjustment is to be made due to changes in Medicare.

SECTION 30, Ims 3.39 (17), (18), (19), (20) and {(22) (c¢c) are

repealed.
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SECTION 31. Ins 3.39 (23) (a) is amended to read:

Ins 3.39 (23) REQUIREMENTS FOR APPLICATION FORMS AND REPLACEMENT
COVERAGE. (a) Application forms for Medicare supplement coverage 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:
temen

1. ¥ n n more than one Medicare su n licy

2, If vou are 65 or older, you may be eligible for benefits under
Medicaid and m n n Medicar lemen licy.

3 benefits and premiums unde our Medicar u lemen' polic
will be suspended during vour entitlement ko bgnefiﬁs under Medicaid for 24

n . »mu’ hi ension wi in of bé ming eligibl

for Medicaid. If you are no longer entitled to Medicaid, your policy will be

your purchase of Medicare supplement insurance and concerning Medicaid. See

k "Heal I ran Advice for Senior Citizens'" which vou received

at the time you were solicited to purchase this policy.

[Questions]

T he r _knowledge:

5. Do you have anoﬁhér Medicare supplement insuranee policy or
certificate in force (including health care service contract, health
maintenance organization contract)?

If so, with which company?

{3)-Pid-you-have-anether-Medicare-supplement-poliey-or-certifigate-in
foree-during-the~lask-twelve-{12)-months?

ta)-If-sor-with-whieh-sempany?
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éb}—Zi—shag-pe;iey-;épsedr—when-did—it—;ap592

kin icy?

¢43-Pe 7. If the answer to gquestion 5 or 6 is ves. do you intend to

replace any-ef-your these medical or health imsurange-geverage policies with
this policy [certificate]?

£33 8. Are you covered by Medicaid?

SECTICON 32. Ins 3.39 (23) (bl) is created to read:

Ins 3.39 (23) (bl) In the case of a direct response issuer, a copy of
the application or supplemental form, signed by the applicant, and
acknowledged by the insurer, shall be returned to thé‘applicant'by the insurer
upon delivery of the policy.

SECTION 33. 1Ins 3.39 (23) (c) and (d) are amended to read:

Ins 3.39 (23) (c) Upon determining that a sale will involve
replacement, an insurer, other than a direct response insurer, or its agent,
shall furnish the applicant, prior to issuance or delivery of the Medicare
supplement policy or cértificate, a noticé regarding replacement of accident
and sickness coverage in no less than 10 point ;ygé. 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 insurer. A direct response insurer shall

deliver to the applicant at the time of the solicitation of the policy the
notice regarding replacement of accident and sickness insurance.
(d) The notice required by par. (c) for an insurerr-ether-than-a

direot-response-insurer,r shall be provided in- substantially the form as shown
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in Appendix 5. Diseeg—sespenée—insusess-shal;—use-a—netiee—in—SBESGanéially

tha-ferm-as—shoewn-in-Appendis-6~

SECTION 34. 1Ins 3.39 (24) (d) is repealed.

SECTION 35. 1Imns 3.39 (24) (g) is created to read:

Ins 3.39 (24) (g) The terms "Medicare Supplem;nt," "Medigap, "
"Medicare Wrap-Around” and words of similar import shall not be used unless
the policy is issued in compliance with this section.

SECTION 36. Ins 3.39 (26) (b) is amended to read:

Ins 3.39 (26) (b) The items in par. (a) must be grouped by individual

policyholder and listed on a form in substantially the same format as
Appendix 7 on or before March 1 of each year.

SECTION 37.. Ins 3.39 (27) is amended to read:

Ins 3.39 (27) WAiTING PERIODS. IN REPLACEMENT POLICIES OR
CERTIFICATES. If a Medicare sﬁppleﬁent éolicy or certificate replaces another
Medicare supplement policy or certificate, the replacing insurer shall waive
any time periods applicable to pre-existing condition waiting periods iﬁ the
new Medicare supplement policy ées—simi;as—bgaeééts to the extent time was
satisfied under the originél policy é;_gg;;iﬁigg:g.

SECTION 38.  Repeal and recreate Ins 3.39 (29) to read:

Ins 3.39 (29) FILING AND APPROVAL REQUIREMENTS. An issuer shall not
deliver or issue fdr delivery a policy or certificate to a resident of this
state unless the policy form or certificate has been filed with and approved
by phe commissioner in accordance with filing requirements and procedures
'prescribed by the commissioner.

SECTION 39. Ins 3.39 (30) to (33) are created to read:

Ins 3.39 (30) MEDICARE SELECT POLICIES AND CERTIFICATES. (a) 1. This

subsection shall apply to Medicare Select policies and certificates.
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2. No policy or certificate may be advertised as a Medicare Select
policy or certificate unless it meets the requirements of this section.

(b) Fof the'purposes of this section:

1. "Complaint" means any dissatisfaction expressed by an individual
concerning a Medicare Select issuer or its network providers.

2. "Grievance" means dissatisfaction expressed in writing by an
individuai insured under a Medicare Select policy or certificate with the
administration, claims practices 5r provision of services concerning a
Medicare Select issuer or its network providers. |

3. "Medicare Select issuer" means an issuer offering, or seeking to

offer, a Medicare Select policy or certificate.

4. "Medicare Select policy”" or "Medicare Select certificate" mean,
respectively, a Medicare supplement policy or certificate that contains

restricted network provisions.

5. "Network provider"” means a provider of health care, or a group of
providers.of health care, which has entered into.a written agreement with the
issuer to provide benefits insured under a Medicare Selgct policy.

6. "Restricted network provision'" means any provision which

conditions the payment of benefits, in whole or in part, on the use of network

providers.

7. "Service area" means the geographic area approved by the
commissioner within which an issuer is authorized to offer a Medicare Select
policy.

(c) The commissioner may authorize an insurer to offer a Medicare
Select policy or certificate, pursuant to this subsection and section 4358 of
the Omnibus Budget Reconciliation Act (ORBA) of 1990, if the commissioner '

finds that the issuer has satisfied all of the requirements of this subsection.
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(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 operation
with the commissioner in a format prescribed by the commissioner. 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 sufficient,
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.

¢. 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 providers 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 supplemental charges or coinsurance amounts as stated in the

Medicare Select policy or certificate.
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2. A statement or ma§ providing a clear description of the service
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 cf;teria for selectién, reténtion and removal of
network providers; and A

¢. The procedures for evaluating quality of care provided by network
providers, and the process to initiate corrective action wher 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 féquested by the commissioner,

(£) 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 commissioner 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 réétfict
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 network

provider,
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(h) A Medicare Select policy or certificate shall provide payment 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 disclosure shall include at

least the following:

1. An outline of coverage sufficient to permit the applicant to

compare the coverage 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, including

payments for coinsurance and deductibles when providers other than network

providers are utilized.

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 network

providers and to other providers.

6. A description of the policyholder's or certificateholder's rights
to purchase any other- Medicare supplement policy or certificate otherwise

offered by the issuer.

7. A description of the Medicare Select issuer's quality assurance

program and grievance procedure.
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N “‘

8. A designation: MEDICARE SELECT POLICY. This designation shall be
immediately below and in the same type size as the designation required in
sub. (5) a. or (7) (b) 1.

(j) Prior to the sale of a Medicare Select policy or certificate, a
Medicare Select issuer shall obtain from éhe applicant a signed and dated form
stating that the applicant has received the information provided pursuant to

par. (i) of this section and that the applicant understands the restrictions

‘0of 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 subscribers.
Such procedures shall be aimed at mutual agreement for settlement and may

include arbitration procedures.

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 31lst to the

commissioner regarding its grievance procedure. The report shall be in a

format prescribed by the commissioner and shall contain the number of

|
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grievances filed in the past year and a summary of the subject, nature and

resolution of such grievances.

(1) 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 supplement 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 contain a restricted network provision. The
issuer shall make such policies or certificates available without requiring
evidence of insurabhility 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 will be considered to have comparable or lesser benefits unless it
contains one or more significant benefits not included in the Medicare Selectb
policy or certificate being replaced. For the purposes of this paragraph, a
significant Benefit means coverage for the Medicare Part A deductible,
coverage for prescription drugs, coverage for at-home recovery services or
coverage for Part B excess charges.

(n) Medicare Select policies and certificates shall provide for
continuation of coverage in the event the U.S. secretary of health and human
services determines that Medicare Select policies and certificates issued
pursuant to this section should be discontinued due to either the failure of

the Medicare Select program to be reauthorized under law or its substantial

amendment.

A7}
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1. Each Medicare Seléct issuer shall make available to each
individual insured under a Medicare Select policy or certificate the
opportunity to purchase any Medicare supplement policy or certificate offered
by the issurer which has comparable or lesser benefits and which does not
contain a restricted network provision. The issuer shall make such policies
and certificates available without requiring evidence of insurabilit?.

2, For the purposes of subd. 1., a Medicare supplement policy or
certificate will be considered to have comparable or lesser benefits unless it
contéins one or more significant benefits not included in the Medicare Select
policy or certificate being replacéd. For the purposes of this paragraph, a
significant benefit means coverage for the Medicare Part A deductible,
coverage for prescription drugs, coverage for.§t-home recovery services or
covefége for Part B excess charges.

(o) A Medicare Select issuer shall comply with reasonable requests
for data made by state or federal agencies, including the United States

department of health and human services, for the purpose of evaluating the

Medicare Select Program,

{p) A Medicare Select policy shall contain the following benefits:

1. The "basic Medicare supplement coverage" as described in

section (5) (c).

2. Coverage for the Medicare Part A hospital deductible as described

in par. (5) (i) 1.

3. Coverage for home health care for an aggregate of 365 visits per

policy year as described in par. (5) (i) 2.

4, Coverage for the Medicare Part B medical deductible as described

in par. (5) (i) 3.
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5. Coverage for the difference between Medicare Part B eligible
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 Ezcess Charges as described in

par. (5) (i) 4.

6. Coverage for benefits obtained outside of the United States as

described in par. (5) (i) 5.

7. Coverage for preventive health care services as described in sec.

(5) (i) 6.
(g) A Medicare Select policy may include permissible additicnal

coverage as described in par. (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.

(31) REFUND OR CREDIT CALCULATION., (a) An issuer shall collect and
file with the commissioner by May 31 of each year the data contained in the

reporting form contained in Appendix 6 for each type of policy form as

described in sub. (14).

(b) If, on the basis of the experience as reported, the benchmark

ratio since inception (ratio 1) exceeds the adjusted experience ratioc since

inception (ratio 3), then a refund or credit calculation is required. The

refund calculation shall be done on a statewide basis for each type of policy

form as described in sub. (14). For purposes of the refund or credit

calculation, expefience on policies issued within the reporting year shall be

excluded.
(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
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the secretary of health and human services, but in no event shall it be less

than the average rate of interest for 1l3-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 experience of the form for the previous

reporting period is not in compliance 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 commissioner.

(33) ADDITIONAL BENEFITS FOR POLICIES RENEWED. On the renewal of any
Medicare supplement .policy the benefits required im sub. (5) (c) 8 and 13 and

sub. (7) (b) 3. h and i shall be provided.

SECTION 40. Ins 3.39 Appendix 1 (1) is repealed and recreated to

read:
Ins 3.39 Appendix 1

(1) PREMIUM INFORMATION

We [insert issuer's name] can only raise your premium if we raise the premium
for all policies like yours in this state. [If the premium is based on the
increasing age of the insured, include information specifying when premiums

will change. ]
DISCLOSURES
Use this outline to compare benefits and premiums among policiés.
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.

"
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RIGHT TO RETUEN 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 of your payments 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.
ROTICE
This policy may not fully cover all of your medical costs.
SECTION 41. Ins 3.39 Appendiz 1 (2) (a) is repealedf
SECTION 42. Ins 3.39 Appendixz (4), (6) and (11) aré amended to read:
Ins 3.39 (4) (a) For medicare supplement policies, provide a brief
. summary ofvthe major benefits and gaps in Medicare Parts A & é with a parallel
description of supplemental benefits, including dollar amounts, as outlined in
these charts.
(b) For medicare replacement policies, 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 orgamnization
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.
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MEDICARE SUPPLEMENT POLICIES--PART A BENEFITS
(Insurers should include only the wording which applies to
their policy's "This Policy Pays”" column and complete the "You Pay” column)

MEDICARE
PART A

BENEFITS

Hospitalization.
Semiprivate room
and board, general
nursing and
miscellaneous
hospital services
and supplies.,
Includes meals,
special care units,
drugs, lab tests,
diagnostic xz-rays,
medical supplies,
operating and
recovery room,
anesthesia and
rehabilitation
services,

Skilled nursing
care in a
facility approved
by Medicare.
Confinement must
meet Medicare
standards. You
must have been in
a hospital for at
least three days
and enter the
facility within
30 days after
discharge,.

Inpatient
psychiatric
care in a
participating
psychiatric
hospital

*These are optional riders..

PER
BENEFIT

_PERIOD

First 60 days

61lst to 90th
days

91st to 150th
days .

: Befond'lso days

First 20 days

Additional
80 days

and you paid the premium.
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MEDICARE
—PAYS

All but
$(current
deductible)

All but
$(current
amount per day)

All but
$(current
amount per day)
Nothing

100% of costé
All hut

$(current
amount per day)

190 days per
lifetime

THIS
POLICY

PAYS
$0

SF
€5-—-3
- Oor
/ _/ OPTIONAL
PART A DEDUCT-

IBLE RIDER%*

$(current
amount per day)

$(current

amount per day)

All

$0

$(current
amount per day)

175 additional
days per
lifetime

You purchased this benefit if the box is checked



THIS

MEDICARE PER
PART A BENEFIT MEDICARE POLICY
BENEFITS _PERIQD —PAYS _PAIS 10U PAY
Blood All but 1st First 3 pints
3 pints

Home health care 100% of charges 40 visits

for visits oE

considered 36B-vigiks

medically . or

necessary by /_/ OPTIONAL

Medicare ADDITICNAL HOME
HEALTH CARE
RIDER*

*These are optional riders. You purchased this benefit if the box is checked

and you paid the premium.
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MEDICARE SUP?LEMENT POLICIES--PART B BENEFITS

MEDICARE PER

PART B CALENDAR
BENEFITS —YEAR
Medical Initial ($ )
expenses. deductible

Eligible expenses
for physician's
services, in-
patient and out-
patient medical

services and
supplies at a After initial

hospital, physical deductible
and speech
therapy,

ambulance,
outpatient
psychiatric care

and

Qutpatient
prescription
drugs
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MEDICARE
—RAYS

50

80% of Medicare
approved charge

50

80% of costs
except non-
replacement
fees (blood
deductible) for
first 3 pints
(after $
deductible/
calendar year)

THIS
POLICY

PAYS

Nothing
oF

(5=
or

/_/ OPTIONAL

PART B DEDUCT-
IBLE RIDER*

20% of
Medicare app-
roved charge
or
The-differenae
between-what
Medigare
Pays
and-the
ergess
charge
or

/_/ OPTIONAL
MEDICARE PART B
EXCESS
CHARGES RIDER*
$0

or
75%-—of-out-~
patient-pre-
seription
drugs-with
a-deduatibile
8f-S—ccn
{not-moEe
than-$1003
__  or
/ _/ OPTIONAL
QUTPATIENT
PRESCRIPTION
DRUG USUAL-
AND-CUSTOMARY
CHARGES RIDER*

20% of all
costs and the
first 3 pints
in each
calendar year



Imnunosuppressive ' 80% of allow-  20% of allowable
drugs able charges charges for

for immunosup- immunosuppressive
. pressive drugs drugs

during the

first year

following a

covered

transplant

(after $
deductible/
calendar year)

Part B policy No limit
limits per '
calendar year

#These are optionmal riders. You purchased this benefit if -the box is checked
and you paid the premium.
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(6) CONSPICUOUS STATEMENTS AS FOLLOWS:

ta)--That-the-chart-summarining-Medicare-benefits-only-briefly

deseribes-such-benefits. This ehart gutline of coverage does not give all the

details of Medicare coverage. Contact your local Social Security Office or

consult 'The Medicare Handbook' for more details.

{b}--Thakt-the-Health-Gare-Finanaeing-Administration-oc-iks-Medigace
publicatiens—should-be-gonsulted-£feor-further-dektails—-and-limikations~

(11) The premium for the policy and riders, if any, in the following

format:

MEDICARE SUPPLEMENT PREMIUM INFORMATICN

Annual Premium

5¢( ) BASIC MEDICARE SUPPLEMENT POLIG¥ CQVERAGE
CPTIONAL BENEFITS FOR MEDICARE SUPPLEMENT POLICY

Each of these riders may be purchased separately.

(Note: Only optional coverages provided by rider shall be listed here.

$( ) 1. Part A deductible
100% of Part A deductible

5( ) 2. Additional home health care
An aggregate of 365 visits per year including

those covered by Medicare

$( ) 3. Part B deductible
100% of Part B deductible

$( ) 4. Part B excess charges
Difference between what Medicare pays and
the amount charged by the provider which
shall be no greater than the actual charge
or the limiting charge allowed by Medicare,

whichever is less

8 ( ) 5. Usual-and-gustemary-outpatient Qutpatient prescription drug

charges
75% At least 50% of the uswal-and-gustemary charges
after a deductible of § (no more than $106 $250)

maxim nefi ( no less than $3,000)
per year
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$( ) 6. 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. fer-a-mimimum-o£-30
days~ during the first 60 days of a trip with a maximum

of at least $50.000

$( ) T B L AND TED

(Note: The soliciting agent shall enter the appropriate premium amounts
and the total at the time this outline is given to the applicant.)

IN ADDITION TO THIS OUTLINE OF COVERAGE, [INSURANCE COMPANY] WILL SEND AN
ANNUAL NOTICE TO YOU 30 DAYS PRI/ TO THE EFFECTIVE DATE OF MEDICARE CHANGES
WHICH WILL DESCRIBE THESE CHANGES AND THE CHANGES IN YOUR MEDICARE SUPPLEMENT

COVERAGE. N

:  Medicar ici h i h in reflec h

nefits whi by ntain in th 1i n h ional rider.
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SECTION 43.

Ins 3.39 Appendix 4

(COMPANY NAME)

Ins 3.39 Appendizx 4 is amended to read:

NOTICE OF CHANGES IN MEDICARE AND YOUR MEDICARE SUPPLEMENT COVERAGE - 1996 19--

THE FOLLOWING CHART BRIEFLY DESCRIBES THE MODIFICATIONS IN MEDICARE AND IN

YOUR MEDICARE SUPPLEMENT COVERAGE.

PLEASE READ THIS CAREFULLY!

{A BRIEF DESCRIPTION OF THE REVISIONS TO MEDICARE PARTS A & B WITH A PARALLEL

DESCRIPTION OF SUPPLEMENTAL BENEFITS WITH SUBSEQUENT CHANGES,

INCLUDING DOLLAR

AMOUNTS, PROVIDED BY THE MEDICARE SUPPLEMENT COVERAGE IN SUBSTANTIALLY THE
FOLLOWING FORMAT. ] ’

SERVICES

MEDICARE
PART A
SERVICES AND
SUPPLIES

Inpatient
Hospital
Services

Semi-Private
Room & Board
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MEDICARE BENEFITS

In 13588 ==
Medicare
Pays Per
Benefi

Unlimited
number of
hospital days
after $560
$-- deductible

Effective
January 1, 1986,
19--, Medicare

Will Pay

All but $583

$-- for first
60 days/benefit
period

All but $248
$-- a day for
61st-90th days/
benefit period

In %989 19--
Your

YOUR MEDICARE SUPPLEMENT COVERAGE

Effective
January 1, 1£36~-
19--, Your
Coverage
Will Pay Per

. nggrggg Pays (Calendar Year



Misc. Hospital
Services &
Supplies, such
as Drugs,
X-Rays, Lab
Tests &
Operating Room

BLOOD

SKILLED
NURSING
FAGILITY-GARE

701R43
05/14/92

Pays all
costs except
payment of
deductible
(equal to
costs for
first 3
pints) each
calendar
year. Part A
blood
deductible
reduced to
the extent
paid under
Part B

There-is-ne
pries
confinement
eeguirement
for-this
benefig

First-8-days
-—all-but

T $25+50-5-—=

a-day

9th-threugh
150&h-day--
1608%—-of-gesks
pesied

Beyeond-150
days—~--nething

All but $296
$-- a day for
91st-150th
days (4if
individual
chooses to use
60 nonrenew-
able lifetime
reserve days)

pays all costs
except
nonreplacement
fees (blood
deductible)
for first 3
pints of each
benefit period

100%-o£-costs
£for-15&-30
days-fafker-a
3-day-peried
hospital
cenfinemenk}#4
benefit-peried

All-but-$74-00

-=-a-day-for
21s&-1006&h
days<benefit
peried

Beyond-100
days--
nethingibenefik



MEDICARE
PART B
SERVICES AND
SUPPLIES

PRESCRIPTION
DRUGS
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Confinement
must _meeb
Medicare
standards.
Zou mugt have
been in a
hospital for
at least
three days
and enter the
facility
withi

days after
discharge,

First 20 gdays
100% of costs

Addition
days all hut
§§ current

n er

day)

80% of
allowable
charges

(after $75
$o=
deductible
calendar year)

Inpatient
Qutpatient
prescription
drugs. 80%
of allowable
charges for
immuno-
suppressive
drugs during
the first
year
following a
covered
transplant
(after $7b
$-»
deductible/
calendar year)

First 20 days

100% of costs

Additional 80
da 1
S(current

am n e

80% of
allowable
charges (after
575 $=-
deductible/

Inpatient
Qutpatient
prescription
drugs. 80% of
allowable
charges for
immuno-
suppressive
drugs during
the first year
following a
covered
transplant
(after $75 $--
deductible/
calendar year)



BLOCD 80% of all  80% of. costs

costs except except
nonreplacement nonreplacement
fees (blood fees (blood
deductible) deductible) for
for first first 3 pints

3 pints in in each benefit
each benefit period (after
period (after $756 $—-—

$75 §-— deductible/
deductible/ calendar year)

calendar year)
fAny-other-peiigy-benefits-not-mentioned-in-this-charkt-should-be-added-ko-the
ghart-in-the-order-presaribed-by-the-outline-of-goverage-benefits,~-they—-should-be

shown~3

[Describe any coverage provisions changing due to Medicare modifications.]

[Include information about when premium adjustments that may be necessary due to
changes in Medicare benefits will be effective.]

THIS CHART SUMMARIZING THE CHANGES IN YOUR MEDICARE BENEFITS AND IN YOUR MEDICARE
SUPPLEMENT PROVIDED BY (COMPANY) ONLY BRIEFLY DESCRIBES SUCH BENEFITS. FOR
INFORMATION ON YOUR MEDICARE BENEFITS CONTACT YOUR SOCIAL SECURITY OFFICE OR THE
HEALTH CARE FINANCING ADMINISTRATION. FOR INFORMATION ON YOUR MEDICARE SUPPLEMENT

POLICY CONTACT:

[COMPANY OR FOR AN INDIVIDUAL POLICY - NAME OF AGENT] {ADDRESS/PHONE NUMBER]
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SECTICON 44. 1Ins 3.39 Appendix 5 is amended to read:

Ins 3.39 Appendix 5

NOTICE TO APPLICANT REGARDING REPLACEMENT
OF MEDICARE SUPPLEMENT INSURANCE

(Insurance company's name and address]

SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE.

According to [your application] [information you have furnished], you intend
to lapse-er-otherwise terminate existing Medicare supplement insurance gr
other health insurance and replace it with a policy to be issued by [Company
Name] Insurance Company. Your new policy-prevides will provide thirty (30)
days within which you may decide without cost whether you desire to keep the
policy. Eez-your-ewn-information-and-proteetion,-you-sheuld-be-aware-e£-and
seriously-gensider-certain-£faetors-which-may-affeet-the-insurance-proteaetion

available-te-you-~under-the-new-petiey~

You should review this new coverage carefully,-cempariang a Compare it with
all accident and sickness coverage you now haver-and-termimate . __Terminate

your present policy .only if, after due consideration, you 'find that the
purchase of this Medicare supplement coverage is a wise decision. Do not

cancel your present policy until you have received your new policy and are
sure you want to keep it, : ‘

STATEMENT TO APPLICANT BY ISSUER. AGENT [BROKER OR OTHER REPRESENTATIVE]:
{Use-addiktional-sheetsr-as—necessaryry i

I have reviewed your current medical or health insurance coverage. I-believe

the The replacement of insurance involved in this transaction makerially

impreves-yeur-positien does not duplicate coverage, to the best of my

knowledge. The replacemen icy is bei urch for the followi
reason{(s):. My-conelusion-has-taken-inte-acgeunt-the-£feollewing
consideraktions,-whieh-I-gall-to-your-attention+

Additi 1 nefi

N h e in nefi lower premiums,

Fewer benefi a lower premi .

Other.

(please specifyv)

1. Health conditions which you may presently have (preexisting conditions)
may not be immediately or fully covered under the new policy. This could
result in denial or delay of a claim for benefits under the mew policy,
whereas a similar claim might have been payable under your present policy.

2. State law provides that your replacement policy or certificate may not
contain new preexisting conditions, waiting periods, elimination periods
or probationary periods. The insurer will waive any time periods
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applicable to preexisting conditions, waiting periods, elimination
periods, or probationary periods in the new policy (or coverage) for
similar benefits to the extent such time was spent (depleted) under the

eriginal Medicare supplement policy.

3v—--~If-you-are-replaeing-eaisting-Medigare- -suppiement-insurange- -eeverager-you
may-wish-to-seeure-the-advige-of-your-presont-iRsurer-or-iks~ ~agent
regarding-the-proposed-replacement-of-your-present-peliey+~--Fhis-is-nek
en;y—yeus—gightr—bus—it-is-alse—in-yeus-bese-iBGGEest-te-make—suEe-yeu
understand-all-the-relevant-£fagters-invelved-in-replaeing-your-present

eeverager

4~3. If, after-due-considerakion, you still wish to terminate your present
policy and replace it with new coverage, be certain to truthfully and
completely answer all questions on the application concerning your
medical and health history. Failure to include all material medical
information on an application may provide a basis for the company to deny
any future claims and to refund your premium as though your policy had
never been in force. After the application has been completed and before
you sign it, reread review it carefully to be certain that all

information has been properly recorded. £ icy or certi e i
ranteed issue i aragraph need n pear.
D ncel u r n i il u_have recei r new volicy an

(Signature of Agent, Broker or Other Representative)#*
[Typed Name and Address of Issuer, Agent or Broker]

She—abeve-—NeE&ee to-Applicant’-was-delivered-to-me-en+

(Applicant's Signature)

(Date)

*S3 ren for di r n 1

(NOTE: Paragraph nd 2 the repl m noti licabl
701R47
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SECTION 45. Ins 3.39 Appendix 6 is repealed and created to read:

Ins 3.39 Appendix 6

MEDICARE SUPPLEMENT REFUND CALCULATION FORM
‘FOR CALENDAR YEAR

TYPE A SMSBP (w) [form number]

for the State of

Company Name

NAIC Group Code NAIC Company Code

Person Completing This Exhibit

Title Telephone Number
(a) (b)
Earned Incurred
Premium (x) Claims (y)
Line

1. Current Year's Experience
a., Total (all policy years)
b. Current year's issues (2)
c. Net (for reporting purposes = la-1b)

2. Past Years' Experience
(All policy Years)

3. Total Ezperience (net Current Year +
Past Years' Experience)

4. Refunds last year (Excluding Interest)

5. Previous refunds since Inception
{(Excluding Interest)

6. Refunds Since Inception
(Excluding Interest) (add lines 4 and 5)

7. Benchmark Ratio Since Inception
(SEE WORKSHEET FOR RATIO 1)

8. Experience Ratio Since Inception

Total Actual Incurred Claims (lipe 3, gol b)

Ratio 2 = Total. Earned Prem. (line 3, col a) - Refunds Sitice Inception (line 6)
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-9. Life Years Exposed since Inception

If the Exzperience Ratio is less than the Benchmark Ratio, and there are more
than 500 life years exposure, then proceed to calculation of refund.

10. Tolerance Permitted (obtained from credibility table)
11. Adjustment to Incurred Claim for Credibility

Ratio 3 = Ratio 2 + Tolerance

If Ratio 3 is more than Benchmark Ratio (ratio 1) a refund or credit to
premium is not required.

If Ratio 3 is less than the Benchmark Ratio, then proceed.

12, Adjusted Incurred Claims =

[Tot. Earned Premiums (line 3, col a)-Refunds Since Inception (line 6)]

¥ Ratio 3 (line 11)

13. Refund = Total Earned Premiums (line 3, col a) - Refunds Since
Adj Incurred Claim line 12

Inception (line 6) - Benchmark Ratio (Ratio 1)

If the amount on line 13 is less than .005 times the annualized premium in

_force as of December 31 of the reporting year, then no refund is made.
Otherwise, the amount on line 13 is to be refunded or credited, and a
description of the refund and/or credit against premiums to be used must be

attached to this form,
Medicare Supplement Credibility Table

Life Years Exposed

__Since Inception Iolerance

10,000 + 0.0
5,000 - 9,999 5.0
2,500 - 4,999 7.5
1,000 - 2,499 10.0

500 - 999 15.0

If less than 500, no credibility.
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(w) '"SMSBP" = Standardized Medicare Supplement Benefit Plan
' For Wisconsin reports, show the applicable policy form number.

(k) Includes modal loadings and fees charged

(y) Excludes Active Life Reserves
(z) This is to be used as "Issue Year Earned Premium” for Year 1 of next

yvear's "Worksheet for Calculation of Benchmark Ratios”

I certify that the above information and calculations are true and accurate to
the best of my knowledge and belief.

Signature

Name - Please Type

Title

Date
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Worksheet REPORTING FORM FOR THE CALCULATION OF BENCHMARK

RATIO SINCE INCEPTION FOR INDIVIDUAL POLICIES
FOR CALENDAR YEAR

TYPE SMSBP (p)
for the State of

Company Name

NAIC Group Code NAIC Company Code
Address

Person Completing This Exhibit
Title

Telephone Number

(a) (a) (c) (d) (e) (£) (g) (h) (1)

(3) (0)
Earned Cumulative Cumulative Policy Year
Year Premium Factor (b) x (c¢) Loss Ratio (d) x (e) Factor (b) x (g) Loss Reserve (h) x (i) Loss Ratio
1 2.770 ' 0.442 0.000 « 0.000 0.4
2 4.175 0.493 0.000 0.000 0.55
3 4,175 0.493 1.194 0.659 0.65
4 4.175 0.493 2.245 0.669 0.67
5 4.175 0.493 3.170 0.678 0.69
6 v 4.175 0.493 3.998 0.686 0.71.
-7 . 4.175 0.493 4.754 0.695 0.73
.8 4,175 '0.493 5.445 0.702 0.75
9 4.175 0.493 6.075 0.708 0.76
10 . 4.175 0.493 6.650 0.713 0.76
11 4.175 0.493 7.176 0.717 0.76
12 4.175 0.493 7.655 0.720 0.77
13 4.175 0.493 8.093 0.723 0.717
14 4.175 0.493 8.493 0.725 0.717
15 4.175 0.493 8.684 0.725 0.77
Total: (k): (1): - (m):

—~
=

'
..

Benchmark Ratio Since Inception: (1 + n) /7 (k + m):

(a): Year 1 is the current calendar year - 1 (b): For the calendar year on the appropriate line in column (a),
Year 2 is the current calendar year - 2 the premium earned during that year for policies issued in
(etec.) that year
N (Example: If the current year is 1991, then:
Year 1 is 1990; Year 2 is 1989; etc.)
(o): These loss ratios are not explicitly used in computing the benchmark (p): "SMSBP" = Standardized Medicare
loss ratios.

They are the loss ratios, on a policy year basis,
which result in the cumulative loss ratios displayed on this
worksheet. They are shown here for information purposes only.

Supplement Benefit Plan. For
Wisconsin reports, show the
applicable policy form number.
701R51
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Worksheet

Total:
Benchmark

(a):
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TYPE

REPORTING FORM FOR THE CALCULATION OF BENCHMARK
RATIO SINCE INCEPTION FOR GROUP POLICIES
FOR CALENDAR YEAR

for the State of

Company Name
NAIC Group Code

Address

SMSBP (p)

NAIC Company Code

Person Completing This Exhibit

Title

(a) (c)

Earned

Premium Factor
2,770
4.175
4,175
4,175
4.175
4,175
4.175
4.175%
4,175
4,175
4.175%
4,175
4,175
4,175
4,175

(k):

Ratio Since Inception: (1 + n) / (k + m):

(d)
(b) x (¢)

(e)
Cumulative
Loss Ratio

0.507
0.567
0.567
0.567
0.567
0.567
0.567
0.567
0.567
0.567
0.567
0.567
0.567
0.567
0.567

(1):

Year 1 is the current calendar year - 1
Year 2 is the current calendar year - 2

(etc.)

Telephone Number

(£)

(q)

(d) x (e) Factor

(b):

(Example: If the current year is 1991, then:
Year 1 is 1990; Year 2 is 1989; etc.)

0.000
0.000
1.194
2.245
3.170
3.998
4.754

5.445

6.075
6.650
7.176
7.655
8.093
8.493
8.684

(m):

(h)

(b) x (g)

(1)

Cumulative
LLoss Reserve

0.000
0.000
0.759
0.771
0.782
0.792
0.802
0.811
0.818
0.824
0

(i) (o)
Policy Year
(h) x (i) Loss Ratio
0.46
0.63
0.75
0.77
0.8 -
0.82
0.84
0.87
0.88
0.88
0.88
0.88
0.89
0.89
0.89

For the calendar year on the appropriate line in column (a),
the premium earned during that year for policies issued in

that year

These -loss ratios are not explicitly used in computing the benchmark

loss ratios.

worksheet,

They are the loss ratios, on a policy year basis,
which result in the cumulative loss ratios displayed on this

They are shown here for information purposes only.

(p):

" SMSBPY

= Standardized Medicare

Supplement Benmefit Plan. For
Wisconsin reports, show the
applicable policy form number.



SECTION 46. Ins 3.39 Appendiz 7 is created to read:

FORM FOR REPORTING
MEDICARE SUPPLEMENT POLICIES

Company Name:

Address:

Phone Number:

Due: March 1, annually

The purpose of this form is to report the following information on each
resident of this state who has in force more than one Medicare supplement

policy or certificate. The information is to be grouped by individual

policyholder.

Date of"

Policy and
Issuance

Certificate Number

Signature

Name and Title (please type)

Date
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SECTION 47. This rule shall be effective for any policy subject to

s. Ins 3.39 which is solicited or issued after the effective date of this rule.

Dated at Madison, Wisconsin, this N*’L day of Mdzd\/ /97 z » —E953—

(7 -
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Robert D. Haase
Commissioner of Insurance
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