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TITLE  13  INSURANCE

CHAPTER  10  HEALTH  INSURANCE

PART  34  STANDARDS  FOR  ACCIDENT  ONLY,  SPECIFIED  DISEASE  OR  ILLNESS,  HOSPITAL

INDEMNITY,  AND  RELATED  EXCEPTED  BENEFITS

13.10.34.1  ISSUING  AGENCY:  New  Mexico  Office  of  Superintendent  of  Insurance  ("OSr').

[13.10.34.1  NMAC  - N, XX/XX/2020]

13.10.34.2

A.

SCOPE:

This  rule  applies  to the following  individual  and group  excepted  benefits  insurance  plans.

(1)  coverage-only  for  accident  insurance;

(2)  coverage-only  for  a specified  disease  or illness;

(3)  hospital  indemnity  or other  fixed  indemnity  insurance;

(4)  Champus/TRICARE  supplement  plans  that  provide  one or more  of  the coverages

specified  in Sections  1 through  3 of  this  rule.

B.  This  rule  applies  to every  such  contract  of  insurance  issued  in this state, and to any such contract

issued  to a group  located  outside  of  tis  state, if  any  covered  person  resides  in this  state.

[13.10.34.2  NMAC  - N,  XX/XX/2020]

13.10.34.3  STATUTORY  AUTHORITY:  Section  59A-23G-3  NMSA  1978.

[13.10.34.3 NMAC - N, XX/XX/20201

13.10.34.4  DURATION:  Pei'manent.

[13.10.34.4  NA/iAC  - N,  XX/XX/2020]

13.10.34.5  0BJECTI'VE:Thepurposeofthisruleistoestablishregulatoryrequirementsforthesubject

excepted  benefit  plans.  The  rule  will  standardize  and simplify  tlie  terms  and coverages;  facilitate  public

understanding  and comparison  of  coverage;  eliminate  provisions  that  may  be misleading  or confusing  in connection

with  the purchase  and renewal  of  the coverages  or witli  the  settlement  of  claims;  and require  disclosures  in the

marketing  and sale of  excepted  benefit  plans.

[13.10.34.5  NMAC  - N,  XX/XX/2020]

13.10.34.6  EFFECTIVE  DATE:  October  1, 2020,  unless  a later  date is cited  at the end of  a section.  If  the

superintendent  previously  approved  a subject  excepted  benefits  plan  for  sale in this  state, that  plan  shall  be amended

to comply  with  this  rule  no later  than  October  1, 2021,  if  issued  on or after  that  date.

[13.10.34.6  NMAC  - N,  XX/XX/2020].

13.10.34.7  DEFINITIONS:  For  definitions  of  terms  contained  in this  nile,  refer  to 13.10.29  NMAC,  unless

otherwise  noted  below.

A.  "Accident  only"  means  a plan  that  provides  benefits  for  death,  dismemberment,  disability,

hospital,  or medical  care or injuries  arising  from  an accident.

B.  "Certificate"  means  a statement  of  the coverage  and provisions  of  a group  plan  delivered  to an
individual  insured.

C.  "Direct  response  insurer"  means  a carrier  who  does not  sell  its insurance  products  tmough

producers.

D.

ceitificate.

[13.10.34.7  NMAC  - N,  XX/XX/2020]

"Domestic  co-insured"  means  a spouse  or domestic  partner  insured  under  the same plan  or

13.10.34.8  PROHIBITED  PLAN  PROVISIONS:

A.  Probationary  periods.  Except  as otherwise  expressly  allowed  by these  rules,  a plan  shall  not

include  a probationary  or waiting  period  during  which  no coverage  is provided  for  a covered  benefit  under  the plan.

A  probationary  period  does not  include  an eligibility-waiting  period  during  which  no premium  is paid.

B.  Riders  and  other  supplements.  A  plan  that  includes  a rider,  amendment,  endorsement  or other

supplement  shall  explicitly  state which  benefits  the carrier  has amended  or supplemented  from  the original  plan.
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C.  Preexisting  conditions.  An  individual  plan  or plan  sold  through  an association  or group  described

in Paragraph  (2)  or (4) of  Subsection  A  of  Section  59A-23-3  NMSA  1978  shall  not  exclude  coverage  for  a loss due

to a preexisting  condition  unless  the application  or enrollment  foi'm  requires  disclosure  of  prior  illness,  disease  or

physical  conditions,  or of  prior  medical  care and treatment.  A  disclosure  form  shall  not  request  family  member

health  information  unless  the family  member  is also seeking  coverage  under  the plan.

D.  Rehirn  of  premium.  An excepted  benefits  plan  may  include  a retum  of  premium  or cash value

benefit  if  authorized  by  the superintendent  following  an evaluation  of  the potential  impact  on the carrier's  reserves

and ability  to service  policy  obligations.  Nothing  in this  rule  requires  a carrier  to seek authorization  from  the

superintendent  to retum  premiums  unearned  through  termination  or suspension  of  coverage,  retroactive  waiver  of

premium  paid  during  medical  condition,  payment  of  dividends  on participating  policies,  or experience  rating

refunds.

E.  Type  of  illness,  accident  or  medical  condition.  A  plan  shall  not  limit  or exclude  coverage  by

type  of  illness,  accident,  treatment  or medical  condition,  except  as follows:

(l)  preexisting  conditions  or diseases;

(2)  pregnancy  and childbirth;

(3)  illness,  treatment  or medical  condition  arising  out  of)

(a)  war  or act of  war  (whether  declared  or undeclared);  participation  in  a felony,  riot

or insunections;  service  in the armed  forces  or units  auxiliary  to it;

(b)  suicide  (sane  or insane),  attempted  suicide  or intentionally  self-inflicted  injury

within  two  years  of  the effective  date of  coverage;

(c)  aviation,  other  tlian  travel  on a commercial  carrier;  and

(d) mcarceration;

(4)  cosmetic  surgei'y,  other  tlian  reconstnictive  surgery  when  the service  is incidental  to or

follows  surgery  resulting  from  trauma,  infection  or other  diseases  of  the involved  part,  and reconstructive  surgeiy

because  of  congenital  disease  or anomaly  of  a covered  dependent  child  that  has resulted  in a functional  defect;

(5)  foot  care in connection  with  corns,  calluses,  flat  feet,  fallen  arches,  weak  feet,  chronic  foot
strain  or symptomatic  complaints  of  the feet;

(6)  benefits  provided  under  Medicare  or other  govei'i'irnental  program  (except  Medicaid),  a

state or federal  worker's  compensation,  employers  liability  or  occupational  disease  law,  or motor  vehicle  no-fault  law;

services  rendered  by  employees  of  hospitals,  laboratories  or other  institutions;  services  performed  by a member  of  the

covered  person's  immediate  family;  and services  for  which  no charge  is normally  made  in the absence  of  insurance;

(7)  dental  care or treatment  with  the exception  of  craniomandibular  and temporomandibular
joint  disorders;

(8)  eye glasses,  hearing  aids and examination  for  the prescription  or fitting  of  them;

(9)  illegal  activities;

(10)  injuries  incurred  as a result  of  intoxication;

(11)  rest cures,  custodial  care, transportation  and routine  physical  examinations;

(12)  intoxication  via  dnig,  alcohol  or ingestion  or inhalation  of  unlawful  chemicals;

(13)  specifically  named  igh-risk  physical  activities;  and

(14)  international  territorial  limitations.

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 insurance  card,  to a

provider  network,  a "multi-plan"  or "PPO"  anangement  is prohibited.

G.  Pharmacy  benefit  plans.  No  carrier  shall  sell a plan  or fixed  indemnity  benefit  package  that  covers

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 proibited  pharmacy  benefit  plan.

H.  Marketing  of  blanket  or  group  coverages.  A  canier  shall  not  sell  any blanket  coverage  to a group

that is not  described  in Section  59A-23-2  NMSA  1978  or group  coverage  that  is not  identified  or  described  in Section
59A-23-3  NMSA  1978.

I.  Arbitration  provisions.  A carrier  shall  not  sell a plan  that  requires  a covered  person  to submit  a
dispute  to mediation  or arbitration.

J.  Plan  governance.  A covered  person's  rights  under  any plan  shall  be govei'ned  by  the  terms  of  the

plan  approved  by the superintendent,  and by applicable  state and federal  law.

K.  Telemedicine  services.  A  plan  shall  pay  a benefit  to a covered  person  for  eligible  telemedicine  or

otherwise  covered  diagnosis,  but  shall  not  offer  telemedicine  benefits  through  a contracted  provider.
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L.  Conversion  privileges.  No plan shall offer  a conversion  plan that is not approved  by  the

superintendent.

M.  Discrimination.  No plan  shall  discriminate  in eligibility  for  coverage  or benefits  on tlie  basis  of

sex, sexual  orientation,  gender,  gender  identity,  race, religion,  or  national  origin.  A  plan  may  differentiate  on the basis

of  age in rating  and age limits  on coverage.

N.  Insurance  cards.  No  plan  or advisement  language  sliall  direct  a covered  person  to submit  their

insurance  card  to a healthcare  provider.

[13.10.34.8  NMAC  - N,  XX/XX/2020]

13.10.34.9 GENERAL  STANDARDS  FOR  PLANS  AND  BENEFITS:

A.  Individual  noncancellable  and  guaranteed  renewable  policies.  A  "noncancellable,"

"guaranteed  renewable,"  or "noncancellable  and guaranteed  renewable"  individual  plan  shall  not  provide  for

termination  of  coverage  of  the domestic  co-insured  solely  because  of  tlie  occurrence  of  an event  specified  for

termination  of  coverage  of  tlie  covered  person,  other  than  nonpayment  of  premium.  In  addition,  the plan  shall

provide  tliat  in tlie  event  of  the covered  person's  death,  the domestic  co-insured  of  the  covered  person,  if  covered

under  the plan,  shall  become  a covered  person.

B.  Consumer  rights.  A  plan  shall  protect  consumer  rights  as follows:

(1)  The  terms  "noncancellable"  or "noncancellable  and guaranteed  renewable"  may  only  be

used in an individual  excepted  benefit  plan  if  the covered  person  has the right  to continue  the  coverage  by timely

paying  premiums,  until  the age of  65 or until  eligibility  for  Medicare,  during  which  time  the carrier  has no unilateral

right  to change  any provision  of  the  plan.

(2)  The  term  "guaranteed  renewable"  may  only  be used in a'plan  where  the covered  person

has the riglit  to continue  in force,  by timely  paying  premiums,  until  the age of  65 or until  eligibility  for  Medicare,

during  wliicli  period  the canier  has no unilateral  right  to change  any provision  of  the plan,  other  tlian  changes  in

premium  rates by  classes.

C.  Domestic  co-insured  policies.  In an individual  excepted  benefits  plan  covering  domestic  co-

insureds,  the age of  the  younger  of  tlie  two  shall  be used as the basis  for  meeting  the age and durational  requirements

of  the definitions  of  "non-cancellable"  or "guaranteed  renewable."  However,  this  requirement  shall  not  prevent

termination  of  coverage  of  the older  of  the two  upon  attainment  of  the stated  age, so long  as the plan  may  be

continued  in force  as to the younger  of  the two  to the age or for  the durational  period  as specified  in the plan.

D.  Death  and  dismemberment.  When  accidental  death  and dismemberment  coverage  is part  of  an

individual  plan,  the covered  person  shall  have  the option  to include  all covered  persons  under  the coverage  and not

just  the principal  covered  person.  Hospital  indemnity  or specified  disease  or illness  policies  or ceitificates  shall  not

include  accidental  death  and dismemberment  coverage.

E.  Military  service  exclusion  or  suspension.  If  a plan  contains  a military  service  exclusion  or a

provision  that  suspends  coverage  during  military  sei'vice,  the plan  shall  provide,  upon  receipt  of  written  request,  for

refund  of  premiums  as applicable  to the  person  on a pro  rata  basis.

F.  Pregnancy.  A  plan  that  provides  pregnancy  benefits  shall  extend  those  benefits  for  a pregnancy

that  begins  while  the plan  is in force  and for  which  benefits  would  have  been payable  if  the plan  had remained  in

force  if  the carrier  cancels  or refuses  to renew  coverage.  A  plan  that  provides  pregnancy  benefits  shall  provide  for

an extension  of  those  benefits.

G.  Convalescent  or  extended  care.  A  plan  that  provides  convalescent  or extended  care benefits

following  hospitalization  shall  provide  such  benefits  if  the  admission  to the convalescent  or extended  care facility  is

within  14 days after  discharge  from  the hospital.

H.  Dependent  child.  An  individual  excepted  benefit  plan's  coverage  for  a child  who  is incapable  of

self-sustaii'iing  employment  on the date the child  would  otherwise  age out of  coverage,  shall  continue  if  the child

depends  on the covered  person  for  support  and maintenance.  The  plan  may  require  tliat  within  31 days of  the date

the company  receives  proof  of  the child's  incapacity,  the covered  person  may  elect  to continue  the plan  in force  with

respect  to the child,  or insure  the child  under  a conversion  plan.

J.  Payment  of  benefits.  Accidental  death  and dismemberment  benefits  shall  be payable  if  the loss

occurs  within  90 days from  the  date of  the accident,  except  where  the plan  has terminated  during  this  90-day  period

due to non-payment  of  premium.

K.  Continuous  loss.  The  termination  of  a plan,  except  for  termination  of  the plan  due to non-payment

of  premium,  shall  not terminate  benefits  for  a continuous  loss that  commences  while  the plan  or certificate  was in

force  unless  expressly  limited  by the duration  of  the benefit  period,  if  any, or any maximum  benefit  limitation
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material  failure  to abide  by the rules,  and/or  policies  and procedures  of  the plan;

fraud  or misrepresentation  affecting  coverage;

policyholder  request  for  cancellation;

policy  term  ends; and

a reason  for  termination  or failure  to renew  tliat  the superintendent  determines  is not

L.  Wellness  benefits.  Any  plan offering  wellness  benefits  sliall  exclude  preventive  care coverages

mandated  by the Affordable  Care Act.  Wellness  benefits  sliall  be rated  separately  in rate filings.  Wellness  benefits

shall  not  be offered  as a stand-alone  fixed-indemnity  benefit.

M.  Waivers.  Where  a waiver  is required  as a condition  of  issuance,  renewal  or reinstatement,  signed

acceptance  by tlie  covered  person  is required.  A  waiver  shall  be limited  to a specifically  named  or described  disease,
physical  condition  or activity.

N.  Fracturesordislocations.Aplanthatprovidescoverageforfracturesordislocationssliallprovide

benefits  for  "full  and partial"  frachires  or dislocations.

0.  Review  authority.  These  rules  do not limit  the superintendent's  authority  to approve  or disapprove

a plan  or  plan  provision  as autliorized  by any  otlier  state or federal  law.

P.  Termination  of  coverage.  A  canier  shall  not terminate  an excepted  benefits  plan  except  for

"good  cause,"  wich,  for  pui'poses  of  this  subparagraph  means:

(l)  failure  of  the covered  person  or subscriber  to pay  the  premiums  and otlier  applicable
cliarges  for  coverage;

(2)

(3)

(4)

(5)

(6)

objectionable.

Q.  Notice  required  upon  termination  of  coverage  for  individual  plans.  Except  in the case of

termination  for  "good  cause"  as described  in Section  13.10.34.9(P)  of  this  rule,  a carrier  shall  not  terminate  an

excepted  benefits  plan  unless  it provides  written  notice  to a covered  person  two  months  prior  to the intended

termination  date. Notice  of  temination  shall  be:

(1)  be in writing  and dated;

(2)  state  the reason(s)  for  termination,  with  specific  references  to the clauses  of  the excepted

benefits  plan  giving  rise to the termination;

(3)  state  that  a covered  person's  plan  cannot  be terminated  because  of  health  status,  need for

services,  race, religion,  national  origin,  gender,  gender  identity,  age (except  where  allowed  by law  or nile),  or sexual

orientation  of  covered  persons  under  the contract;

(4)  state  that  a covered  person  who  alleges  that an enrollment  has been tei'minated  or not

renewed  because  of  the covered  person's  health  status,  need  for  health  care services,  race,  religion,  national  origin,

gender,  gender  identity,  age or sexual  orientation  may  file  a complaint  with  the superintendent  of  insurance  at

www.osi.state.nm.us  or 1-855-427-5674;

(5)  state  that  in the event  of  termination  by either  the covered  person  or the plan,  except  in

the case of  fraud  or deception,  the plan  shall,  within  30 calendar  days, return  to tlie  covered  person  or subscriber  the

pro  rata  portion  of  the money  paid  to the plan  that  conesponds  to any unexpired  period  for  which  payment  had been

received  togetlier  with  amounts  due on claims,  if  any, less any amounts  due to the plan.

R.  Notice  required  upon  termination  of  coverage  for  group  plans.  Except  in the case of

termination  for  "good  cause"  as described  in Section  13.10.34.9(P)  of  this  nile,  a carrier  shall  not terminate  an

excepted  benefits  plan  unless  it provides  written  notice  to a group  plan  subscriber  two  months  prior  to the

subscribels  intended  termination  date.. Notice  of  termination  shall:

(1) be in writing  and dated;

(2)  state  the reason(s)  for  termination,  with  specific  references  to the clauses  of  the excepted

benefits  plan  giving  rise  to the termination;

(3)  identify  the individuals  currently  covered  under  the master  plan;  and

(4)  state that  in the event  of  termination  by either  the group  policyholder  or the plan,  except

in the case of  fraud  or deception,  the plan  shall,  within  30 calendar  days,  return  to the group  policyholder  the pro

rata  portion  of  the money  paid  to the plan  that  corresponds  to any  unexpired  period  for  which  payment  had been

received  together  with  amounts  due on claims,  if  any, less any amounts  due to the plan,  provided,  however,  that  the

superintendent  may  approve  other  reasonable  compensation  practices.

S. Proof  of  loss.  If  a canier  requires  submission  of  a claims  form  as a condition  of  payment,  the

cai'ier,  upon  receipt  of  notice  of  a claim,  shall  furnish  to the covered  person  a claim  form  to be delivered  in the

maru'ier  offered  by the canier  that is preferred  by the covered  person.  If  claim  forms  are not furnished  within  15 days

after  notice  of  a claim,  the claimant  shall  be deemed  to have  complied  with  the requirement  to provide  proof  of  loss

if  the notice  of  claim  contains  written  proof  describing  the  claim,  including  the  character  and extent  of  the loss of
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which  tlie  claim  is made.  Adequate  proof  of  loss must  be in the possession  of  tl'ie insurance  company  at tlie  time

funds  are disbursed  in payment  of  claims.  If  a benefit  requires  proof  of  permanent  loss, a cai'rier  may institute  a

waiting  period  to ensure  the loss is permanent.

T.  Inducements.  Inducements  sliall  be defined  and prolffbited  in the following  maruier:

(1)  no excepted  benefit  plan  shall  use monetary  or other  valuable  consideration,  engage  in

misleading  or deceptive  practices,  or make  untrue,  misleading,  or deceptive  representations  to applicants  in order  to

induce  enrollment;

(2)  a statement  shall  be deemed  untrue  if  it does not conform  to fact  in any respect  and would

be considered  significant  to a person  contemplating  enrollment  witli  an excepted  benefits  plan;

(3)  inducements  do not  include  incentives  specified  or  provided  for  in  the excepted  benefits

plan  contract  given  to covered  persons  and to promote  the  delivery  of  preventive  care or other  health  improvement
activities.

U.  Grace  Periods.  A  cai'rier  shall  grant  a grace  period  of  at least 10 days for  monthly  premium  plans

and at least  31 days for  all plans  billed  less frequently  for  the  payment  of  each premium  falling  due after  tl'ie first
premium.

[13.10.34.9  NMAC  - N, XX/XX/2020]

13.10.34.10  ACCIWNT  ONLY  COVERAGE:

A.  General  rule.  No  plan  providing  benefits  conditioned  on the occui'rence  of  an accident  sliall  be

sold  or offered  for  sale except  as an accident  only  plan.

B.  Definitions.  An  accident  only  plan:

(1)  shall  not  establisli  an accidental  means  test or use words  such  as "external,  violent,  visible

wounds"  or similar  words  of  desci'iption  or characterization;

(2)  shall  define  "injui'y"  to mean accidental  bodily  injury  sustained  by  the covered  person,

independent  of  any other  cause,  tl'iat occurs  while  the coverage  is in effect.

(a)  The  definition  may  provide  that  a covered  disability  must  occur  within  a

specified  period  of  time  (no greater  than  30 days)  of  tlie  accident,  otherwise  the condition  shall  be considered  a

sickness.

(b)  The  definition  may  provide  tliat  "injui'y"  shall  not  include  an injury  for  which

benefits  are provided  under  workers'  compensation,  employers'  liability  or similar  law;  or under  a motor  vehicle  no-

fault  plan,  unless  prohibited  by law;  or injuries  occurring  while  tl'ie covered  person  is engaged  in any activity

pertaining  to a trade,  business,  employment  or occupation  for  wage  or  profit.

C.  Coverage  requirements.  An  accidental  death  benefit  in an accident-only  plan  shall  be no less

than  $10,000  with  a minimum  of  $5,000  for  any dependent  coverage.  The  death  benefit  amount  may  vary  for  eacli

life  insured  under  the policy  or certificate.  A  dismemberment  benefit  shall  be at least  $5,000,  for  a limb.  The  benefit

amounts  for  partial  dismemberment  and loss of  a non-limb  body  pait  shall  be no less than  $250  for  each covered

loss. The  benefit  amount  provided  for  each type  of  dismemberment  benefit  covered  by the plan  must  be specified  in

the product  filing  and approved  by the OSI.

D.  Basis  of  compensation.  An  accident  only  plan  shall  only  compensate  for  losses on a fixed-

indemnity  basis.

E.  Specified  accident.  Specified  accident  insurance  coverage  sliall  only  be sold  as blai'iket  coverage

pursuant  to Section  59A-23-2  NMSA  1978,  or as nonrenewable  individual  coverage  with  a term  not  to exceed  14
days

F.  Occupational  accident.  An  occupational  accident  plan  shall  not  be sold  tmough  a association

employer-sponsored  group..  An  occupational  accident  plan  shall  only  be sold  to independent  contractors  on an

individual  basis  to cover  on-the-job  injuries.

(1)  Upon  the sale of  any occupational  accident  plan,  tlie  carrier  or its designated  agent  shall

file  a disclosure  form  with  the New  Mexico  Workers'  Compensation  Administration.

(a)  The  carrier  shall  submit  tlie  form  to the Workers'  Compensation  Administration,

Employer  Compliance  Bureau,  2410  Centre  Ave  SE, Albuquerque,  NM  87106;

(b)  The  form  shall  contain  the following  information:

(i)  Name  of  covered  person;

(ii)  Covered  person's  occupation;

(iii)  Name,  address,  and telephone  company  of  any company  for  whom  the
covered  person  performs  contracted  work;  and

(iv)  Effective  dates  of  plan.
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(2) An  application  for  occupational  accident  coverage  shall  contain  this  following  notice:

YO{JR  P{JRCHASE  OF THIS  PLAN  DOES  NOT  RELEASE  YOUR  EMPLOYER  FROM  ANY  LEGAL

DUTY  TO  PROVIDE  WORKERS'  COMPENSATION  COVF.RAGE.  TO  LEARN  MORE  ABOUT  YOUR

RIGHTS  TO  WORKERS'  COMPENSATION  COVF.RAGE  PLEASE  CONTACT:

STATE  OF  NF.W  MEXICO

WORKERS'  COMPENSATION  ADMINISTRATION

2410  CENTRF.  AVE  SE

,=U.BUQUERQUE,  NM  87106

505-841-6000

www.workerscomp.nm.gov

(3)  An  occupational  accident  plan  shall  not  exclude  activities  and accidents  inherent  to the

occupation  of  tl'ie individual  seeking  coverage.

(4)  An  occupational  accident  plan  shall  not require  a covered  person  to waive  his or her

rights  to worker's  compensation  coverage  or benefits.

G.  An  accident  only  plan  shall  not  contain  a probationaiy  or waiting  period.

H.  An  accident  only  plan  shall  not  offer  sickness  benefits  unless  such benefits  are limited  to covering

an illness  resulting  from  an accident.  Sickness  benefits  shall  be limited  to illness  that  arises witliin  90 days of  the

accident.  Sickness  benefits  may  include  coverage  for  mental  health  care or nervous  disorders  that  result  fi'om  an

accident.

I.  An  accident  only  plan  shall  not include  disability  benefits  unless  offered  as an optional  rider.

J.  An  accident  only  plan  tliat  provides  benefits  that  vary  depending  on the accidental  cause shall

prominently  set fortli  in the outline  of  coverage  tlie  circumstances  under  which  benefits  are payable  tliat  are less than

the maximum  amount  payable  under  the  plan.

K.  A carrier  shall  not suggest  or imply  that  an accident  only  plan  applies  to injuiy  that  results  from  an

excluded  activity.

[13.10.34.10 NMAC  - N, XX/XX/20201

13.10.34.11 HOSPITAL  INDEMNITY:

A.  General  rule.  No  plan  providing  indemnity  benefits  conditioned  on the occurrence  of  a hospital

confinement  or hospital-based  treatment  shall  be sold  or offered  for  sale excepted  as a hospital  indemi'iity  plan.

B.  Application.  This  section  applies  to evei'y  liospital  indemnity  plan  that  provides  benefits  on a

fixed  indemnity  basis.

C.  Benefit  minimums  for  hospital  confinement  benefits.  The  following  benefit  minimums  sliall

apply  to the confinement  benefit  in a hospital  indemnity  plan:

(1)  a liospital  indemnity  plan  sliall  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  $100  per day  after  an initial  payment  of  not  less than  $500  upon  the first

confinement  in a 30 day-period,  and for  no less than  five  days during  each  period  of  confinement  for  each covered

person  under  the plan.

D.  Continuous  hospital  contuiement.  A  hospital  indemnity  plan  shall  treat  consecutive  days of  in-

hospital  service  received  as an inpatient,  and successive  inpatient  confinement  for  treatment  of  the same condition

wittffn  30 days of  prior  discharge,  as a single  period  of  confinement.  A  cai'rier  shall  not combine  confinement  for  an

accident  with  another  confinement  for  an illness  in determining  continuous  hospital  confinement.

E.  Basis  of  compensation.  A  hospital  indemnity  plan  shall  provide  benefits  only  on a fixed

indemi'iity  basis.

F.  Hospital  indemnity  benefit  lin'iitations.  The  benefits  under  hospital  indemnity  coverage  shall  be

limited  to hospitalizations  and hospital-treatment  related  ambulatory  surgical  center  services,  outpatient  services,

facility  fees, anesthesia,  surgery,  emergency  care, imaging  and diagnostic  testing,  lodging,  caretaker  and pet care,

lost  wages  or travel  coverages.  These  benefits  shall  not  be offered  as a separate  rider.

G.  Hospital  indemnity  outpatient  visits.  A  hospital  indemnity  plan  shall  cover  no more  than  five

outpatient  or physician  office  visits  per  incidence  of  hospitalization  or visit  to the emergency  room.  Outpatient  or

physician  office  visits  shall  be limited  to:

preoperative  examinations  and preparatory  services;

follow-up  care directly  related  to the hospitalization;  and
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(3)  must  be delivered  during  a period  no longer  than  six  months  from  the hospitalization.

H.  Confuiement  defined.  A  liospital  indemnity  plan  shall  define  "confinement"  as any consecutive

24 hour  period  during  which  medical  obsei'vation  or services  are provided  on a continuous  basis  in a licensed

medical  facility,  each immediately  successive  such period,  and any  period  of  time  less than 24 hours  on the date of
discharge  from  any such  confinement.

[13.10.34. 11 NMAC - N, XX/XX/20201

13.10.34.12  0THER  FIXED  INDEMNITY:

A.  Prohibitions.  A  carrier  may  offer  or provide  otlier  fixed-indemnity  coverages  as a benefit  rider  to

a specified  disease  or hospital  indemnity  plan,  but  not  to accident-only  coverages.

B.  Benefits.  A  carrier  wl'io  offers  or provides  other  fixed  indemnity  coverage  shall  provide  benefits

on an indemnity  basis  in an amount  not  less than $50 per  diagnostic  or imaging  test or visit  to an outpatient  health

care provider  or physician  office.  No  plan  shall  include  more  than  five  fixed  indemnity  benefits  unless  the cai'rier

satisfies  the superintendent  that  the plan  that  includes  the additional  fixed  indemnity  benefits  will  not  be ambiguous,

deceptive,  or misleading,  and is otherwise  fair  to a prospective  insured.

C.  Basis  of  compensation.  Other  fixed  indemnity  coverage  shall  only  provide  benefits  on a fixed

indemnity  basis.

D.  Other  fixed  indenuiity  benefit  limitations.  The  other  fixed  indemnity  benefits  shall  be limited  to

outpatient  services,  physician  office  visits  not  related  to a hospitalization,  ambulance  and other  transpoitation

services,  behavioral  health  services,  laboratory  and imaging  services,  in-home  care,  durable  medical  equipment,

therapy  services,  and treatment-related  lost  wages  and pet and daycare  services.  Fixed  indemnity  benefits  shall  not

cover  hospitalizations  or services  covered  by the hospital  indemnity  plan  for  which  the other  fixed  indemnity  plan  is

a rider.  Fixed  indemnity  plans  may  pay  benefits  arising  from  a prescription  dnig  or wellness  claim  only  if  tlie

b enefits  are not coordinated  with  otlier  coverage,  are supplemental,  and do not  pay  directly  for  medical  claims.

[13.10.34.12  NMAC  - N, XX/XX/2020]

13.10.34.13  SPECIFIED  DISEASE  OR  CRITICAL  ILLNESS  COVERAGE:

A.  Application.  This  rule  applies  to any plan  that  provides  benefits  for  tlie  diagnosis  and treatment

of  a specifically  named  disease  or diseases  that  are life  tmeatening in nature  and could  cause a person  to incur

substantial  financial  out of  pocket  expenses.  All  critical  illness  plans  are subject  to specified  disease  regulations.

B.  General  rules  for  coverage.

(1)  Plans  covering  a single  specified  disease  or combination  of  specified  diseases  shall  not  be

sold  or offered  for  sale other  than  as specified  disease  coverage.

(2)  A  specified  disease  plan  that conditions  payment  upon  a pathological  diagnosis  shall  also

provide  tliat  if  the  pathological  diagnosis  is not medically  appropriate,  a clinical  diagnosis  will  be accepted.

(3)  A  specified  disease  plan  that  does  not  pay a lump  sum upon  diagnosis  shall  provide

benefits  for  the specified  disease,  and for  any other  disease  or condition  directly  caused  or aggravated  by  the

specified  disease..  Coverage  shall  also apply  to all forms  of  the disease.

(4)  An  individual  specified  disease  plan  shall  be guaranteed  renewable.

(5)  A  specified  disease  plan  shall  not  contain  a waiting  or probationary  period  longer  than  30
days.

(6)  A specified  disease  plan  shall  not  be sold  to a person  covered  by any Title  XIX  program

(Medicaid,  Centennial  Care  or any similar  name).  An  individual  specified  disease  plan  shall  contain  a statement  above

the signature  line  of  an individual  applicant  or enrollee  attesting  tliat  the person  seeking  to be covered  for  a specified

disease  is not  covered  by Medicaid.  The  statement  may  not  be combined  with  any  other  statement  for  which  the carrier

may  require  the applicant  or enrollee's  signature.  For  group  plans,  the carrier  shall  provide  a notice  in any  enrollment

materials  of  the above  proffibition  of  sale of  specified  disease  products  to persons  covered  by Title  XIX  programs.

(7)  Payments  under  a specified  disease  plan  may be conditioned  upon  a covered  person's

receiving  medically  necessary  care, given  in a medically  appropriate  location,  under  a medically  accepted  course  of

diagnosis  or treatment.  A carrier  shall  not condition  payments  on prior  approval  of  benefits  or use of  specified

providers.  For  purposes  of  tis  regulation  only,  medically  necessaiy  care shall  be defined  as health  care services  as

detemiined  by a provider  to be appropriate  or necessary  according  to any  applicable  generally  accepted  principles  and

practices  of  good  medical  care.

(8)  After  the effective  date of  the coverage  (or  applicable  waiting  period,  if  any)  benefits  that

are paid  on a per event  basis shall  begin  with  tlie  first  day  of  care or confinement  if  the care or confinement  is for  a

covered  disease  or illness  even  though  the diagnosis  is made  at some  later  date.
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(9)  With  respect  to payment  of  benefits,  a specified  disease  plan  shall  not use the terms  "actual

amount"  or "usual  and customaiy  rate."

(10)  Specified  disease  benefits  sliall  only  be paid  on a fixed  indemnity  basis.

D.  Minimum  benefits.  The following  minimum  benefits  standards  apply  to all specified  disease

coverages:

(1)  Benefits  must  be provided  only  on a fixed  indemnity  basis, at no less than an aggregate

amount  of  $5,000  per  triggering  diagnosis.  Tlie  OSI  may  approve  product  filings  tliat  allow  a lower  aggregate  amount

for  certain  types  of  diseases  that require  minimally  invasive  treatment  or are non-life-threatening.  OSI  may  also

approve  riders  that  allow  plan  designs  for  more  extensive  coverage  for  dependents.

(2)  Dollar  benefit  limits  shall  be offered  for  sale only  in even increments  of  $1,000  unless  for

dependent  extended  coverage  riders,  in which  case this extended  coverage  may  be offered  for  sale only  in even

increments  of  $500.

(3)  Where  coverage  is advertised  or otlierwise  represented  to offer  generic  coverage  of  a

disease  or diseases,  the same dollar  amounts  shall  be payable  regardless  of  the particular  subtype  of  tlie  disease.

E.  Exclusions.  The  definition  of  disease  or sickness  may  be modified  to exclude  sickness  or disease

for  wliich  benefits  are provided  under  a worker's  compensation  or employer's  liability  or other  similar  law.

F.  Reductions  in  benefits.  A  specified  disease  plan  shall  not  eliminate  or reduce  benefits  based  on

the occunence  of  specified  events  or attaining  a certain  age.

G.  Overinsurance.  No  carrier  shall  sell a covered  person  more  than  four  individual  specified  disease

plans,  and no two  plans  shall  provide  benefits  for  the same disease.

[13.10.34.13  NMAC  - N,  XX/XX/2020]

13.10.34.14  HOSPICE  CARE  COVERAGE.

A.  Application.  This  rule  applies  to any accident  only  or hospital  indemnity  plan  tliat  provides,  alone

or in conjunction  with  other  coverage,  a hospice  benefit  that  applies  to care received  in a facility,  or through  an in-

home  program,  licensed,  certified  or registered  in accordance  with  state law  that  provides  a formal  program  of  care

that  is:

(1)  for  terminally  ill  patients  whose  life  expectancy  is less than  six months;

(2)  provided  on an inpatient  or outpatient  basis;  and

(3)  directed  by a physician.

B.  Benefits  trigger.  Hospice  benefits  shall  be payable  when  the attending  physician  of  the covered

person  provides  a written  statement  that  the covered  person  has a life  expectancy  of  six  months  or less.

C.  Hospice  benefit.  A  hospice  care benefit  shall  pay  a minimum  of  $100  per day or a lump  sum of  no

less than  $1,000.

[13.10.34.14  NMAC  - N,  XX/XX/2020]

13.10.34.15  FORM  AND  RATE  FILING  AND  APPROVAL  REQUIRED:

A.  Prior  approval  of  forms  required.  A  canier  shall  not  issue,  deliver  or use a form  associated  with

an applicable  excepted  benefit  plan,  unless  and until  sucli  form  has been filed  with  and approved  by  the

superintendent.

B.  Prior  approval  of  rates  required.  A  carrier  sliall  not  use rates  or modified  rates for  an excepted

benefit  plan  unless  and until  such rates are filed  witl'i  and approved  by the superintendent  with  tlie  exception  of  rates

for  an excepted  benefit  plan  issued  to an out-of-state  group  policyholder.  A  cai'rier  shall  not use issue  an out-of-state,

group  excepted  benefits  plan  to New  Mexico  residents  unless  it complies  with  paragraphs  D and G of  this  section.

C.  Rate  fflng  requirements.  The  superintendent  shall  post  on its website  requirements  for  filing

actuai'ial  memorandums  and rates for  rate  filing  requests.

D.  Minimum  loss ratios  for  group  excepted  benefits  plans.  A  group  product  subject  to these  rules

shall  be subject  to the following  actual  minimum  loss ratios,  adjusted  for  low  or high  average  premium  forms:

(l)  Definitions  of  renewal  clause.  The  following  definitions  shall  be applied  to the table:

Type  of  Coverage: OR CR GR NC

Medical  Expense 65% 60% 60% 55%

Loss  of  Income  and Other 65% 60% 55% 50%

(a) OR-  Optionally  Renewable:  renewal  is at the option  of  the insurance  company;
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(b)  CR-  Conditionally  Renewable:  renewal  can  be declined  by  class;

by  geograpliic  area  or  for  stated  reasons  other  tlian  deterioration  of  health;

(c)  GR-  Guaranteed  Renewable:  renewal  cannot  be declined  by  the insurance

company  for  any  reason,  but  the  insurance  company  can  revise  rates  on a class  basis;

(d)  NC-  Non-Cancelable:  renewal  cannot  be declined  nor  can  rates  be revised  by

the  insurance  company.

(2)  Low  average  premium  forms.  For  a plan  form,  including  riders  and endorsements,

under  which  the  actual  average  annual  premium  per  ceitificate  is low  (as defined  below),  the  appropriate  ratio  from

tlie  table  above  should  be adjusted  downward  by  the  following  formula:

(I  x 750)

where:  R is the  table  ratio

RN  is the  resulting  guideline  ratio  I is

the  consumer  price  index  factor

X is the average  annual  premium,  up to a maximum  of  I x.250.

The  factor  I is detemiined  as follows:

I =  CPI-U,  Year  (N-I  ) =

U, (1982)

CPI-U,  Year  (N-I  ) CPI-

97.9

wliere:

(a)  (N-1)  is the  calendar  year  immediately  preceding  tlie  calendar  year  (N)  in  whicli

the  rate  filing  is submitted  in  tlie  state;

(b)  CPI-U  is the  consumer  price  index  for  all  urban  consumers,  for  all  items,  and  for

all regions  of  the  U.S.  combined,  as determined  by  the  U.S.  Department  of  Labor,  Bureau  of  Labor  Statistics  based

on the 1982=100  basis;

(c)  theCPI-Uforanyyear(N-1)istakenasthevalueofSeptember.Forl982,this

value  was  97.9;

(d)  hence,  for  rate  filings  submitted  during  calendar  year  1983,  the  value  of  I is 1.00.

(e)  Low  Average  Annual  Premium  is defined  as average  annual  premium  less  than

or equal  to I x.250.

(f) High  Average  Annual  Premium  is defined  as average  annual  premium  more

than  or  equal  to I x 1500.

(3)  High  average  premium  forms.  For  a plan  foi'm,  including  riders  and  endorsements,

under  which  the  actual  average  annual  premium  per  ceitificate  is high  (as  defined  above),  the  appropriate  ratio  from

the table  above  should  be adjusted  upward  by  the  following  formula:

(I  x 5500)

where:  R  is the  table  ratio

RN  is the  resulting  guideline  ratio

I is the  consumer  price  index  factor  (as defined  in  Paragraph

(2)  above)

X  is the average  annual  premium,  not  less than  I x 1500.

In  no event,  however,  shall  RN  exceed  the  lesser  of:

(a)  R  + 5 percentage  points,  or

(b)  68%.

(4)  Determination  of  average  premium.  A  cai'rier  shall  determine  the  average  annual

premium  per  form  based  on distribution  of  business  by  all  significant  criteria  having  a price  difference,  such  as age,

sex, amount,  dependent  status,  rider  fi'equency,  etc.,  except  assuming  an annual  mode  for  all  certificates  (i.e.,  the

fractional  premium  loading  shall  not  affect  the  average  annual  premium  or  anticipated  loss  ratio  calculation).
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E.  Individual  plan  minimum  loss  ratio.  An  individual  plan  subject  to tliese  rules  sliall  be subject  to

the  following  actual  minimum  loss  ratios,  adjusted  for  low  or  igh  average  premium  forms:

Type  of  Coverage: OR CR GR NC

Medical  Expense 60% 55% 55% 50%

Loss  of  Income  and  Otlier 60% 55% 50% 45%

(l)  Definitions  of  renewal  clause.  Tlie  following  definitions  shall  be applied  to tlie  table:

(a)  OR-  Optionally  Renewable:  renewal  is at tl'ie option  of  the  insurance  company;

(b)  CR-  Conditionally  Renewable:  renewal  can  be declined  by  class,

by  geographic  area  or  for  stated  reasons  other  than  deterioration  of  health;

(c)  GR-  Guaranteed  Renewable:  renewal  cannot  be declined  by  the  insurance

company  for  any  reason,  but  the  insurance  company  can  revise  rates  on a class  basis;

(d)  NC-  Non-Cancelable:  renewal  cannot  be declined  nor  can  rates  be revised  by

tlie  insurance  company.

(2)  Low  average  premium  forms.  For  a plan  form,  including  riders  and endorsements,

under  which  the  actual  average  annual  premium  per  ceitificate  is low  (as defined  below),  the  appropriate  ratio  for

tlie  table  above  should  be adjusted  downward  by  the  following  formula:

RN  =  R  x 

(I  x 750)

where:  R is tlie  table  ratio

RN  is the  resulting  guideline  ratio  I is

the  consumer  price  index  factor

X  is the  average  annual  premium,  up to a maximum  of  I x.250.

The  factor  I is detennined  as follows:

I =  CPI-U,  Year  (N-1  ) =

U, (1982)

CPI-U,  Year  (N-1  ) CPI-

97.9

where:

(a)  (N-1)isthecalendaryearimmediatelyprecedingthecalendaryear(N)inwhich

tl'ie rate  filing  is submitted  in  the  state;

(b)  CPI-U  is the  consumer  price  index  for  all urban  consumers,  for  all  items,  and  for

all  regions  of  the  U.S.  combined,  as determined  by  tlie  U.S.  Depaitment  of  Labor,  Bureau  of  Labor  Statistics,  based

on the 1982=100  basis;

the  CPI-U  for  any  year  (N-1)  is taken  as tlie  value  of  September.  For  1982,  this

value  was  97.9;

(C)

(d) hence,  for  rate  filings  submitted  during  calendar  year  1983,  tlie

value  of  I is 1.00.

(3)  High  average  premium  forms.  For  a plan  form,  including  riders  and endorsements,

under  which  the  actual  average  annual  premium  per  certificate  is high  (as defined  above),  the  appropriate  ratio

from  the  table  above  should  be adjusted  upward  by  the  following  formula:

RN  =  R x  (Ix  5500)

where:  R is the  table  ratio

RN  is the  resulting  guideline  ratio

I is the  consumer  price  index  factor  (as defined  in  Paragraph

(2)  above)

X  is the  average  annual  premium,  not  less  than  I x 1500.

In  no event,  however,  shall  RN  exceed  the  lesser  of:

(a) R  + 5 percentage  points,  or
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(b) 63%.

(4)  Determination  of  average  premium.  A  cai'rier  sliall  determine  the  annual  premium  per

form  based  on an anticipated  distribution  of  business  by  all  significant  criteria  having  a price  difference,  such  as

age, sex,  amount,  dependent  status,  rider  frequency,  etc.,  except  assuming  an annual  mode  for  all  ceitificates  (i.e.,

tl'ie fi'actional  premium  loading  shall  not  affect  tlie  average  annual  premium  or  anticipated  loss  ratio  calculation).

The  value  of  X  should  be detei'mined  on the  basis  of  rates  being  filed.  Thus,  wliere  tliis  adjustment  is applicable  to

a rate  revision  under  Paragraph  G, rather  than  to a new  form,  X  should  be determined  on the  basis  of  anticipated

average  size  premium  immediately  after  the  revised  rates  have  fully  taken  effect.

F. Rate  revisions.  The  following  requirements  shall  apply  to rate  revision  requests:

(1)  Witli  respect  to filing  of  rate  revisions  for  a previously  approved  from,  or a group  of

previously  approved  forms  combined  for  experience,  benefits  shall  be deemed  reasonable  in  relation  to premiums

provided  the  revised  rates  meet  the  most  cunent  standards  applicable  to rate  filings,  and

(2)  Caniers  are urged  to review  their  experience  periodically  and  to file  rate  revisions,  as

appropriate,  in a timely  manner  to avoid  tlie  non-compliance  witli  these  rules.

G.  Annual  Rate  Certification  Filing  Procedures.  Carriers  not  filing  new  or  updated  premium  rates

in any  given  plan  year  shall  file  an actuarial  memorandum  demonstrating  that  minimum  loss  ratios  have  been  met

for  all  products.

(1)  General  requirement.  Carriers  shall  meet  the  minimum  loss  ratio

establislied,  and in tlie  manner  calculated,  under  this  Section  of  the  rule.

(2)  Aggregation.  Loss  ratios  sliall  be calculated  on a consolidated  level  across

policies  with  tlie  same  product  type  and  benefit  design.

(3)  Measurement  period.  Compliance  witli  the  minimum  loss  ratio  shall  be measured

over  all  years  of  issue  combined  and  for  each  calendar  year  of  experience  utilized  in  the  rate  determination

process  (but  never  less  than  the  last  three  years).  A  filixig  for  a new  pool  will  not  be required  until  tmee  years

of  experience  has been  accumulated  for  the  pool.  Separate  filings  sliall  be made  for  separate  rating  pools.

(4)  Frequency.  Loss  ratios  sliall  be calculated  annually  by  caniers  tliat  issue  excepted

benefits  products  specified  in  tlffs  rule,  beginning  in 2021.

(5)  Timeline.  The  evidence  of  compliance  with  the  minimum  loss  ratio  requirements

sliall  be filed  with  the  superintendent  at the  anniversary  date  when  the product/rate  filing  was  approved.

(6)  Methodology.  Actual  loss  ratios  shall  be calculated  using  company  claim  data

including  an estimate  for  claims  incurred  but  not  repoited.  The  claims  will  be reported  for  all  years  of  issue

combined  and  for  each  calendar  year  of  experience  utilized  in  the  rate  determination  process  (but  never  less than

the  last  three  years  after  the  third  year  of  experience  is available).  The  actual  accumulated  loss  ratio  over  the

measurement  period  (A)  will  be compared  to original  pricing  accumulated  loss  ratios  over  the  measurement

period  (E)  as a method  of  justifying  the  minimum  loss  ratio  is being  met  or showing  the  need  for  remedial  action

if  (A)/(E)  is below  the  threshold  specified  in Subparagrapli  G(8)  below.

(7)  Waiver.  For  noncredible  blocks  of  business  on a nationwide  basis,  the company

may  request  a waiver  of  the  requirement.  The  request  shall  be made  annually  and  must  be accompanied  by  a

letter  indicating  the  nature  of  the  filing,  the  type  of  product,  and  the  reason  for  the  request.

(8)  Compliance  with  minimum  loss  ratios.  Each  carrier  shall  submit  to the

superintendent  an exhibit  showing  the  calculation  of  the  applicable  loss  ratios  and:

(a)  a statement  signed  by  a qualified  actuary  that  the  minimum  loss  ratio

requirements  have  been  met,  or

(b)  a rate  filing  to  justify  tl'ie rates,  revise  rates,  modify  benefits  through  a

benefit  endorsement  or to return  excess  premium,  if  the  actual  accumulated  loss  ratio  divided  by  the  expected

accumulated  loss  ratio  (A/E)  over  the  measurement  period  is below  85%.

(9)  The  superintendent  may  require  a plan  to return  excess  premiums  or increase  benefits

proportionately  if  the  ratio  of  the  actual  accumulated  experience  to the  expected  accumulated  experience  (A/E)  is

below  80%;

(10)  Acarriershallnotreturnexcesspremiumspertheaboveguidelines,untilthecarrierfiles

a refund  plan  and  calculation  with,  and  obtains  approval  of  the  plan  by,  the  superintendent.

H.  Disapproyal  of  forms  and  rates.  The  superintendent  shall  disapprove  aform:
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(l)  if  tlie  benefit  provided  therein  is unreasonable  in relation  to the preinium  charged;

(2)  that  misrepresents  the benefits,  advantages,  conditions  or tenns  of  any

plan  or that  unfairly  cliaracterizes  the plan  as more  favorable  to the covered  person  than  tlie  actual  terms  of  tlie

plan,  sucli  as naming  coverage  for  specific  diseases  whose  primary  forms  of  treatment  are then listed  as
exclusions;

(3)  uses any false  or misleading  statements;

(4)  uses any name  or title  of  any plan  or class of  plans  misrepresenting  the true  nature

thereof,  including  misrepresenting  the plan  as major  medical  coverage;  or

(5)  is contrary  to law,  discriminatoiy,  deceptive,  unfair,  impractical,  unnecessary  or
unreasonable.

[13.10.34.15  NMAC  - N,  XX/XX/2020]

13.10.34.16  REQUIRF,D  DISCLOSURES  AND  NOTICES:

A.  General  notice  requirement.  An  application  for  an individual  plan  or  plan  sold  through  an

association  or group  described  in Paragraphs  (2) or (4) of  Subsection  A  of  59A-23-3  N.M.S.A.  1978  shall  contain  in

bold,  14-point  type,  directly  above  tlie  applicant  signature  line  the following  notice:

NOTICE  TO  B{JYER:  PLEASE  REVIEW  THIS  PLAN  CAREFULLY.  IT  ONLY  PROVIDES  LIMITED

BENEFITS,  AND  IT  DOES  NOT  ON  ITS  OWN  OR  IN  COMBINATION  WITH  OTHER  LIMITED  BENEFITS

POLICIES  CONSTIT{JTE  MAJOR  MEDICAL  INS{TRANCE  COVERAGE.  BENF.FITS  PROVIDED  ARE

S{JPPLEMENTAL  AND  j%RE NOT  INTENDED  TO  COVER  ALL  A4EDICAL  EXPENSES.

TO  LEARN  IF YOU  ARE  ELIGIBLE  FOR  A  MAJOR  MEDICAI.  PLAN,  PLEASE  VISIT

[WWW.BEWELLNM.COM]  OR  CALL  [1-833-862-3935].  PREMI[JM  DISCOUNTS,  FINANCIAL

ASSISTANCE,  OR  OTHER  MAJOR  MF.DICAL  COVERAGE  OPTIONS  A/LAY  BE  AVAn.ABLE.

B.  Renewal  provision.  A  plan  shall  include  a renewal,  continuation  or nonrenewal  provision.  The

language  or specification  of  the provision  shall  be consistent  with  tlie  type  of  plan  to be issued.  The  provision  shall

be appropriately  captioned,  shall  appear  on the first  page  of  the plan,  and shall  clearly  state the duration  of  coverage
and renewal  terms.

C.  Riders.  A  rider,  endorsement,  or supplement  added  to a plan  after  its effective  date that  reduces  or

eliminates  benefits  or coverage  shall  not  be effective  unless  signed  by the covered  person.  Signature  may  include

electronic  signature  or voice  signature,  however  this  signature  must  be recorded  by  the carrier  and time  stamped.

This  signature  requirement  does not  apply  to group  health  insurance  certificates..  A  signature  shall  not  be required  if

the rider,  endorsement  or supplement  reflects  a change  to the plan  that  is required  by law.

D.  Additional  premium  for  riders,  endorsements  or supplement.  If  an additional  premium  is

charged  for  benefits  specified  in a rider,  endorsement  or supplement,  the plan  or certificate  shall  specify  the
premium.

E.  Preexisting  conditions.  If  a plan  includes  any  preexisting  condition  exclusion  or limitation,  the

plan  or certificate  shall  include  a separate  section  labeled  "Preexisting  Conditions,  Exclusions  and Limitations."

F.  Right  of  return.  A plan  shall  include  a prominent  notice,  printed  on or attached  to the first  page

of  the plan,  stating  that  the covered  person  has the right  to return  the  plan,  and cancel  any associated  group

membership,  within  30 days of  its delivery,  and to have  the pren'iium  and membership  fees refunded  in full  if

covered  person  is not  satisfied  for  any reason.

G.  Age  factors.  If  age is a factor  that  reduces  aggregate  benefits,  that  factor  shall  be prominently  set

foith  in the outline  of  coverage.

H.  Conversion  privilege.  If  a plan  includes  a conversion  privilege,  the provision  shall  be captioned,

"Conversion  Privilege."  The  provision  shall  specify  who  is eligible  for  conversion  and the circumstances  that  govern

conversion,  or may  state that  the conversion  coverage  will  be as provided  in an approved  plan  form  used by the
canier  for  that  purpose.

I.  Medicare  supplement  notice.

(1)  The  outline  of  coverage  delivered  with  a plan  subject  to this nile  shall  contain  the

following  notice  in  bold  14-point  type:

THIS  IS NOT  A  MEDICARE  S{JPPLEMF.NT  PLAN.  IF YOU  ARE  ELIGIBLE

FOR  MEDICARE,  ASK  FOR  INFORMATION  ABOUT  MEDICARE  SUPPLEMF.NT  POLICIES.
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(2) A  cai'rier  shall  deliver  to persons  eligible  for  Medicare  any notice  required  under

13.10.25  NMAC.

J.  Outline  of  coverage  requirements.  Eacli  subject  plan  and ceitificate  shall  include  the outline  of

coverage  that  provides  a basic  overview  of  the plan's  purpose,  benefits,  coverage  minimums  and maximums.

(l)  The  outline  of  coverage  shall  include  the following  notice,  printed  in bold  14-point  type:

READ  YO{JR  PLAN  CAREF{JLLY  -  THIS  OUTLINE  OF COVERAGE  PROVIDES  A  VERY

BRJF.F  DESCRIPTION  OF THE  IMPORTANT  FEATURF.S  OF YO{JR  COX/ERAGE.  THIS  IS NOT  TmE

mSURANCE  CONTRACT  AND  ONLY  THE  ACTUAT.  PLAI%T PROVISIONS  WILL  DETERMINE  THE

TERMS  OF COVERAGE.  THE  PLAN  ITSELF  SETS  FORTH  IN  DETAIL  THE  RIGHTS  AND  OBLIGATIONS

OF BOTH  YOU  AND  YOUR  INSURANCE  COMPANY.  IT  IS, THEREFORE,  IMPORTANT  THAT  YOU

READ  YOUR  PLAN  CAREFULLY!

(2) The  outline  of  coverage  shall  provide  contact  information  for  the OSI  consumer

assistance  bureau.

K.  Insurance  cards.

(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  cai'rier  shall

receive  and process  questions  concei'ning  benefits  or claims  at the number  specified  on the card. Tlie  card  shall  also

include  contact  infoimation  for  the OSI  consumer  assistance  bureau.

(2)  Notice  requirements.  An  insurance  card  issued  for  an excepted  benefits  plan  shall  state

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

(3)  Provider  network  prohibition.  No  insurance  card  for  an excepted  benefits  plan  shall

refer  to a provider  network.

L.  Delivery  of  plan  documents.  A  producer  or canier  shall  not  bind  coverage  for  any subject

excepted  benefits  plan  without  delivering  all  plan  documents  to a prospective  insured  and allowing  the prospective

insured  10  calendar  days to review  tliose  materials.  Nothing  in  tis  subsection  precludes  a carrier  from  making

coverage  retroactive  to the date that  the  plan  documents  were  delivered  to the prospective  insured.  The  carrier  shall

maintain  for  five  years  proof  of  compliance  with  this  requirement  for  eacli  product  sale.

[13.10.34.16  NMAC  - N, XX/XX/2020]

13.10.34.17  REQTTIREMENTS  FOR  REPLACEMENT  OF  INDIVIDUAL  EXCEPTED  BENEFITS

PLAN  COVERAGE

A.  Required  questions.  An  application  for  an individual  plan  or a plan  sold  through  an association  or

group  described  in Paragraphs  (2) or (4)  of  Subsection  A  of  59A-23-3  NMSA  1978  shall  ask whether  the insurance

requested  will  replace  any other  excepted  benefits  plan  subject  to this  regulation.

B.  Notice  requirement.  Upon  determining  that  a sale will  involve  replacement  of  an excepted

benefits  plan,  a carrier,  other  than  a direct  response  carrier,  or its agent,  shall  furnish  the applicant,  prior  to issuance

or delivei'y  of  the plan,  the notice  desciibed  in Paragraph  C below.  A  direct  response  carrier  shall  deliver  to the

applicant,  upon  issuance  of  the plan,  the  notice  described  in Paragraph  D below.  No  notice  is required  for  the

solicitation  of  accident  only  or single  premium  nonrenewal  policies.  The  cai'rier  shall  retain  proof  of  notice.

C.  Non-direct  response  carrier  notice:

NOTICE  TO  APPLICANT  REGARDING  REPLACEMENT

OF LIMITED  BENEFIT  HEALTH  INS{TRANCE

According  to [your  application]  [information  you  have  fumished],  you  intend  to lapse  or otherwise  terminate  existing

insurance  and replace  it with  a plan  to be issued  by [insert  company  name]  Insurance  Company.  For  your  own

information  and protection,  you  should  be aware  of  and seriously  consider  certain  factors  that  may  affect  the  insurance

protection  available  to you  under  the new  plan.

(1)  Health  conditions  that you may presently  have, (preexisting  conditions)  may  not be

immediately  or fully  covered  under  the new  plan.  This  could  result  in denial  or delay  of  a

claim  for  benefits  present  under  the new  plan,  whereas  a similar  claim  might  have  been

payable  under  your  present  plan.

(2)  You  may  wish  to secure  the advice  of  your  present  insurer  or its agent regarding  the

proposed  replacement  of  your  present  plan.  This  is not  only  your  right,  but it is also  in your
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(3)

best interests  to make sure you  understand  all tlie relevant  factors  involved  in replacing

your  present  coverage.

If,  after  due consideration,  you  still  wish  to ten'ninate  your  present  plan  and replace  it with

new coverage,  be certain  to trutlifully  and completely  answer  all questions  on the

application  concei'n  your  medical/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 tliough  your  plan  liad  never  been in force.  After  the

application  has been completed  and before  you  sign  it, reread  it carefully  to be certain  that

all  infoi'mation  has been properly  recorded.

The  above  "Notice  to Applicant"  was delivered  to me on:

(Date)

(Applicant's  Signature)

D. Direct  response  carrier  notice:

NOTICE  TO  APPLICANT  REGARDING  REPLACEA4ENT

OF LIMITED  BENEFIT  HEALTH  INSURANCE

According to [your application] [information you have furnisliedl you intend to lapse or otherwise terminate existing

insurance and replace it with the plan delivered herewith issued by [insert company namel Insurance Company. Your
new  plan  provides  30 days within  which  you  may  decide  without  cost whether  you  desire  to keep the plan.  For  your

own  information  and protection,  you should  be aware  of  and seriously  consider  ceitain  factors  tliat  may  affect  the

insurance  protection  available  to you  under  the new  plan.

(1)  Health  conditions  that you may presently  have, (preexisting  conditions)  may not be

immediately  or fully  covered  under  the new  plan.  This  could  result  in denial  or delay  of  a

claim  for  benefits  under  the new  plan,  wliereas  a similar  claim  might  have  been payable

under  your  present  plan.

(2)  You  may  wish  to secure  the advice  of  your  present  insurer  or its agent  regarding  the

proposed  replacement  of  your  present  plan.  This  is not  only  your  right,  but  it is also in your

best interests  to make  sure you  understand  all  the relevant  factors  involved  in replacing

your  present  coverage.

(3) [To be included only if  the application is attaclied to the plane. If, after due consideration,
you  still  wish  to terminate  your  present  plan and replace  it with  new coverage,  read the

copy  of  the application  attached  to your  new plan and be sure that all questions  are

answered  fully  and conectly.  Omissions  or misstatements  in the application  could  cause

an otherwise  valid  claim  to be denied.  Carefully  check  the application  and write  to [inseit

company  name  and address]  within  ten (10)  days if  any information  is not conect  and

complete,  or if  any  past medical  istory  has been  left  out  of  the application.

[COMPANY  NAME]

[13.10.34.17  NMAC  - N,  XX/XX/2020]

13.10.34.18  COORDINATION  OF  BENEFITS,  BUNDLING  AND  VARIABILITY:

A.  Noncoordination  of  benefits.  Accident  only,  specified  disease  and critical  illness,  hospital

indemnity  and other  fixed  indemnity  coverages  shall  not  be coordinated  with  other  benefits.  These  coverages  shall:

(1)  be provided  under  a separate  plan,  certificate,  or contract  of  insurance;

(2)  have  no coordination  between  the benefits  offered  by the plan  and exclusions  under  a

health  plan  offered  by the same plan  sponsor;  and

(3)  pay  benefits  regardless  of  any benefits  provided  under  another  liealth  plan,  excepting

Champus/TRICARE  supplement  coverage.
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B.  No bundling.  No  cai'rier  or affiliated  producer  shall  market  or sell a bundled  combination  of

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

indemnity,  specified  disease,  and accident  only  benefits  or any  combination  thereof.  Fixed  indemnity  benefits  sliall

have  the limitations  stated  in Section  12. Additional  memberships  or discount  services  that  pui'port  to provide  otlier

health  care benefits  shall  not  be sold  or offered  in combination  with  plans  govemed  by tl'iis rule.  The  provisions  of

the subsection  shall  not apply  to a plan  sold  througli  a group  identified  in Paragraphs  (1) or (3)  of  Subsection  A  of

59A-23-3  NMSA  1978.

C.  Major  medical  coverage  requirement.  Accident  only,  liospital  indemnity  and specified  disease

coverage,  excluding  blanket  coverage  compliant  with  Section  59A-23-2  NMSA  1978,  sliall  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.  Shoit-term,  limited  duration  insurance,  for  pui'poses  of  this requirement,  shall  not be considered
major  medical  coverage.

(l)  An  application  for  an excepted  benefits  plan  subject  to this  rule  sliall  include  an attestation

by the applicant  affirming  that  the applicant  has major  medical  insurance  at tl'ie 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 cai'rier.

(2)  A  sale of  an excepted  benefits  plan  subject  to this  rule  is unauthorized  when:

(a)  An  applicant  fails  to sign  or deliver  an attestation  of  major  medical  coverage;

(b)  An  applicant  or insured  tells  an excepted  benefit  plan  or its agent  or broker  that
they  do not  have  major  medical  coverage;  or

(c)  A  canier  otherwise  obtains  infoimation  that  the  applicant  or insured  is not  covered
by major  medical  coverage.

(3)  A  canier  shall  retain  a copy  of  the attestation  for  at least  five  years.

(4)  If  a can'ier  or tlie cai'rier  through  its agent  learns  that a covered  person's  major  medical

coverage  has lapsed  or was cancelled,  the cai'ier  shall  send the  person  the following  notice:

YO{JR  MAJOR  MF.DICAL  COVERAGE  MAY  HAVE  RECENTLY  LAPSED.  YO{JR  POLICY  WITH

[IDENTIFY  COMPANY]  IS NOT  MAJOR  MEDICAL  HEALTH  INSURANCE.  THE  BENEFITS  PROVIDED

BY  [IDENTIFY  COMPANY]  DO  NOT  COVER  ALL  MEDICAL  EXPENSES.

TO  LEARN  IF YOU  ARE  ELIGIBLE  FOR  A  MAJOR  MEDICAL  PLAN,  PLEASE  VISIT

WWW.BEWELLNM.COM.  OR  CALL  1-833-862-3935.  PREA4IUM  DISCO{JNTS,  FINANCIAL  ASSISTANCE,

MEDICATD  OR  OTHER  MAJOR  MEDICAI.  COVERAGE  OPTIONS  MAY  BE  AVAIL,'a3LE.

D.  VARIABILITY.  An  excepted  benefits  plan  subject  to these  rules  shall  not  include  variable

options  for  plan  scope  or  benefit  levels  unless  each possible  combination  of  benefits  under  the plan  form  meets  the

MLR  requirements  specified  in this  rule. The  superintendent  reserves  the riglit  to reject  a plan  that  has no

meaningful  difference  from  another  plan  offered  by the same  carrier.

E.  MATRIX  FORMS.  The  coverages  governed  by this  rule  are subject  to the prohibitions  on matrix
forms  set out in 13.6.2  NMAC.

[13.10.34.18 NMAC - N, XX/XX/20201

13.10.34.19  PENALTIES:  The  sale of  any plan  that  does not  comply  witli  these  rules  is unlawful.  In addition

to any applicable  suspension,  revocation  or refusal  to continue  any certificate  of  authority  or license  under  the

Insurance  Code,  a penalty  for  any material  violation  of  this  rule  may  be imposed  against  a health  care insurance

carrierbytliesuperintendentinaccordancewithSections59A-1-18and59A-46-25NMSA1978.  Theactionsof

any producer  or tird  party  administer  relating  to the sale of  a plan  subject  to these  rules,  or a claim  under  any  such

plan,  shall  be deemed  the actions  of  tl'ie plan  issuer.

[13.10.34.19 NMAC - N, XX/XX/20201

13.10.34.20  SEVF,RABILITY:  If  any section  of  tis  nile,  or the applicability  of  any section  to any  person  or

circumstance,  is for  any  reason  held  invalid  by a court  of  competent  jurisdiction,  the remainder  of  the rule,  or  the

applicability  of  such  provisions  to other  persons  or circumstances,  shall  not  be affected.

[13.10.34.20  NMAC  - N,  XX/XX/2020]
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051 Staff  Response  to  Comments  on Proposed  Rule  13.10.34  Standards  for  Accident  Only,  Specified  Disease  or  Illness,  Hospital  Indemnity  and

Related  Expenses

Rule  Part Commenter Comment  Summary Response

13.10.34  Generally R. Foster  Seaton Rule  does  not  address  all excepted  benefit

coverages  listed  in Section  59A-23G-2  NMSA

1978.

The  commenter  is correct.  This  rule  explicitly  only

applies  to  short-term  plans,  as noted  in Section  2 of

the  rule.  Other  rules  pertaining  to  other  excepted

benefit  products  may  be forthcoming.

13.10.34  Generally R. Foster  Seaton States  that  Section  59A-23G-6  prohibits

NMSA  1978  the  sale  of  short-term  plans

unless  through  bona  fide  associations.  Asks

that  the  rule  be delayed  until  enabling

legislation  changed.

A general  rule  of  statutory  construction  in New

Mexico  is that  where  a statute  is confusing,  it should

be interpreted  so as to  facilitate  their  operation  and

achievement  of  the  goals  of  the  legislature.  See

EStCite  Of  BriCe  V. TOyOta  MOtOr  Carp., 2016-NMSC-
018,  'jl5,  373  P.3d  977,  979.  In this instance,  the law
clearly  means  to  allow  and  apply  to  individual

coverages  as specified  in Section  59A-23G-2  NMSA

1978(B)(12).  Any  other  interpretation  would  result  in

an absurdity  that  the  legislature  and  drafters  surely

' sought  to  avoid.  Accordingly,  051 staff  does  not

support  this  proposal.

13.10.34  Generally R. Foster  Seaton Attempts  to  apply  provisions  of  23E,

including  definitions  of  health  plans  and

guaranteed  renewability  sections  to  short-

term  plans  as described  under  Article  23E.

"Provisions  of  the  Insurance  Code  relative  to  a

particular  kind  of  insurance  or  type  of  insurer  or

particular  matter  shall  prevail  over  provisions  relating

to  insurance  in general  or  insurers  in general  or  to

such  matter  in general."  Section  59A-1-17  NMSA

1978.  051 staff  believes  the  statute  was  properly

passed  and  construed  in the  rule  to  apply  to  individual

plans  and  limit  renewability  of  these  products.  There

are  specific  definitions  and  provisions  in Section  59A-

23G-2  NMSA  1978  and  elsewhere  in Article  23G  that

override  the  language  in generally  applicable  statutes.



Accordingly,  051 staff  do  not  feel  that  it is appropriate

to  adopt  the  proposed  changes  delineating

applicability  between  group  and  individual  plans.

13.10.34  Generally Leukemia  and  Lymphoma

Society

States  that  the  proposed  rule  delivers  a

strong  and  balanced  approach.  Appreciates

that  these  plans  can serve  to  augment  major

medical  coverage,  but  there  is too  much

potential  for  abuse  not  to  require  strict

regulation  of  the  market.

No response  necessary.

13.10.34  Generally Leukemia  and  Lymphoma

Society

Addresses  technical  issues  with  typos  in the

draft  rule.

See  staff  response  draft  for  changes.

13.10.34  Generally AHIP Requests  that  051 clearly  state  in the  draft

regulations  that  these  provisions  apply  to

product  forms  filed  after  the  effective  date  of

the  regulation.

Draft  clearly  states  the  rule  is effective  for  new  filings

after  October  1,  2020  and  any  existing  products  after

October  1,  2021.

13.10.34  Generally United  Health  Care Asks  whether  the  rule  applies  to  Employer

Group  Waiver  Plan  who  provide

RxSupplement  coverage  to  Medicare  Part  D

plans.

051 staff  reviewed  the  mentioned  plan  and

determined  that  these  rules  would  not  apply.  The

coverage  is not  an indemnity  plan  and  is tightly

coordinated  with  Medicare  coverage,  which  is not

subject  to  this  rule.

13.10.34  Generally MetL:ife Expresses  concerns  that  hospital  indemnity

benefits  and  accident  only  benefit  minimums

are  too  high.  States  that  out-of-state

policyholders  might  get  better  deals.

051 staff  did  not  want  benefits  available  to  NM

consumers  to  be so low  as to  be almost

inconsequential.  Staff  believes  consumers  should  be

buying  these  plans  for  purposes  of  real  financial

security  and  that  the  plans  should  address  real  living

expenses.  This  was  an issue  discussed  and  negotiated

to  these  levels  via  stakeholder  meetings.  051 staff  has

adopted  additional  flexibility  through  this  notice  and

comment  period  by additional  limits  for  dependents.

13.10.34  Generally MetLife States  that  terminology  around  plan  is

unclear  for  purposes  of  these  insurance

products.

Unfortunately,  this  is the  language  used  by  the

enabling  legislation  and  the  Insurance  Code,  generally.

051 staff  suggests  keeping  this  language  for

consistency  purposes.



13.10.34.2 AHIP Asks  to  include  language  that  the  rule  applies

only  to  certificates  issued  to  New  Mexico

residents  under  a group  policy  outside  of  the

state.  Believes  current  language  introduces

extraterritorial  concerns  if 051 intends  rule  on

a group  issued  outside  of  the  state.

051 staff  crafted  the  language  in the  rule  to  address

jurisdictional  concerns  over  all the  components  of  a

plan  issued  to  a New  Mexico  resident  through  an out-

of-state  group.  051 staff  believes  the  current  language

in the  rule  is appropriately  broad  due  to  the  need  to

address  all components  ofthe  insurance  contract

necessary  to  protect  the  consumer.

13.10.34.2 ACLI States  that  current  law  does  not  grant  051 the

authority  to  extend  application  of  this  rule  to

groups  located  outside  of  this  state.  Notes

that  051 has  the  authority  to  impose

regulations  on certificates  issued  to  New

Mexico  residents  and  insurers  who  are

therefore  obligated  to  apply  NM  laws  to

claims  filed  under  certificates  issued  from

other  states  to  NM  residents.  Cautions  that

review  certificate-by-certificate  would  create

severe  backlogs.  Seeks  clarification  that

exterritorial  application  requirement  pertains

to  forms,  but  not  to  rates.  Proposes  language

to  limit  jurisdiction  over  association  plans.

051 has broad  jurisdiction  over  health  benefits  plans

under  Section  59A-15-16  NMSA  1978,  "jurisdiction

over  health  care  benefits  presumed."  Nothing  in the

Insurance  Code  limits  OSl"s  regulatory  authority  to

claims  filed  under  certificates  issued  by out-of-state

groups  to  NM  residents.  051 also  has broad

jurisdiction  over  MEWAs  under  Section  59A-15-20

NMSA  1978.  051 does  not  see  the  need  to  limit  its

jurisdiction  over  plans  that  might  qualify  as MEWAs  or

plans  issued  through  out-of-state  associations  or

trusts.  In fact,  New  Mexico's  Insurance  Code  requires

review  of  such  forms  and  rates  under  provisions  such

as Section  59A-23-9  NMSA  1978.

MetLife Requests  that  the  extraterritorial  application

of  the  requirement  pertains  to  forms  and  not

rates.

051 has broad  jurisdiction  over  health  benefits  plans

under  Section  59A-15-16  NMSA  1978,  "jurisdiction

over  health  care  benefits  presumed."  Nothing  in the

Insurance  Code  limits  OSl"s  regulatory  authority  to

claims  filed  under  certificates  issued  by out-of-state

groups  to  NM  residents.  051 also  has  broad

jurisdiction  over  MEWAs  under  Section  59A-15-20

NMSA  1978.  051 does  not  see  the  need  to  limit  its

jurisdiction  over  plans  that  might  qualify  as MEWAs  or

plans  issued  through  out-of-state  associations  or

trusts.  In fact,  New  Mexico's  Insurance  Code  requires

review  of  such  forms  and  rates  under  provisions  such

as Section  59A-23-9  NMSA  1978.



However,  051 included  language  limiting  review  of

out-of-state  group  rates  to  MLR  filings  and  annual

reports.

13.10.34.6 ACLI Requests  that  051 considertwo  compliance

deadlines;  October  1,  2021  would  apply  to

new  product  filings  only.  For  existing

products  currently  being  sold,  the  deadline

for  updating  policy  forms  to  comply  with  the

regulation  would  be after  QHP  review  in May

of  2022.  Also  seeks  clarification  that  the  rule

is only  applicable  to  policies  issued  on or

after  the  compliance  date  and  that  existing

contracts  would  not  need  to  be changed.

051 staff  does  not  see  the  need  to  change  the

effective  date  of  the  rule  for  new  filings  from  October

1,  2020  and  new  filings  after  October  2021.  These

dates  have  been  determined  based  on 051 staff  review

schedules.  Delaying  the  effective  date  of  the  rule  will

not  serve  the  consumer  protections  051 staff  seeks  to

implement,  however,  051 appreciates  the  suggestion

to  include  an extension,  at the  agency's  discretion,  of

timelines.  051 does  not  believe  the  implementation

deadlines  will  impact  carrier's  contractual  obligations

as there  is a rolling  deadline  for  a year  for  compliance.

MetLife States  that  the  effective  date  of  the  proposal

is unclear  as to  whether  it applies  to  new

filings  moving  forward.  Asks  that  any

required  changes  should  only  apply  to  group

policyholders  with  policy  effective  dates  on

or  after  the  effective  date  of  the  regulation.

The  current  effective  date  of  October  1,  2020  applies

only  to  new  product  filings  and  does  not  apply  to

individual  or  group  plans  that  are  currently  approved

or  in force.  051 staff  expects  that  currently  approved

and  in-force  plans  will  come  into  compliance  as their

plan  terms  expire  through  October  1,  2021.

AFLAC Expresses  concern  with  the  ability  of  051 staff

to  review  filings  related  to  the  deadlines

within  the  rule.

051 appreciates  the  suggestion,  but  will  not  adopt.

Whether  051 will  enforce  the  deadline  is outside  of

the  scope  of  the  rule.

13.10.34.8(D) AHIP Requests  change  in language  for  return  of

premium.  Expresses  concern  that  the  current

language  may  create  confusion  regarding

what  it means  to  "extend  the  benefit."

Comment  accepted  and  changes  made  to  proposed

draft.



13.10.34.8(E) R. Foster  Seaton States  that  because  the  point  of  a specified

disease  plans  is to  limit  or  exclude  coverage

by type  ofillness,  the  rule  should  state  that

other  types  of  excepted  benefits  plans  should

be able  to  limit  or  exclude  coverage  by type

of  treatment.

Stakeholders  discussed  specific  coverage  limitations

and  inclusions  during  the  stakeholder  engagement

process.  Generally,  stakeholders  agreed  to  the

limitations  and  exceptions  defined  in the  rule.  The

prohibition  on exclusions  for  specific  types  of

accidents  was  included  and  agreed  upon  due  to

concerns  that  policies  may  be misleading  if  the

definitions  of  excluded  accidents  becomes  too  narrow.

051 staff  believes  that  the  definition  of  specified

disease  coverage  is sufficient.

13.10.34.8(E) AHIP Requests  permission  to  exclude  mental

disorders  in list  of  exclusions  allowed.

Believes  coverage  of  mental  disorders  will

increase  benefits.

Given  significant  out-of-network  and  out-of-pocket

costs  for  behavioral  health  care  in the  state,  051 staff

does  not  believe  that  allowing  exclusions  for

behavioral  health  care  in EB plans  serves  NM

consumers.

ACLI Requests  permission  to  exclude  mental

disorder  or  chemical  dependency,

intoxication  via drug,  alcohol,  or  ingestions  of

chemicals,  and  high  risk  activities.

For  reasons  stated  above  051 staff  is not  in favor  of

excluding  mental  health  and  chemical  dependency

issues.  However,  051 staff  recommends  adding  the

other  language  suggested.

13.10.34.8(E)(6) R. Foster  Seaton Suggests  that  this  section  should  substitute

"services  for  which  benefits  are"  in place  of

the  word  "benefits."

051 staff  believes  that  the  coverage  grant  in the

currently  contains  the  inherent  limitation  in this

language.

13.10.34.8(F) R. Foster  Seaton Suggests  that  this  section  should  add  "siibject

to  this  rule"  after  "excepted  benefits  plan,"

since  not  all excepted  benefits  plans  are

subject  to  this  rule.

051 staff  does  not  believe  that  this  change  is

necessary.  Adding  this  language  would  imply  that

everything  else  needs  that  qualifier  to  limit  this  rule.

The  applicability  section  of  the  rule  addresses  this

issue.

AHIP Recommends  removing  provision  barring

excepted  benefits  plans  from  using  networks.

States  that  benefit  provides  access  to  an

additional  set  of  providers  and  could  give

value  to  consumers.  Savings  would  be passed

on to  the  consumer  not  the  insurer.

051 staff  has seen  significant  opportunity  for

consumer  confusion  in marketing  EB plans  with  PPO

or  multi-plan  networks.  The  presence  of  a network

makes  it very  difficult  for  the  average  consumer  to

distinguish  these  plans  from  major  medical  coverage.

051 currently  has limited  regulatory  authority  over



these  contract  networks  and  cannot  verify  that  they

provide  any  benefit  to  consumers.

13.10.34.8(G) R. Foster  Seaton States  that  "of"  should  be substituted  for  the

first  occurrence  of  the  word  "or."

Change  rejected.  051 has seen  filings  of  both  plans  and

fixed  indemnity  benefits.  051 proposed  small  changes

to  clarify  the  language  in response.

13.10.34.8  (K) ACLI Seeks  to  clarify  language  to  ensure  there  is

no  confusion  between  expense  based

coverage  and  indemnity  coverages.

Comment  accepted  and  changes  made  to  proposed

draft.

13.10.34.8(L) R. Foster  Seaton States  that  rule  should  eliminate  the  first

occurrence  of  the  word  "not."

Change  made  to  typo.

13.10.34.9(D) AHIP Objects  to  the  rule"s  prohibition  on  the

combination  of  hospital  indemnity  and

specified  disease  products.

051 staff  remains  committed  to  the  consumer

protection  principal  that  bundling  of  various  excepted

benefit  plan  designs  will  result  in consumer  confusion

and  sale  of  weak  alternatives  to  major  medical

coverages.  051 staff  rejects  this  proposal.

13.10.34.9(J) AHIP Requests  the  addition  of  the  phrase  "except

for  termination  of  the  plan  due  to  non-

payment  of  premium."

Comment  accepted  and  changes  made  to  proposed

draft  with  slight  alteration  for  clarity.

13.10.34.9(L) AHIP States  that  excepted  benefits  products  that

include  wellness  benefits  are  not  intended  to

cover  the  specific  preventive  service,  they  are

an indemnity  payment  that  can  help  cover

related  non-medical  expenses  like

transportation  and  child  care.  States  that  this

prohibition  is a disincentive  to  seek

preventive  Care.

051 staff  has seen  multiple  cases  where  the  inclusion

of  wellness  benefits  in an excepted  benefits  plan  has

mislead  the  consumer  into  thinking  the  plan  is ACA

coverage.  051 sees  more  opportunity  for  consumer

confusion  than  benefit  in broad  access  to  wellness

benefits  under  EB plans.

ACLI States  that  excepted  benefits  products  that

include  wellness  benefits  are  not  intended  to

cover  the  specific  preventive  service,  they  are

an indemnity  payment  that  can  help  cover

related  non-medical  expenses  like

transportation  and  child  care.  States  that  this

prohibition  is a disincentive  to  seek

preventive  care.

051 staff  has seen  multiple  cases  where  the  inclusion

of  wellness  benefits  in an excepted  benefits  plan  has

mislead  the  consumer  into  thinking  the  plan  is ACA

coverage.  051 sees  more  opportunity  for  consumer

confusion  than  benefit  in broad  access  to  wellness

benefits  under  EB plans.



AFLAC States  that  excepted  benefits  products  that

include  wellness  benefits  are  not  intended  to

cover  the  specific  preventive  service,  they  are

an indemnity  payment  that  can  help  cover

related  non-medical  expenses  like

transportation  and  child  care.  States  that  this

prohibition  is a disincentive  to  seek

preventive  care.

051 staff  has seen  multiple  cases  where  the  inclusion

of  wellness  benefits  in an excepted  benefits  plan  has

mislead  the  consumer  into  thinking  the  plan  is ACA

coverage.  051 sees  more  opportunity  for  consumer

confusion  than  benefit  in broad  access  to  wellness

benefits  under  EB plans.

13.10.34.9(Q) AHIP Recommends  adding  language  to  clarify  that

notice  is only  required  if  a plan  is not

terminated  because  of  the  policy  term

ending.

051 staff  believes  it is reasonable  to  require  carriers  to

notify  of  termination  of  their  plan  regardless  for  the

reason  of  the  plan's  termination.

ACLI States  that  the  way  this  section  is worded  is

confusing  because  it appears  that  carriers

would  have  to  extend  coverage  to  the  next

renewal  date  regardless  for  reason  of

termination.

Comment  accepted  and  changes  made  to  proposed

draft.

AFLAC States  that  the  way  this  section  is worded  is

confusing  because  it appears  that  carriers

would  have  to  extend  coverage  to  the  next

renewal  date  regardless  for  reason  of

termination.

Comment  accepted  and  changes  made  to  proposed

draft.

13.10.34.9(R) R. Foster  Seaton States  that  rule  should  substitute  "intended

termination  date"  for  "their  coverage

renewal  data  [sic]"  because  terminations

other  than  at the  end  of  the  policy  term

should  provide  a notice  period.

Comment  accepted  and  changes  made  to  proposed

draft.

AHIP Recommends  adding  language  to  clarify  that

notice  is only  required  if  a plan  is not

terminated  because  of  the  policy  term

ending.

051 staff  believes  it is reasonable  to  require  carriers  to

notify  of  termination  of  their  plan  regardless  for  the

reason  ofthe  plan's  termination.

ACLI States  that  the  way  this  section  is worded  is

confusing  because  it appears  that  carriers

would  have  to  extend  coverage  to  the  next

Comment  accepted  and  changes  made  to  proposed

draft  except  for  language  deleting  requirement  that

plan  give  names  of  subscribers  to  group  policyholder.



renewal  date  regardless  for  reason  of

termination.

AFLAC States  that  the  way  this  section  is worded  is

confusing  because  it appears  that  carriers

would  have  to  extend  coverage  to  the  next

renewal  date  regardless  for  reason  of

termination.

Comment  accepted  and  changes  made  to  proposed

draft.

13.10.34.10 R. Foster  Seaton Encourages  consistency  with

13.10.34.1(3B)(1)  by beginning  with  a

subsection  that  provides  a basic  summary  of

the  provision.

Comment  accepted  and  changes  made  to  proposed

draft.

13.10.34.10(B) R. Foster  Seaton Suggests  that  13.10.34.10(B)  be moved  to  its

own  subsection  to  increase  its prominence

Comment  accepted  and  changes  made  to  proposed

draft.

ACLI States  that  the  minimum  amounts  required

are  appropriate  for  a subscriber  or  certificate

holder,  but  don"t  work  for  dependent

coverage,  which  is often  a proportion  of  the

subscriber  benefit.  Suggest  decreasing  the

minimum  death benefit  to 52,000,  which  is

the  typical  minimum  benefit  for  a dependent

child  with  parents  able  to  buy  additional

coverage.

Comment  partially  accepted  and  changes  made  to

proposed  draft  to  decrease  minimum  death  benefit  to

5s,ooo.

AFLAC States  that  the  minimum  amounts  required

are  appropriate  for  a subscriber  or  certificate

holder,  but  don't  work  for  dependent

coverage,  which  is often  a proportion  of  the

subscriber  benefit.  Suggest  decreasing  the

minimum  death  benefit  to  S5,000, which  is

the  typical  minimum  benefit  for  a dependent

child  with  parents  able  to  buy  additional

coverage.

Comment  accepted  and  changes  made  in draft.  55,000
amount  more  appropriate  to  assist  with  funeral  costs.



13.10.34.10(C) AFLAC States  that  new  type  of  specified  accident

plan  is becoming  more  popular  that  allows  a

person  to  buy  a very  short  term  accident  plan

if  they  are  planning  to  participate  in a special

event  for  a limited  period  of  time,  such  as a

bike  race  or  sporting  event  or  extended

camping  trip.  Blanket  coverage  is not

available  for  these  types  of  activities.

Comment  accepted  and  changes  made  in draft  with

minor  modifications.

AHIP Objects  to  the  prohibition  of  specified

accident  coverage  unless  sold  as a blanket

policy.

051 staff  remains  concerned  that  specified  accident

plans  sold  to  individuals  can  be misleading.  051 staff

has seen  advertising  for  limited  accident-only

coverages  that  define  coverages  as to  exclude  almost

any  accident,  making  coverage  illusory.  Blanket

coverages  negotiated  by and  for  a group  will  allow

better  leverage  in negotiation  of  these  insurance

contracts.  However,  the  limitations  proposed  by Aflac,

above,  are  included  in 051 staff  response.  Those

limitations  may  make  these  plans  workable.

R. Foster  Seaton Suggests  that  for  clarity,  "employer-

sponsored  group  or  association"  in this

section  should  be revised  to  "association  or

employer  sponsored  group,"  lest  the  modifier

"employer-sponsored"  be inappropriately

applied.

Comment  accepted  and  changes  made  to  proposed

draft.

13.10.34.10(D) AHIP Recommends  section  on occupational

accident  coverage  be removed.  States  that

there  are  no  occupational  accident  programs

available  at an individual  level  in the  market

and  individual  underwriting  will  not  be of

benefit  to  insureds  -  there  will  be losses  in

the  economies  of  scale.  States  that  individual

plan  coverages  may  cause  delays  as

individuals  change  employers.  Objects  to  the

prohibition  of  a requirement  to  waive

The  occupational  accident  policies  051 staff  have

reviewed  raised  significant  concerns  that  employers

and  employer  groups  or  associations  were  using

occupational  accident  only  coverage  to  support

contentions  that  individual  enrollees  were  not

employees  or  protected  by worker's  compensation

laws.  051 staff  believes  the  rule  as currently  written

will  prevent  employees  from  being  erroneously

deprived  of  their  protections  as such  through  the

purchase  of  group  accident  coverage.  Additionally,



worker"s  compensation  benefits.  States  that

independent  contractors  are  not  required  to

have  worker's  compensation  coverage.  States

that  051 should  allow  an accident-only  plan  to

include  disability  benefits  not  only  as a rider.

there  is no basis  in the  record  to  find  that  accident

only  coverage  cannot  be underwritten  on  an

individual  basis.

It should  not  be difficult  to  add  disability  benefits  via a

rider  to  these  plans.

R. Foster  Seaton Encourages  consistency  with

13.10.34.1(3B)(1)  by beginning  with  a

subsection  that  provides  a basic  summary  of

the  provision.

Comment  accepted  and  changes  made  to  proposed

draft.

ACLI Notes  that  most  occupational  accident

policies  are  currently  sold  through  groups  or

associations  and  are  seldom  sold  to

individuals.  States  that  worker"s

compensation  disclosures  do  not  apply  to

independent  contractors.  Suggests  the

removal  ofthis  paragraph.

The  occupational  accident  policies  051 staff  have

reviewed  raised  significant  concerns  that  employers

and  employer  groups  or  associations  were  using

occupational  accident  only  coverage  to  skirt  worker"s

compensation  rules  and  employee  classification  law.

051 staff  believes  the  best  way  to  address  this  is

through  the  rule  as currently  written.  Additionally,  it

should  not  be difficult  to  add  disability  benefits  via a

rider  to  these  plans.

13.10.34.11 AHIP States  that  most  states  allow  at least  30  days

(and  some  90 days)  before  any  successive

confinement  is considered  a new

confinement.  Suggests  making  the  change  to

be consistent  with  other  states  regulations

Comment  accepted  and  changes  made  to  proposed

draft.

13.10.34.11(B) ACLI Requests clarification  that  the S500 initial
payment  upon  confinement  is only  required

one  time  per  30-day  period.

Comment  accepted  and  changes  made  to  proposed

draft.

13.10.34.11(C) R. Foster  Seaton Suggests  adding  hospital-based  before  out-

patient  services  and  "hospital-treatment-

related"  before  "lodging"  (including  the  colon

to  clarify  that  the  modifiers  apply  to  all  that

follows."

Rejected  request  to  add  hospital-based  before

outpatient  services.  Stakeholders  had  significant

discussions  about  situs  of  delivery  of  services  and

rejected  the  importance  of  these  services  being

hospital-based  if a follow  up to  hospital  care.

However,  included  clarification  that  non-

hospitalization  services  have  to  be related  to  a



hospital  treatment.  This  especially  makes  sense  to

clarify  for  benefits  such  as lodging  and  pet  care.

13.10.34.11(E) R. Foster  Seaton Suggests  adding  "treatment-related"  before

"lost  wages"  in this  section  with  appropriate

modifiers  to  include  remaining  benefits.

Comment  accepted  and  changes  made  to  proposed

draft.

13.10.34.12(B) AFLAC States that  a S50 minimum  benefit  for  certain

types  of  diagnostic  tests  seems  very  high

(tests  may  not  even  cost  that  in total).

Suggests  lowering  the  minimum  amount  to

SIO.

Fixed  indemnity  plans  are  not  expense  based

coverages  and  may  cover  other  incidental  costs  that

arise  while  obtaining  medical  care,  such  as

transportation  and lost wages.  The  !>50 amount  seems

reasonable  to  051 staff.

13.10.34.12(D) R. Foster  Seaton Suggests  inserting  the  word  "only"  before

"on  a fixed  indemnity  basis."

Comment  accepted  and  changes  made  to  proposed

draft.

ACLI Suggests  adding  "in-home  care,"  "durable

medical  equipment"  and  "therapy  services"

to  the  listed  of  allowable  fixed  indemnity

benefits.

Comment  accepted  and  changes  made  to  proposed

draft.

13.10.34.13 MetLife Requests  additional  clarification  on lump  sum

and  indemnity  products.  Suggests  this  is an

oversight  that  may  be addressed  by

additional  rules.

051 staff  as adopted  comments  that  clarifies  this  issue.

051 staff  does  not  need  to  see  the  need  to  issue

additional  rules.

13.10.34.13(B)(3) ACLI Notes  that  specified  disease  plans  pay  on a

lump  sum  basis  and  benefit  is determined  by

diagnosis.  No benefits  are  paid  upon

additional  treatment.  Seeks  to  clarify  that  this

paragraph  does  not  apply  to  plans  that  pay

only  on a lump-sum  basis.  Suggests  removal

of  the  last  phrase,  "or  treatment  of  the

specified  disease"  since  paying  directly  for

treatments  jeopardizes  a supplemental

product's  HIPAA  excepted  benefits  status.

Comment  accepted  and  changes  made  to  proposed

draft.

13.10.34.13(B)(6) ACLI Proposes  language  to  address  concerns  about

getting  signatures  on behalf  of  group

coverage  enrollees.

Comment  accepted  and  changes  made  to  proposed

draft.



AFLAC Proposes  language  to  address  concerns  about

getting  signatures  on behalf  of  group

coverage  enrollees.

Comment  accepted  and  changes  made  to  proposed

draft.

13.10.34.13(B)(8) ACLI Seeks  clarification  that  the  requirement  that

benefits  be paid  beginning  on  the  first  date  of

care  or  confinement  regardless  of  when  the

diagnosis  is made.  Proposes  language  that

clarifies  that  this  is not  applicable  to  lump

sum  policies  since  payment  of  these  policies

are  triggered  by diagnosis.

Comment  accepted  and  changes  made  to  proposed

draft.

13.10.34.13(B)(10) ACLI States  that  federal  law  permits  creation  of

specified  disease  products  that  pay  on an

expense  basis.  Recommends  removing  this

prohibition.

051 staff  sees  significant  opportunity  for  consumer

confusion  in the  sale  of  expense-based  specified

disease  policies.  A review  of  currently  filed  expense-

based  specified  disease  policies  shows  how  these

policies  can  be easily  misinterpreted  as major  medical

policies.  051,  as the  state"s  insurance  regulator,  has

the  ultimate  authority  under  the  McCarran-Ferguson

Act,  to  regulate  insurance  products  and  implement

additional  consumer  protections  on insurance

products.  051 staff  does  not  see  the  need  to  adopt  this

suggestion.

13.10.34.13(D) AHIP States  that  there  are  conflicts  with  our

requirements  of  fixed  indemnity  coverage

and  provisions  in the  "General  rules  for

coverage"  section.  Suggestions  removal  of

B(3)  and  B(8)  in the  same  section  or

clarification  that  those  provisions  apply

unless  it is an indemnity-based  specified

disease  plan  where  a lump  sum  is paid  on

diagnosis.

051 staff  does  not  see  the  need  to  adopt  these

recommendations.  These  sections  can be easily

interpreted  as written.



R. Foster  Seaton Criticizes  the  applicability  of  NAIC  model  law

to  these  rule.  States  that  oversimplifies

medical  loss ratio  and  may  allow  for

unintended  consequences  for  rates.  Proposes

a general  MLR  of  at least  80%  as it would  not

need  to  require  an upward  adjustment  of

premium.

OSI's  draft  rating  rules  are  based  a bulletin  issued  by

051 with  generally  agreed  upon  and  refinements

across  industry.  A requirement  of  an 80%  MLR  would

need  further  actuarial  analysis  to  show  the  impact  of

adopting  such  a standard  on products.  It is difficult  to

simply  one  ratio  standard  across  products  because

these  products  can  have  significant  variability  in their

year-over-year  losses.  This  rule  acknowledges  the

variance  in product  lines  and  insurance  options  and

creates  an exception  for  carriers  to  ask  for

forbearance  with  a loss  tail.  Specifically,  the  rule

creates  a solution  to  annual  rate  filing  issues  by

creating  exceptions  where  the  loss  tail  is long.  051

does  not  believe  that  these  products  should  have  a

one-size  fits  all solution.

ACLI Suggests  that  specified  disease  plans  allow

for  decreased  benefit  for  dependents  that

can be augmented  in unites of S500 rather
than Sl,000.  Suggests language  changes.

Expresses  concerns  that  the  language  in

(D)(3)  negates  the  flexibility  in (D)(1).

Suggests  adding  language  giving  051 the

discretion  to  approve  other  product  filings.

Added  suggested  language  about  riders.  Changed

language  in subparagraph  (1) to  reference  all  forms  of

a disease  rather  than  diagnosis.  This  should  eliminate

potential  conflicts  with  subparagraph  (3).

AFLAC Suggests  that  specified  disease  plans  allow

for  decreased  benefit  for  dependents  that

can  be augmented  with  "buy  up"  riders  to

provide  more  extensive  coverage.  Expresses

concerns  that  the  language  in (D)(3)  negates

the  flexibility  in (D)(1).  Suggests  adding

language  giving  051 the  discretion  to  approve

other  product  filings

Adopted  language  proposed  by ACLI  to  address  this

issue.  See proposed  response  draft.

13.10.34.15 Leukemia  and  Lymphoma

Society

Supports  prior  approval  for  all  forms  used  to

market  and  sell  EB products.

No response  required.



MetLife For  group  insurance  policies  with  rates  based

on issue  age,  where  premium  rates  do not

change  based  on  the  increasing  age  of  the

insured,  it is their  opinion  that  issue  age

products  should  be Optionally  Renewable  if

the  insurer  allows  certificate-holders  whose

coverage  would  otherwise  end  to  continue

their  coverage  indefinitely  so long  as

premiums  are  paid.  In addition,  MetLife

believes  it is appropriate  to  include  Active

Life  Reserves  when  determining  the  loss ratio

for  group  policies  with  rates  based  on issue

age.  Asks  to  please  confirm  that  issue  age

products  are  permissible  and  any  specific

requirements  applicable  to  an issue  age rate

structure  should  be clearly  described  in the

regulations.

All  individual  and  group  issue  age  policies  and

certificates  can  only  be Guarantee  renewable  and

Non-cancelable.  It means  that  carriers  cannot  decline

renewals  of  policies  and  certificates  for  any  reason  as

long  as premiums  are  paid.

Optional  renewable  clause  is not  acceptable  for

policies  and  certificates  with  rates  based  on issue  age

because  once  bought,  the  issue-age  policy  does  not

increase  in price  any  further  based  on age,  and  also

once  bought  issue  age  policies  are  more  expensive

than  attained  age  policies.  Since  the  renewal  of

optional  renewable  policies  and  certificates  are  on  the

option  of  carriers,  they  can  decline  renewal  more

expensive  issue  age  policies  at any  anniversary  date.

The  standard  practice  of  051 staff  is not  allow  carriers

to  sell  optional  renewable  policies  and  certificates

with  rates  based  on issue  age  to  protect  New  Mexico

policyholders  and  certificate-holders  from  after  paying

more  expensive  issue  age  premiums  for  a few  years

that  carriers  can  decline  renewal  of  policies  and

certificates  for  any  reason.

In this  comment,  the  definition  of  Optional  renewable

clause  is: "it  is our  opinion  that  issue  age  products

should  be Optionally  Renewable  if  the  insurer  allows

certificate-holders  whose  coverage  would  otherwise

end  to  continue  their  coverage  indefinitely  so long  as

premiums  are  paid"  is a definition  of  the  guarantee

renewable  clause.  This  rule  and  051 staff  have

previously  allowed  for  this  renewal  structure.

Active  Life  Reserve  for  Group  policies  and  certificates

for  an insurer  cannot  include  Active  Life  Reserves



when  determining  the  loss  ratio  for  group  policies

with  rates  based  on issue  age.

Active  life  reserves  are  reserves  that,  when  combined

with  future  net  premiums  and  interest,  fund  future

claim  obligations  for  claims  that  have  not  yet  been

incurred.  Typically,  active  life  reserves  arise  only  for

individual  and  not  for  group  policies.

13.10.34.15(A) Leukemia  and  Lymphoma

Society

Supports  requiring  carriers  to  submit  an

annual  actuarial  memorandum  to

demonstrate  compliance  with  MLR

standards.  Regardless  of  whether  they  are

filing  rate  updates.  States  this  will  support

interests  of  public  and  consumer

transparency.  Requests  that  051 monitory

these  reports  for  MLR  changes  to  ensure

these  plans  are  delivering  optimal  value  to

consumers.

No response  required.

13.10.34.15(G) AHIP Requests  to  allow  an increase  in benefits  as

an alternative  to  return  excess  premiums.  As

drafted,  the  provision  could  place  an undue

administrative  burden  on  employers,  such  as

modifying  payroll  deductions,  bank  drafts,

etc.

Comment  accepted  and  changes  made  to  proposed

draft.

MetLife States  that  returning  premium  will  have  an

effect  on paid  commissions  and  a burden  on

employers.

051 staff  addresses  these  concerns  in accepting  AHIP's

comments.

13.10.34.15(G)(8) ACLI Requests  language  in rate  filing  language  for

rate-justification  filings  given  potential

changes  in the  health  care  landscapes

Comment  accepted  and  changes  made  to  proposed

draft.

AFLAC Requests  language  in rate  filing  language  for

rate-justification  filings  given  potential

changes  in the  health  care  landscapes

Comment  accepted  and  changes  made  to  proposed

draft.



13.10.34.15(G)(9) ACLI States  that  the  provision  requiring  return  of

premium  where  A/E is below  80%  is

burdensome  to  consumers.

051 addressed  this  concern  by  accepting  AHIP's

comments  on increasing  benefits  for  group  plans.

13.10.34.15(H) Leukemia  and  Lymphoma

Society

Supports  disclosure  requirements  in this

section.  States  that  these  requirements  are

important  steps  to  improve  consumer

awareness  and  product  transparency.

No response  required.

13.10.34.16 R. Foster  Seaton States  that  051 would  do  best  for  NM

consumers  to  permit  only  such  riders,

endorsements,  or  supplements  as reflect  a

change  that  is required  by law.  Also  objects

to  exemption  of  group-policy  modifiers  from

the  signature  because  a group  policyholder

might  collect  premium  from  certificate

holders  to  remit  to  the  insurer,  and  therefore

it is not  possible  for  either  the  insurer  or

regulator  to  be certain  as to  whether  or  not

the  premium  is paid  by  the  certificate  holder.

051 would  like  to  retain  the  discretion  over  whether  to

approve  proposed  riders  without  the  requirement

that  the  riders  be in response  to  a change  of  law.  051

discussed  requirements  for  signature  of  policyholders

with  industry  and  this  was  the  compromise  language

reached.

13.10.34.16(C) Leukemia  and  Lymphoma

Society

Expresses  support  of  prohibition  of  bundling

of  excepted  benefits  plans.  Cites  Kaiser

Health  News  article  stating  that  bundling  can

leave  consumers  with  weaker  coverage  and

higher  out-of-pocket  costs.

No response  required.

ACLI Asks  for  language  change  to  only  require

individual  policyholders  sign  for  riders.

Comment  accepted  and  changes  made  to  proposed

draft.

MetLife Asks  for  language  change  to  only  require

individual  policyholders  sign  for  riders.

Changed  to  language  proposed  to  ACLI.  051 staff

disagrees  other  requested  terminology  changes.

13.10.34.18(B) AHIP Recommends  modifying  the  language  to

clarify  that  the  prohibitions  of  this  rule  is

specifically  on  the  practice  of  packaging

various  products  together  for  the  purpose  of

marketing  them  as an alternative  to  major

medical  coverage

051 staff  believes  AHIP"s  proposal  relies  on discerning

intent  to  enforce  and  creates  too  many  loopholes.  051

staff  rejects  this  proposal.



R. Foster  Seaton Expresses  concerns  with  the  enforceability  of

a requirement  that  named  excepted  benefits

policies  be sold  only  to  individuals  with  major

medical  coverage.

051 included  this  provision  after  seeing  complaints  and

advertising  about  the  sale  of  bundled  excepted

benefits  coverages  to  mimic  major  medical  coverages.

051 staff  anticipates  that  this  provision  will  a) serve  as

notice  to  consumers  that  the  coverage  they  are

purchasing  is NOT  major  medical  coverage  if

consumers  are  asked  and  are  directed  towards  major

medical  coverage  before  purchasing  a plan.  Also,  051

sees  the  enforcement  mechanism  here  not  only  the

consumer,  but  only  the  insurance  company  and

broker  who  sells  these  plans.  Given  each  consumer's

status,  there  may  be varying  approaches  to  handling

individual  consumers  impacted  by this  policy.

MetLife

13.10.34.18(C) Leukemia  and  Lymphoma

Society

Expresses  support  of  requirement  that

individuals  purchasing  these  plans  have

major  medical  coverage.  Supports

requirement  for  attestation  of  major  medical

coverage  upon  application  of  a plan.  Sale  of

these  plans  without  major  medical  coverage

can  provide  a false  a sense  of  security.

No response  necessary.

AHIP Objects  to  the  requirement  that  consumers

have  major  medical  coverage  to  purchase

excepted  benefit  plans.  Questions  legal

authority  to  do  so. States  that  it is unlikely

that  insurers  would  ever  learn  a policyholder

has dropped  their  major  medical  coverage

because  of  a lack  of  coordination  of  benefits.

051 staff  previously  filed  a response  to  concerns  of

legal  authority  to  include  this  provision.  This  response

and  legal  scholar  Tim  Jost"s  response  are  filed  to  the

docket.  Section  59A-23G-3(A)(2)(b)  gives  051 the

broad  authority  to  determine  standards  of  eligibility

for  excepted  benefits  coverages.



In craftingthis  provision,  051 researched  similar

provisions  in other  states  and  spoke  with  those  states"

regulators,  such  as New  York.  See 11  NYCRR  52.15.

They  credit  these  provisions  with  significantly  curbing

consumer  confusion  and  deceptive  trade  practices.

051 staff  sees  requesting  information  about  major

medical  coverage  at  the  time  of  application  as an

important  step  to  alert  consumers  that  the  coverage

that  they  are  purchasing  is not  major  medical

coverage  and  to  redirect  consumers  to  major  medical

plans  as necessary.

ACLI States  that  the  federal  requirement  that

individuals  purchasing  excepted  benefits

plans  have  major  medical  coverage  was

found  unconstitutional  at the  federal  level

and  051 does  not  have  the  statutory  authority

to  issue  such  a reg  at  the  state  level.  States

that  if  the  provision  is codified,  it should  not

apply  to  group  policies  because  of

administrative  burdens.  Suggests  alternate

language.

051 staff  previously  filed  a response  to  concerns  of

legal  authority  to  include  this  provision.  This  response

and  legal  scholar  Tim  Jost's  response  are  filed  to  the

docket.  Section  59A-23G-3(A)(2)(b)  gives  051 the

broad  authority  to  determine  standards  of  eligibility

for  excepted  benefits  coverages.

In crafting  this  provision,  OS! researched  similar

provisions  in other  states,  such  as New  York,  and

spoke  with  those  states'  regulators.  See 11  NYCRR

52.15.  They  credit  these  provisions  with  significantly

curbing  consumer  confusion  and  deceptive  trade

practices.  051 staffsees  requesting  information  about

major  medical  coverage  at  the  time  of  application  as

an important  step  to  alert  consumers  that  the

coverage  that  they  are  purchasing  is not  major

medical  coverage  and  to  redirect  consumers  to  major

medical  plans  as necessary.

051 staff  rejects  the  request  to  limit  this  provision  to

individual  plans.  051 sees  the  most  egregious  sales

abuses  ofthese  plans  in the group/association  market.



Manhattan  Life

Assurance  Company  of

America

Objects  to  proposal  that  certain  excepted

benefits  coverage  may  only  be issued  to

persons  covered  by major  medical  or

comprehensive  coverage.

051 staff  previously  filed  a response  to  concerns  of

legal  authority  to  include  this  provision.  This  response

and  legal  scholar  Tim  Jost"s  response  are  filed  to  the

docket.  Section  59A-23G-3(A)(2)(b)  gives  051 the

broad  authority  to  determine  standards  of  eligibility

for  excepted  benefits  coverages.

In crafting  this  provision,  051 researched  similar

provisions  in other  states,  such  as New  York,  and

spoke  with  those  states"  regulators.  See 11  NYCRR

52.15.  They  credit  these  provisions  with  significantly

curbing  consumer  confusion  and  deceptive  trade

practices.  051 staff  sees  requesting  information  about

major  medical  coverage  at the  time  of  application  as

an important  step  to  alert  consumers  that  the

coverage  that  they  are  purchasing  is not  major

medical  coverage  and  to  redirect  consumers  to  major

medical  plans  as necessary.

Aflac States  that  there  may  be circumstances  in

which  it is not  possible  for  the  insurer  to

know  with  certainty  what  the  status  of  the

insured  person  is. Suggests  a language

modification  to  prohibit  the  knowing  sale  of

coverage  to  uninsured  persons.

051 staff  understands  the  approach  Aflac  is proposing,

but  has  concerns  that  it is unenforceable.  051 staff  has

proposed  response  language  addressing  specific  '

circumstances  under  which  a carrier  can  be presume

to  know  that  an applicant  or  insured  is without  major

medical  coverage.

13.10.34.18(D) AHIP Asks  to  remove  this  section  because  it would

be impossible  to  guarantee  that  every

combination  meets  MLR,  somethingthat  is

determined  at the state/product  level.
Furthermore,  including  group  products  in

051 staff  cannot  evaluate  the  compliance  of  products

with  state  law  where  these  products  have  so much

variability  as to  make  review  meaningless.  051 staff

believes  that  it has struck  the  appropriate

compromise  in the  proposed  language.



these  proposed  standards  makes  it more

difficult  to  allow  variability  to  meet  emp!oyer

needs.

MetLife States  that  variability  is needed  for  group

plans  and  that  plan  options  should  meet  MLR

requirements  in rate  filings.

051 staff  believes  that  the  language  in this  section

allows  for  variability  of  plans  as long  as that  variability

is not  negligible.

13.10.34.18(E) ACLI Requests  that  the  051 add  clarifying  language

reflecting  that  New  Mexico's  prohibition  on

matrix  form  filings  applies  to  policies  sitused

in New  Mexico  which  comports  with  their

proposal  in section  13.6.2.

051 staff  does  not  accept  ACLl"s  proposal  to  limit  OSl"s

jurisdiction  to  plans  sitused  in the  state  of  NM.

13.10.34.20  (new

section)

AFLAC Suggests  language  that  would  recognize  that

certain  policies  may  be issued  to  individuals

under  a master  agreement  that  has already

put  in place  contractually  obligated  price  and

administrative  guarantees.  The  language

would  require  these  policies  to  come  into

compliance  with  the  attestation  requirement

at  the  same  time  as all other  policies  issued

in this  state,  but  would  extend  the

compliance  date  for  other  changes  required

under  the  finalized  rule  to  the  end  of  the

master  term.

Section  18(c)  is effective,  per  section  two,  on October

1 or  whenever  the  rule  becomes  effective.  051 staff

does  not  understand  how  excepting  policies  that  have

terminated  from  compliance  with  this  Section  until  60

days  following  the  termination  would  assist  with

efforts  to  curb  the  sale  of  EB plans  to  individuals

without  major  medical  coverage.


