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August  13,  2020

Alfred  Walker,  Hearing  Officer

Office  of  Superintendent  oflnsurance

p.o.  Box 1689

Santa  Fe, NM 87504-1689

Re: STANDARDS  FOR ACCIDENT  ONLY,  SPECIFIED DISEASE OR ILLNESS, HOSPITAL  INDEI\/XITY,

AND  RELATED EXCEPTED BENEFITS

Thank  you  for  the  opportunity  to provide  public  comments  on the  Standards  For Accident  Only,

Specified  Disease  Or Illness,  Hospital  Indemnity,  And Related  Excepted  Benefits  proposed  rule.

The Health  Benefits  Institute  is a group  of  agents,  brokers,  insurers,  employers,  benefit  platforms

and others  seeking  to protect  the  ability  of  consumers  to make  their  own  health  care  financing

choices.  We support  policies  that  expand  consumer  choice  and control,  promote  industry

standards,  educate  consumers  on their  options  and foster  high  quality  health  outcomes  through

transparency  in health  care  prices,  quality,  and  the  financing  mechanisms  used  to pay  for  care.

First,  we'd  like to express  our  appreciation  for  the  time  and attention  to detail  the  NM Office  of

Superintendent  oflnsurance  put  into  this  rule.  The  first  drafts  of  the  rule  had significant  concerns

but  the  rule  has improved  considerably.  That  doesn't  mean  the  rule  is without  faults,  a number

of  key concerns  remain.

In general  terms,  we believe  this  rule  places  too  much  emphasis  on the  Affordable  Care Act's

individual  market.  It is right  to point  out  that  the  ACA individual  market  is not  regulated  by this

rule,  however  the  singular  focus  of  this  rule  appears  to have  been  on ACA-related  issues.  We

agree  there  may be nefarious  insurers  and agents  inappropriately  selling  excepted  benefits

policies  as ACA policies.  They  are operating  outside  the  current  rules  and will  continue  to  do so.

Indeed,  we are concerned  some  limits  meant  to protect  consumers  will  drive  sales  to fraudsters

who  will  be easier  to business  with.

We also have  some  concerns  with  requiring  excepted  benefits  insurers  to  track  whether  or not

consumer's  have  purchased  major  medical  insurance.  While  we appreciate  the  need  for  robust

consumer  disclosures,  tracking  a consumer's  other  insurance  purchases  seems  a step  too  far,

especially  if agent's  are required  to disclose  a consumer's  private  financial  information  to an

insurer.

Our  specific  comments  are listed  below.

F. Contracted providers. No excepted benefits plan shall contract  with medical providers

to provide benefits or services to its covered persons. Any reference in a plan document,



advertisement  or msurance  card, to a provider  network,  a "multi-plan"  or"PPO"

arrangement  is prohibited.

We understand  concerns  regarding  linking  networks  to excepted  benefit  plans and creating

potential  confusion  with  ACA plans. Under  these rules as written,  consumers  should  not be

allowed  to purchase  an excepted  benefit  plan without  major  medical  coverage.  But consumers

are facing  narrower  and narrower  PPO networks  in their  ACA coverage.  In many  cases, there  is

no access to the  best cancer  hospitals  and may be limited  access to medical  experts  across  the

company.  Eliminating  additional  consumer  access  makes  no  sense.

We would  urge deletion  of  this  prohibition.

G. Pharmacy benefit plans. No carrier shaff sell a plan or fixed indemnity benefits that

cover only prescription drug benefits. A plan design or fixed indemnity benefit package

that covers prescription drugs plus a minimal number of additional benefits shall be

considered a prohibited  pharmacy benefit  plan

The rising  cost  of  prescription  drugs  continue  to be an issue for  many  consumers.  For some,  their

insurance  company  formulary  may require  high cost sharing,  or may not cover  their  preferred

medication.  And most  consumers  have plans chosen  by their  employer.  This section  eliminates

the  ability  of  consumers  to purchase  additional  flexibility.  We would  urge deletion  of  this  section.

K. Telemedicine services. A plan shall compensate a covered person for  telemedicine or

otherwise covered benefits, butshall  not offer  telemedicine services through a contracted
provider.

In most  cases, consumers  need access to telehealth  for  an acute  situation.  It may be used as an

alternative  to an emergency  room  visit or urgent  care visit. It is important  to find a reliable

provider  with  a clear  price  quickly.

According  to FAIR Health  telemedicine  visits  increased  almost  4,000%  from  April  of last year  to

April  of this yearl.  In many  states,  telehealth  provider  regulations  have been eased to allow  a

broader  spectrum  of  choices.  While  we strongly  support  the  efforts  making  this  regulatory  easing

permanent,  it is unlikely.

Finally,  there  have been efforts  to add telehealth  as a standalone  excepted  benefit  at the  federal

level. A number  of employers  would  alike to add a separate,  stand  alone  telehealth  benefit  to

their  benefit  options.

We would  suggest  the  following  alternative  language:

I https://s3.amazonaws.com/media2.fairhealth.org/infozraphic/telehealth/apr-2020-west-telehealth.pdf
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K. Telemedicine services. A plan shall compensate a covered person for telemedicine or

otherwise covered benefits, but shall not offer rcgardless of whether or not the
telemedicine  services  are  provided  through  a contracted  provider.

We  believe  these  changes  can provide  consumers  with  more  reliable  access  to  telehealth  while

requiring  coverage  on an indemnity  basis.

B. Coverage requirements. An accidental death benefit in an accident-only plan shall be

no less than 510,000. The death benefit amount may vary for  each life insured under the

policy or certificate. A dismemberment benefit shall be at least 95,000, for  a limb. The

benefit amounts for  partial  dismemberment  and Loss of a non-limb body part  shall be no

less than 5250 for each covered loss. The benefit amount provided for each type of

dismemberment  benefit covered by the plan must be specified in the pmduct  filing  and

approved by the 051. An accident only plan shall O/7/)/ compensate for  losses on a fixed-
indemnity  basis.

We  would  suggest  additional  flexibility  in the  language  to allow  consumers  to purchase  a more

affordable S5,000 minimum  benefit.

B. Benefit minimums for  hospital  confinement  benefits. The following  benefit  minimums shall

apply to the confinement  benefit in a hospital indemnity  plan: (1) a hospital indemnity  plan

shall provide for  a lump sum payment upon confinement of no less than §2,500; or (2) a

hospital  indemnity  plan shall provide benefits for  hospital confinement  on an indemnity  basis

in an amount not less than 5ilOO per day after  an initial  payment  of not less than 800  upon

confinement, and for no less than five days during each period of confinement  for each
covered  person  under  the  plan

There  seems  to be mismatch  in (1) and (2). We  would  suggest  a minimum  lump  sum  benefit

matching  (2).

(1) Insurance card requirements. If a carrier  provides an insurance card at the time of a plan's

issuance, the card shall include the phone number and website of the insurance company.

The carrier shall receive and process questions concerning benefits or claims at the

number specified on the card. The card shall also indude contact information  for  the 051
consumer  assistance  bureau.

(2) (2)Noticerequirements.Aninsurancecardissuedforanexceptedbenefitsplanshallstate

in bold 12-point  type, "This is a limited benefit plan. This is not major medical health
insurance  coverage."

The  consumer  card  We  are concerned  that  the  required  disclosures  and  font  size will  leave  no

room  for  the  card  to  actually  deliver  needed  information  on the  card.  We  would  suggest  deletion

of  the  type  size  and  require  the  disclosure  to  be prominent.

B. Nobundling.  Nocarrieroraffiliatedproducershallmarketorsellabundledcombination

of accident only, specified disease or, hospital indemnity  plans. No one plan sold shall
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contain coverage for  hospital indemnity, specified disease, and accident only benefits or

any combination thereof. Fixed indemnity benefits shall have the limitations  stated in
Section  12.  Additional  memberships  or discount  services  that  purport  to provide  other

health care benefits shall not be sold or offered in combination with plans governed by

this rule. The provisions of the subsection shall not apply to a plan sold through a group

identified  in Paragraphs (1) or (3) of Subsection A of 59A-23-3 NMSA 1978.

Bundling  saves  the  consumer  money  because  fixed  costs  can be spread  over  more  premium  and

products.  Providing  a group  or an individual  a package  of  benefits  can lead to  savings  and help

the  consumer  find  the  best  benefits  at the  lowest  cost.  Further,  the  rule  requires  an attestation

that  the consumer  has major  medical  coverage,  and if effective,  we see this  prohibition  as

unnecessary.

We  continue  to  believe  that  banning  the  bundling  of  policies  will  make  it more  likely  rather  than

less likely  to see consumer  problems.  Unscrupulous  agents  will  continue  to bundle  policies,  but

with  multipleinsurers,  in an effort  to  mimic  ACA coverage.  For  the  most  part,  policies  are bundled

for  the  convenience  of  the  consumer  and can help  make  coverage  for  affordable  and convenient.

3-3  NMSA  1978.  C. Major  medical  coverage  requirement.  Accident  onjy,  hospital

indemnity and specified disease coverage, excluding blanket coverage compliant with
Section  59A-23-2  NMSA  1978,  shall  only  be issued  to persons  who  are covered  by major

medical or comprehensive health insurance as defined in Paragraph (1) of Subsection M

of 13.10.29.7 MAC. Short-term, limited duration insurance, for purposes of this
requirement,  shall  not  be considered  major  medical  coverage.

(1) An application for an excepted benefits plan subject to this rule shall include an

attestation  by the applicant  affirming  that the applicant has major  medical insurance

at the time of application. The attestation  shall be a written  attestation  that must be

signed by the applicant before coverage becomes effective. The carrier may

retroactively  apply coverage to the date of application upon receipt of the attestation

of major medical coverage and any other documents or payment required by the
carrier.  13.10.34  NMAC  15

(2) A carriershall  retain a copy of the attestation  for  at least five years.

We would  support  substantial  changes  to  this  section.  There  are few  instances,  if any, that  the

state  requires  a consumer  to purchase  one item  or service  before  being  allow  to purchase

another  unrelated  service  or item.  Excepted  benefits  coverage  covers  specific  consumer  risks not

covered  by major  medical  health  insurance  coverage.  More  to the  point,  neither  insurers  or

agents  have  any  way  to  verify  the  veracity  of  this  statement,  and under  this  law  the  insurer  can

not hold consumers  accountable  for misrepresenting  their  coverage  status.  This remains  a

wrong-headed  approach.

We do support  the  requirement  of  a signed  attestation  as part  of  the  application  requiring  the

consumer  to acknowledge  that  the  coverage  being  purchased  is not  major  medical  coverage  and
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thecoveragedoes  notmeettherequirementsoftheAffordableCareAct.  Wewouldalsosupport

a required  filing  from  the  insurer  confirming  that  the  filed  plans  are "not  developed,  marketed,

or sold  as replacements  for  major  medical  coverage."

(3)If  a carrier or the carrier thmugh its agent learns that a covered person's major
medical  coverage  has Lapsed or was cancelled,  the carrier  shall  send  the person  the

following  notice:

An excepted  benefit  insurer  has no way  of learning  that  a consumer  has lost  medical  coverage.

An agent  disclosing  the  loss of  major  medical  coverage  without  the  consumer's  permission  would

be violating  an insured  person's  privacy  rights  by informing  the  insurer  of  loss of  coverage.  There

are no other  way  for  the  insurer  to  learn  this  since  the  coverage  is required  not  to  be coordinated

with  major  medical  coverage.  This  is especially  true  when  the  insurer  does  not  sell major  medical

coverage.  This  obligation  should  be deleted.

Again,  thank  you for  the opportunity  to provide  public  comments.  Please do not  hesitate  to

contact me if you have further  questions at jpwieske@thehealthbenefitsinstitute.org  or (920)

784-4486.

Sincerely

JP Wieske

Executive  Director
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