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Subchapter| — Definitions

Ins 9.01 Definitions. In addition to the definitions in s.
609.01, Stats., in this chapter:

(1) “Acceptableletter of credit” means a clean, uncondi
tional, irrevocable letter of credit issued by as@bnsin banlor
any other financial institution acceptable to the commissioner
which renews on an annual basis for a 3—yean unless written
noticeof nonrenewal is given to the commissioner and the lim
ited service health ganization at least 60 days prior ttee
renewaldate.

(2) “Commissioner” means the‘commissioner of insur
ance”of this state or the commissiofedesignee.

(3) “Complaint” means any dissatisfactiabout an insurer
or its contracted providers expressed by an enrollee, emrati
ee'sauthorized representative, to the insurer

(4) “Expedited grievance” means a grievance where the
standardesolution process may include any of the following:

(a) Serious jeopardy to the life or health of the enrollee or the
ability of the enrollee to regain maximum function.

(b) In the opinion of a physician with knowledge of the
enrollee’s medical condition, would subject the enrollee to
severepain that cannot be adequately managed withoudate
or treatment that is the subject of the grievance.

(c) Itis determined to be an expedited grievance jblyyasi
cianwith knowledge of the enrolleemedical condition.

(5) “Grievance’means any dissatisfaction with the adminis
tration, claims practices or provision of services by a managed
careplan, limited servicdealth oganization or preferred pro
vider plan that is expressed in writing to the insurerdsyon
behalfof, an enrollee.

(6) “Health benefitplan” has the meaning provided under s.
632.745(11), Stats.

(7) “HMO” or “health maintenance ganization” means a
healthcare plan as defined in s. 609.01 (2), Stats.

(8) “Health maintenance ganization insurer” haghe
meaningprovided under s. 600.03 (23c), Stats.

(9) “Hospital emegency facility” means any hospital facil
ity that ofers servicesfor emegency medical conditions as
describedn s. 632.85 (1) (a), Stats., within its capability to do
so and in accordance with s. HFS 124.24,the licensure
requirementf the jurisdiction in which the hospital resides.

(10) “IPA” or “individual practiceassociation” has the
meaningprovided under s. 600.03 (23g), Stats.

(11) “Limited service health ganization”means a health
careplan as defined in s. 609.01 (3), Stats.

(12) “Managedcare plan” has the meaning provided under
s.609.01 (3c¢), Stats., and includes Medicare + Choice plan as
definedin s. Ins 3.39 (3) (cm), Medicare Select policyleBned
in s.Ins 3.39 (30) (b) 4., and health benefit plans that either
directly or indirectly contract for use of providers.

(13) “OCl complaint” means any writtencomplaint
receivedby the ofice of the commissioner ohsurance hyor
on behalf of, an enrollee of a managed care plan.

(14) “Office” means the “dice of the commissioneof
insurance.”

(15) “Preferredprovider plan” haghe meaning provided
unders. 609.01 (4), Stats.

(16) “Primary provider” has the meaning provided under s.
609.01(5), Stats.

(17) “Silent provider network” means one or more partici
patingproviders that provide services covered under a managed
careplan where all of the following apply:

(a) The insurer does not include any incentives or penalties
in the managed care plaglated to utilization or failure to utilize
the provider

(b) The only direcbr indirect compensation arrangement the
insurerhas with the provider provides for compensation that is:

1. On a fee for service basis and not on a risk sharing basis,
including, but not limited to, capitation, withholds, global bud
gets,or taget expected expenses or claims;

2. The compensation arrangement provides for compensa
tion that is not less than 80% of the provideusual fee or
charge.

(c) The insurerin any arrangement described under (8¢
requiresthat the reduction in fees will be applied with respect to
costsharing portions of expenses incurtgtier the managed
careplan to the extent the provider submits the claim directly to
theinsurer

(d) The provider is not directly or indirectly managed,
owned,or employed by the insurer

(e) The insurer does not disclose, market, advertise, provide
atelephone service or number relating to, or includeoiicy-
holderor enrollee material information relating to, the avaitabil
ity of the compensation arrangement described undefty)aor
thenames or addressestbé provider or an entity that maintains
acompensatioarrangement described under. §b), except to
the extent required by law in processing of explanation of bene
fits. The insurer may not indirectly causepermit a prohibited
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disclosureand may not make any such disclosure in the course of the premiums earned by the limited service healjartra-

of utilization review or pre—authorization functions.
History: Cr. RegisterFebruary2000, No. 530, &3-1-00.

Subchapter Il — Financial Standards for Health
Maintenance Organizations or Limited Service
Health Organizations

Ins 9.02 Purpose. This subchapter establishes financial
standards for health maintenancgaorizations and limiteder
vice healthorganizations doing business iniddbnsin. These
requirementsre in addition to any other statutory or administra
tive rule requirements thaipply to health maintenancegani-
zationsand limited service healthganizations.

History: Cr. RegisterFebruary2000, No. 530, &f3-1-00.

Ins 9.03 Scope. This subchapter applies to alksurers
writing health maintenance ganization or limited service
healthorganization business in this state.

History: Cr. RegisterFebruary2000, No. 530, &3-1-00.

Ins 9.04 Financial requirements.  The following are
the minimumfinancial requirements for compliance with this
sectionunless a dferent amount is ordered by the commis
sioner:

(1) CapitaL. Unless otherwise ordered by the commissioner
the minimum capital or permanent surplus of:

(a) A health maintenanceganization insurer first licensed
or organized on or after July 1, 1989, is $750,000;

(b) A health maintenanceganization insurer first licensed
or organized prior to July 1, 1989, is $200,000;

(c) The minimum capital gpermanent surplus requirement
for an insurer licensed to write only limited service heaitfa-
nizationbusiness shall be not less than $75,000. The commis
sionermay accept the deposit or letter of credit under sub. (3) to
satisfythe minimum capital opermanent surplus requirement
underthis par (c), if the insurer licensed torite only limited
service health ganization business demonstrates to the-satis
faction of the commissioner that it does not retain any oisk
financialloss because all risk of loss has been transferjgato
vidersthrough provider agreements.

(d) Any other insurer writing health maintenancgaoriza-
tion or limited service health ganization business, is the
amountof capital or required surplus required under the statutes
governingthe oganization of the insurer

(2) ComPULSORY SURPLUS. (@) An insurerincluding an
insurerorganized under ch. 613, Stats., writing health mainte
nanceorganization or limited service healthganizationbusk
nessexcept for a health maintenancgamizationinsurer or an
insurerlicensed to writenly limited service health ganization
businessis subject to s. Ins 51.80.

(b) A health maintenanceganization insurer shall maintain
a compulsory surplus as follows, or a greater amount required
by orderof the commissioner: the greater of $750,000 or an
amountequal to the sum of:

1. 10% of premiums earned in the previous 12 months for
policies that include coverages that are considered other insur
ance business under s. 609.03 (3) (a) 3., Stats., plus;

2. 3% of other premiums earned in the previousnbths
exceptthat if the percentage of the liabilities of the health main
tenanceorganization insurer that are covered liabilitieseiss
than 90%, 6% of other premiums earnéu the previous
12 months.

(c) Each insurer licensed to write only limited service health
organizationbusiness shalinaintain a compulsory surplus to
provide security against contingencies thdeaf its financial
positionbut which are not fully covered by provider contracts,
insolvencyinsurance, reinsurance, or other forms of financial
guaranteesThe compulsory surplus shall be the greater of 3%

tion in the previous 12 months, or $75,000.

(d) The commissioner may accept a deposit of securities or
letter of credit with the same terms and conditions as required
undersub. (3) to satisfy the compulsory surplus requirement if
thelimited service health ganization demonstratés the satis
faction of the commissioner that it does not retain any oisk
financialloss because all risk of loss has been transferjgato
vidersthrough provider agreements. The commissioner bhyay
order, require a higher olower compulsory surplus or may
establishadditional factors for determining the amount of eom
pulsory surplus required for a particular limited service health
organization.

(3) DePoOSIT OR LETTER OF CREDIT. Each limited service
healthorganization shall maintain either a deposit of securities
with the state treasurer an acceptable letter of credit on file
with the commissionés ofice. The amount of the deposit or
letter of credit shall benot less than $75,000 for limited service
healthorganizations. The letter of credit shall be payable to the
commissionemwhenever rehabilitation or liquidation proceed
ingsareinitiated against the limited service healtbamization.

(4) Risks. Risks and factors the commissioner roagsider
in determining whether to require greater compulsory suljlus
orderinclude, but are not limited to, those described under s.
623.11(1) (a) and (b), Stats., and the extent to whichrtberer
effectively transfers risk to providers. A health maintenance
organizationinsurer may transfer risk through amechanism
including, but not limited to, those provided under s. Ins 9.05 (4).

(5) SeEcurITY suRPLUS. (&) An insurerincluding an insurer
organizedunder ch. 613, Stats., writing health maintenance
organizationinsurance or limited service healthganization
businessexcept for a health maintenancgamization insurer
or an insurer licensed to write only limited service healtaor
nizationbusiness, is subject to s. Ins 51.80.

(b) Health maintenance gannization insurers andsurers
licensedto write only limited service healthganization busi
nessshould maintain a security surplus to provide an ample mar
gin of safety and clearly assure a sound operation. The security
surplusof a health maintenanceganization insurer shall be the
greaterof:

1. Compulsory surplus plus 40% reduced by 1% for each
$33 million of premium in excess of $10 million earned in the
previous12 months; or

2. 110% of its compulsory surplus.

(c) The security surplus of an insurer licenseavrite only
limited service health ganization business shdle not less
than110% of compulsory surplus.

(6) INSOLVENCY PROTECTIONFOR POLICYHOLDERS. (a) Each
health maintenance ganization insurer is required to either
maintain compulsory surplus as requirddr other insurers
unders. Ins 51.80 or tdemonstrate that in the event of insol
vencyall of the following shall be met:

1. Enrollees hospitalized on the date of insolvency will be
covered until dischaged.

2. Enrollees will be entitled to similaalternate coverage
thatdoes not contain any medical underwriting or pre—existing
limitation requirements.

(b) Each insurer licensed to write only limited service health
organizatiorbusiness that provides hospital benefits sttt
onstratethat, in the event of an insolven@nrollees hospital
ized at the time of an insolvency will beovered until dis
charged.

History: Cr. RegisterFebruary2000, No. 530, &f3-1-00.

Ins 9.05 Business plan. All applications for certificates
of incorporation and certificates of authority of a health mainte
nanceorganization insurer or an insurer licensed to write only
limited service health ganization business shall include a-pro
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posed business plan. In addition to the items listed in $31%1
(2) and 613.13 (1), Stats., the followimgformation shall be
containedn the business plan:

(1) OrGaNizaTION TYPE. () The type of health maintenance
organizationinsurer including whether the providersfitidted
with the oganization will be salaried employees, group contrac
tors, or individual contractors.

(b) The type of limited servichealth oganization insurer
including:

1. The name and address of the insurer licensed toantite
limited servicehealth oganization business and the names and
addressesf individual providers, if anywho control the insurer
licensedto write only limited service healthganization busi
ness.and;

2. The typeof omanization, including information on
whetherproviderswill be salaried employees of theganiza-
tion or individual or group contractors.

(2) FEASIBILITY STUDIESAND MARKETING SURVEYS. A sum
mary of feasibility studies or marketing surveys that support the
financialand enrollment projections for the health maintenance
organizationinsurer or the insurdicensed to write only limited
service health oganization business. The summary shall
includethe potential number of enrollees in the operating-terri
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tions of the administrative stiind the projected cost of admin
istration in relation to premium income. If management
authorityfor a major corporate function is delegated to a person
outsidethe oganization, the busineggan shall include a copy

of the contract. Contracts for delegated managemghbrity
shall be filed for approval with the commissioner under ss.
611.67and 618.22, StatsThe contract shall include all of the
following:

(a) The services to be provided.

(b) The standards of performance for the manager

(c) The methoaf payment including, any provisions for the
administratorto participate in the profit or losses of the plan.

(d) The duration of the contract.

(e) Any provisionsfor modifying, terminating or renewing
the contract.

(8) FINANCIAL PROJECTIONS.A summary of: current argto-
jected enrollment;income from premiums by type of payor;
other income; administrativeand other costs; the projected
breakeven point, including the method of funding the accumu
latedlosses until the break even point is reached; and a summary
of the assumptions made in developing projected operating
results.

(9) FINANCIAL GUARANTEES. A summary of all financial

tory, the projected number of enrollees for the first 5 years, the guaranteesy providers, sponsors fidifites or parents within a

underwritingstandards tbe applied, and the method of market
ing the oganization.

(3) GEOGRAPHICALSERVICEAREA. The geographical service
areaby county including a chart showing thember of primary

holding company system, aany other guarantees which are
intendedto ensure the financial successtloé health mainte
nanceorganization insurerThese include hold harmless agree
mentsby providers, insolvency insurance, reinsurance or other

andspecialty care providers with locations and service areas byguarantees.

county;the method of handling engamcycare, with locations
of emegency care facilities; and the method of handling out—of—
areaservices.

(4) ProVIDER AGREEMENTS. The extent to which any tiie
following will be included in provider agreements and the form
of any provisions that do any of the following:

(a) Limit the providers’ ability to seek reimbursement for
coveredservices from policyholders or enrollees.

(b) Permit or require the provider to assume a financial risk
in the health maintenancegamization insurerincluding any
provisionsfor assessing the provideadjusting capitation or
fee—for—serviceaates, or sharing in the earnings or losses.

(c) Govern amendingr terminating agreements with pro
viders.

(5) ProVIDER AVAILABILITY. A description of how services
will be providedo policyholders in each service area, including
the extent to which primary care will bgiven by providers
undercontract withthe health maintenanceganization insurer

(6) QuALITY ASSURANCE. A summary ofcomprehensive
quality assurance standards that identyaluate and remedy
problemsrelated to access to care and continuity and quatlity
care. The summary shall address all of the following:

(8) A written internal quality assurance program.

(b) Written guidelines for quality of catudies and moni
toring.

(c) Performance and clinical outcomes—based criteria.

(d) Procedures for remedial action to address quality-prob
lems, including written procedures for taking appropriate- cor
rectiveaction.

(e) Plans for gathering and assessing data.

(f) A peer review process.

(9) A process to inform enrollees on the resoftthe insur
er's quality assurance program.

(h) Any additional information requested by the commis
sioner.

(7) PLAN ADMINISTRATION. A summaryof how administra
tive services willbe provided, including the size and qualifica

(10) CoNTRACTSWITH ENROLLEES. A summary of benefits to
be offered enrolleesncluding any limitations and exclusions
andthe renewability of all contracts to be written.

History: Cr. Register February, 2000, No. 530, eff. 3-1-00

Ins 9.06 Changes in the business plan. (1) A health
maintenanc@rganization insurer or an insurer licensed to write
only limited service health ganization business shall file a
written report of any proposed substantial change in its business
plan. The insurer shall file the report at least 30 days prior to the
effective date of the change. Thefioé may disapprove the
change. The insurer may not enter into any transactionjract,
amendmento a transaction or contract or take actiommaike
any omission that is substantiathange in the insurer busi
nessplan prior to the ééctive date of thehange or if the change
is disapproved. Substantial changes include changes in articles
andbylaws, oganization type, geographicsgrvice areas, pro
vider agreements, provider availabilitplan administration,
financial projections and guarantees and any other change that
might affect the financial solvency of the plan. Any chaniges
theitems listed in s. Ins 9.05 (4) shall be filed under this section.

(2) A change in the quality assurance plan conducted in
accordancavith s. Ins9.40 and s. 609.32, Stats., is not a report
ablechange in a business plan.

History: Cr. RegisterFebruary2000, No. 530, &3-1-00.

Ins 9.07 Copies of provider agreements. (1) Not-
withstandingany claim of trade secret or proprietary informa
tion, all managed care plan insurers and limited service health
organizationnsurers shall, upon request, make available to the
commissionerll executed copies of any provider agreements
betweenthe insurer and subcontracts with individual practice
associationsr individual providers. Managed care plans; pro
vider networks or independent practice associations may assert
thata portion of the contracts contain trade secrets and the com
missionermay withhold that portion from thmsurer to the
extentit may be withheld under s. Ins 6.13.

(2) All health maintenanceganization insurers ansurers
licensedto write only limited service healthganization busi
nessshall file with thecommissionerprior to doing business,
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copiesof all executed provider agreements and other contractssubjectto s. 609.911) (c), Stats., in accord with s. 609.925 (1),
coveringliabilities of the health maintenanoeganization. For Stats.,is efective only if filed on the form prescribed by the
contractswith providers, a lisbof providers executing a standard commissione&nd if the form is properly completed.

contractand a copy of the form dhe contract may be filed (2) A notice of termination of election to be exempt from s.
insteadof copies of the executed contracts. 609.91(1) (b), Stats.in accord with s. 609.92 (4), Stats., or a
History: Cr. RegisterFebruary2000, No. 530, &f3-1-00. noticeof termination of election to be subject to s. 609.91 (1) (c),
) ) Stats.,in accord with s. 609.925 (2), Stats., shall be filed on the
Ins 9.08 Other reporting requirements. (1) ANNUAL form prescribed by the commissionedotices described in this

STATEMENT. All insurersauthorized to write health maintenance subsectiorthat are filed with the commissioner but are nothen
organizatiorbusiness and insurdisensed to write only limited  prescribedfiorm or are not properly completed are nevertheless
servicehealth oganization business shall file with the commis  effective.

sionerby March 1 of each year an annual statement for the pre (3) In accordance with s. 609.93, Stats., a provider nuay
cedingyear A health maintenance ganization insurer shall o, o cisean election under s. 609.92 or 609.925, Stats. - sepa
usethe current health maintenancgamization annual state el from a clinic or an individual practice association with
mentblank prepared by the nationasociation of insurance  regnect to health care costs arising from health care provided
commissioners. undera contract with, or through membership in, the individual

(@) A health maintenanceganization insurer shall include  practiceassociation or provided through the clinic.
with its annualstatement a statement of covered expenses, and History: Cr. RegisterFebruary2000, No. 530, &f3-1-00.

a special procedures opinion from a certified public accountant,
in the form prescribed by the commissioner as appefdix Ins 9.10 Receivables from affiliates. A receivable,

(b) A health maintenancerganization insurer shall file a  noteor other obligation of an fiifate to a health maintenance
quarterlyreport, includinga report concerning covered expen organizationinsurer and limited service healthganization
ses,in a form prescribed by the commissioner withindéfys insurershall be valued at zero by the insurer for all purposes
afterthe close of each of the first 3 calendar quarters of the yearincluding, butnot limited to, the purpose of reports or statements
unlessthe commissioner has notified the insurer that another filed with the ofice, unless the commissioner specifically

reportingschedule is appropriate. approvesa diferent value. The dirent value shall be not more
(c) A health maintenanceganization insurer shall include  thanthe amount of the receivable, noteotrer obligation which
with its annual audit financial reports filed undems 50.05 a is fully secured by a security interest in cash or cash equivalents

statemenbf covered expenses and an audit opinion concerning heldin a segregated account or trust.
the statement. Both the statement and opinion shall be in the History: Cr. RegisterFebruary2000, No. 530, &f3-1-00.
form prescribed by the commissioneraggpendix B and are due ) o )
no later than May 1 of each year Ins 9.11 Receivables from Individual Practice

(2) QUARTERLY REPORT. An insurer writing health mainte ~ Association (“IPA”).  After December 31, 1990, a health
nanceorganization business, other than a health maintenanceMaintenancerganizationinsurer shall value receivables, notes
organizationinsurer shall file ’a quarterly report in a forpre or obligations of individual practice associations as defined
scribedby the commissioner within 45 days after the close of Unders. 600.03 (23g), Stats., zgro for all purposes including,
eachof the first 3 calendar quarters of the year unless the com but not limited to, the purpose of reports or statements filed with

missionemotifies the insurer that another reporting schedule is the office, unless the receivable, note or obligatiorfuity
appropriate. secureddy a security interest in cash or casjuivalents held in

. - asegregated account or trust.

_(3) PresumpTiONS. (a) If ahealth maintenanceganization His?ory:g Cr. Register February2000, No. 530, £3-1-00.
insurerfails to file a statement or opiniagequired under subs.

(1) to (3) by the time required, it is presumed, in any action Ins 9.12
broughtby the ofice within one year othe due date, that the |
healthmaintenance ganization insurer is in financially hazard
ouscondition and that the percentage of its liabilities for health
carecosts which are covered liabilities is and continues tedse nanceorganization insurer issues coverage which is not typi

than65% for the purpose of s. 609.95, Stats. cally included in a health maintenanceganization or limited

(b) Itis presumed that the percentage of liabilities that are servicehealth oganization policy and thiesurer does any of the
coverediabilities of a healtimaintenance ganization insurer  following:

is and continues to be not greater than the percentage of covered

expensestatedin the report or statement filed under subs. (1) (2) Markets the po_llcy contalr?lr_lg the coygrage.
to (3) for the most recent period. (b) The total premium for policies containing the coverage

exceedr is projected to exceed 5% of total premium earned in
any 12—month period.

(2) Insurancebusiness is incidental or immaterial under s.
609.03(3) (a) 3., Stats., if the business is written according to the
termsof a specific business plan for issuance of coverage under
s.609.03 (3) (a) 3., Stats., and the business plan is approved in
writing by the ofice. A requesfor approval to do business
underthis paragraph including, but not limitéa, issuance of
policieswith pointof service coverage, shall include a detailed

Incidental or immaterial indemnity busi -

ness in health maintenance organizations. (1) Except

as provided by sub. (2), insurance business is not incidental or
immaterialunder s. 609.03 (3) (a) 3., Stats., if a health mainte

(c) The health maintenanceganization insurer has thueir-
denof refuting a presumption under péa) or (b).

(4) ANNUAL STATEMENT FORM. An insurer licensed to write
only limited service health ganization business shall use the
currentLimited Service HealtiOrganization annual statement
blank prepared by the national association of insurancemis
sioners. All other insurers shall file an annual repiora form
prescribed by the commissioner

Note: The list of the forms describéa subs. (1) and (4) may be obtained from

the Office of the Commissioner of Insurance, ©. Box 7873, Madison, WI businessplan, a copy of the policy form, a detailed description
53707-7873. of how the business will be marketed gandmium volume con
History: Cr. RegisterFebruary2000, No. 530, &f3-1-00. trolled, and other informatioprescribed by the fife. The total
premiumfor policies containing coverages subject to thispara
Ins 9.09 Notice of election and termination of hold graphand policies issued under sub. (1) may not exceed 10% of

harmless. (1) A notice of election to be exempt from s. premiumearned or projected to be earned in any 12—month
609.91(1) (b), Stats., or a notice of termination of election to be period.
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(3) If the commissioner approves insurance business as inci 9.34,9.35, 9.37, 9.38, 9.39, 9.40 (1) to (7), and Y20 (7),

dentalor immaterial the commissionsray also, by order under
s.Ins 9.04 (2), require the insurer to maintain more than the mini
mum compulsory surplus.

solely with respect to services provided by the silgrdvider
network, if the plan also covers services by providers that the
insurerowns or employs, or another participating providén

(4) Forthe purpose of this section, any coverage that coversinsureris not exempt from those provisions with respectpma

serviceshy a provider other thaa participating provider is not
typically included in a health maintenancegamization or lira
ited service health ganization policyexceptcoverage of emer
gencyout—of-area services.

History: Cr. RegisterFebruary2000, No. 530, &3-1-00.

Ins 9.13 Summary. A health maintenanceganization
insurershall use the form prescribed in appendixo comply
with s. 609.94, Stats.

History: Cr. RegisterFebruary2000, No. 530, &3-1-00.

Ins 9.14 Nondomestic HMO. No certificate of auther
ity may be issued under ch. 618, Stats., to a persdahealth
maintenanc@rganizationor limited service health ganization
businessn this state unless the person amized andegulated
asan insurer and domiciled in the United States.

History: Cr. RegisterFebruary2000, No. 530, &3-1-00.

Ins 9.15 Time period. In accordance with s. 2278,
Stats. the commissioner shall review anke a determination
on an application for a certificate of authority within 60 business
daysafter it has been received.

History: Cr. RegisterFebruary2000, No. 530, &f3-1-00.

Subchapter Il — Market Conduct Standards for
Managed Care Plans

Ins 9.30 Purpose. This subchapter establishes market
conductstandards for insurersfefing managedare plans, pre
ferred provider plansand limited service health ganizations
doing business in \igconsin. These requirements are in addi
tion to any other statutory or administrative rule requirements
that apply to insurers &ring managed care plansieferred
providerplans or limited service healthgamizations.

History: Cr. RegisterFebruary2000, No. 530, &3-1-00.

Ins 9.31 Scope. This subchapter applies to alkurers
providing managed care plans or limited service healga-or
nization plans in this state. The insurer shetisure that the
requirementsof this subchapter ammet by all managed care
plans,preferred provider plans or limited service healtiaer
nization plans issued by the insurefhe commissioner may

vider that is not a silent provider network.

(2) DE MINIMUS LIMITED EXCEPTION. Insurers writingman
agedcare plans are exempt from meeting the requirements under
$s.609.22 (1) to (4) and (8), 609.32 and 6093tts., ss. Ins
9.34(2) (a) and (b), 9.40 (1) to (7), adck2 (6) and (7), with
respecto a managed care plan, if the insurer meets all of the fol
lowing requirements.

(@) The managed care plarovides comprehensive benefits
to insureds of at least 80% coverage for in—plan providers.

(b) The insures only financial incentivéo the insureds to
utilize participating providers is a co—insurancdetiéntial of
not more than 10% between in—plan versusmifin providers.
Exceptfor the co—-insurance dérential of no greater than 10%,
all benefits, deductibles and co—payments must be the same
regardlesof whether the insured obtaibgnefits, services or
suppliesfrom in—plan or dfplan providers.

(c) Theinsurer makes no representation regarding quality of
care.

(d) The insurer makes no representation that the managed
careplan is apreferred provider plan or that the plan directs or
is responsible fothe quality of health care services. Nothing in
this paragraph prevents an insurer from describing the availabil
ity or limits on availability of participating providers the
extentor limits of coverage under the managed care plan-f par
ticipating or non-—participating providers are utilized by an
insured.

(e) The insureratthe time an application is solicited, does
all of the following.

1. Discloses to a potentiapplicant, and allows the appli
canta reasonablepportunity to reviewa directory which rea
sonablyand clearly discloses the availability and location of
providers:

a. Within reasonable travel distance from the principte
tion of the place of employment of employees likely to enroll
underthe plan, if the applicant is an employer; or

b. Within reasonable travel distance from the residence of
the proposed insured, for any other application.

2. Obtains on the application, on an addendum to the
application,the applicang signedacknowledgement that the

approvean exemption to this subchapter for an insurer to market gpplicant:

amanaged care plan, preferred provider plan or limited service

healthorganization plan if the plan is filed with the commis
sionerand the commissioner determines that all of the following
conditionsare met:

(1) Thecoverage involves ancillagoverage with minimal
costcontrols, such aminimal cost controls involving vision,
prescriptioncards or transplant centers.

(2) The costcontrols are unlikely to significantlyfatct the
pattern of practice.

(3) Theexemption is consistent with the purpa¢his sub
chapter.

History: Cr. RegisterFebruary2000, No. 530, &f3-1-00.

Ins 9.32 Limited exemptions. (1) SILENT DISCOUNT.
An insurer with respect to a managed care plan:

(@) Is exempt from meeting the requirements under ss.
609.22,609.24, 609.32, 609.34, 609.36 and 632.83, Statd.,

a. Has reviewed the disclosure under subd. 1.;

b. Understands that participating providers may or nay
be available to provide services and that the insurer is not
requiredto make participating providers available; and

c. Understands that the plan wilfovide reduced benefits
if the insured uses a non—participating provider

3. Provides to each applicantapy of the provider direc
tory at the time the policy is issued.

4. The insurer provides access to translation servicelsdor
purposeof providing information concerning benefits, to the
greatesextent possiblaf a significant number of enrollees of
the plan customarily use languages other than English.

History: Cr. RegisterFebruary2000, No. 530, &3-1-00;correction in (1)
(a) made under s. 13.93 (2m) (b) 7., Stats

Ins 9.33 Grievance procedure. (1) DEFINITION AND
EXPLANATION OF THE GRIEVANCE PROCEDURE. (&) Each managed

ss.Ins 9.33, 9.34, 9.35, 9.37, 9.38, 9.39, 9.40 (1) to (7), 9.42 (1) careplan, limited service healthganization plan and preferred

to (7), if the only owned, employed, or participating provider

providerplan shall incorporate within its policies, certificates or

providing services covered under the plan is a silent provider outline of coverage, if required, the definition @frievance in

network.

(b) Is exempt from meeting the requirements under ss.
609.22,609.24, 609.32, 609.34, aBd9.36, Stats., and ss. Ins

s.Ins 9.01 (5). The managed care plan, preferred proplder
or limited service health ganization plan shall develop an
internal grievance procedure that shall be describeé&aoh
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policy and certificate issued to enrollegsthe time of enroll
mentor issuance. In accord with s. 632.83 (2) (a), Stats.; man
agedcareplans, preferred provider plans and limited service
healthorganization plan shall investigate each grievance.

(b) Insurers issuing Medicare + Choice plahall follow the
Medicare+ Choice grievancand appeal procedures in accord
ancewith 42 CFR 422.561 (1998), unless the insurer determines
that a grievance or appeal is not subjecéd®b CFR 422.561
(1998)and then the insurer shall follow the procedures set forth
in this section.

(2) NOTIFICATION OF RIGHT TO APPEAL DETERMINATION. In
additionto the notice requirement under sub. égch time the
managedcare plan, preferred provider plan or limitegkvice
healthorganization plan denies a claim or benefit or initialies
enrolimentproceedings, the managed care plan, preferred pro
vider plan or limited servicéealth oganization plan shall notify
the affected enrollee of their right to file a grievance. For pur
posesof this subsection, denial or refusal of an enrdlleefjuest
for a referral fronthe insurer shall be considered a denial of a
claim or benefit. When notifying an enrollee of their right to
grievethe determination, the managed galam, preferred pro
vider plan or limited servicéealth oganization plan shall either
directthe enrollee to the certificate section that delineates the
procedurefor filing a grievance or shall describe, in detail, the
grievanceprocedure to the enrolle@he naotification shall state
the specific reason for the denial or initiation.

(3) ACKNOWLEDGMENT OF RECEIPTOF GRIEVANCE. The man
aged care plan, preferred provider plan or limited service health
organizationplan shall, within 5 business days of receipt of a
grievancedeliver or deposit in the mail to the grievant a written
acknowledgmenbf receipt of the grievance.

(4) TIMELINESS OF NOTIFICATION AND RESOLUTIONOF GRIEV-
ANCE. The managedare plan, preferred provider plan or limited
servicehealth oganization plarshall resolve a grievance within
30 calendar days of receiving the grievancethéfmanaged care
plan, preferredprovider plan or limited service healttganiza-
tion plan is unable to resolve the grievance within 30 calendar

WISCONSINADMINISTRATIVE CODE
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accommodationso allow the enrollee whfiled the grievance,
or the enrollees authorized representative, to participate in the
meeting.

(d) In addition to the requirements®f632.83 (3) (b), Stats.,
the grievance panel shall not include the person or persons who
ultimately made the initial denial determination. The panay
includeno more tharl of the person or persons’ subordinates
only if the panel consists of at least 3 persons. The panel may
however consult with that person or persons.

(e) The enrollee member of the panel shall not be an
employeeof the plan to the extent possible.

() The panel may consult with a licendeehlth care pro
vider with expertise in the field relating to the grievance.

(g) The pane$ written decisiorto the grievant as described
in s. 632.83 (3) (d), Stats., shall be signed by one member of the
paneland include a written description of position titles of panel
membergnvolved in making the decision.

(6) EXPEDITEDGRIEVANCEPROCEDURE. Subsections (3) to (5)
do not apply to situations where the normal duration of the-griev
anceresolution process could have adverse hedtletsffor the
enrollee. Forthese situations, the managed care plan, preferred
providerplan and limited service healthganization plan shall
developa separate expedited grievance procedure for expedited
grievancesituationsand inform the enrollees of this procedure
atthe time of enrollment. This procedure shall require aman
agedcare planpreferred provider plan or limited service health
organizationplan to resolve an expeditgdgievance as expedi
tiously as the enrolleg’health condition requires but not more
than72 hours after receipt of a grievance.

(7) REPORTINGREQUIREMENTS. The managed care plare
ferredprovider plan and limited service healtigamnization plan
shall record, retain, and report records é&arch complaint and
grievancein accordance with all of the followingquirements:

(a) Each record of each complaint and grievance submitted
to the managed care plan, preferred provider plan or limited ser
vice health oganization shalbe kept and retained for a period

days,the time period may be extended an additional 30 calendarof at least three years.

daysif all of the following are met:

(a) The managed care plan, preferred provider plan or limited
servicehealth oganization plan notifies, in writing, thgerson
who filed the grievance that the managed care plan, preferred
providerplan or limited service healthganization plan has not
resolvedthe grievance.

(b) The managed care plan, preferpedviderplan or lim
ited service healtlorganization notifies the person who filed the
grievancewhen resolution of the grievance may be expected.

(c) The managed care plan, preferred provider plan or limited
servicehealth oganization notifies the person who filed the
grievanceof the reason additional time is needed.

(5) GRIEVANCE PROCEDURE. A grievance procedure shall
includeall of the following:

(&) A method whereby the enrollee who filed the grievance,
or the enrollees authorized representative, has the right to
appeaitin person before the grievance panel to present watten
oral information. Themanaged care plan, preferred provider
planor limited service health ganization shalpermit the griev
antto submit writterguestions to the person or persons responsi
ble for making the determination that resulted in the grievance
unlessthe managedare plan, preferred provider plan or limited
service oganization permits the grievant to meet with and gques
tion the decision maker or makers.

(b) The managed care plan, preferpedviderplan or lim
ited service health ganization plan shall inform thenrollee,
in writing, of the time and placaf the meeting at least 7 calendar
daysbefore the meeting.

(c) The managed care plan, preferred provider plan or limited
service health oganization planshall provide reasonable

(b) Each provider contract and administrative services agree
mententered into between a managed care plan, preferred pro
vider plan or limited service healthrganization plan and a pro
vider shall contain a provision under whitte provider must
identify complaints and grievances in a timely manner and for
wardthese complaints and grievances in a timely manner to the
managecdcare plan, preferred provider plan or limiteghvice
healthorganization for recording and resolution.

(c) The managed care plan, preferred provider plan or limited
servicehealth oganization plan shall submit a grievance experi
encereport required by s. 632.83 (2) (c), Stats., tacthramis
sionerby March 1 of each yeaiThe report shall provide infor
mationon all grievances received during the previous calendar
year. The report shall b a form prescribed by the commis
sionerand, at a minimum, shall classify grievances into the fol
lowing categories:

1. Plan administration including plan marketing, policy
holder service, billing, underwriting, or similadministrative
functions.

2. Benefit services including denial of a benefit, quality of
care, refusal to refer enrollees or to provide requested services.

(d) Each insurer ¢&éring a managed care plan, preferred pro
vider plan or limited servic@ealth oganization plan shall main
tain, at its home or principalfafe, all records on complaints and
grievances.The insurer shall make these records available for
review during examinations by avn request of the commis
sioner.

(8) MEDICARE + CHOICE REPORTINGREQUIREMENTS. Medk
care+ Choice plans shall report to the commissioner the number
of appeal requests received as required by the Health Care
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FinancingAdministration and any other information the com
missionermay request.

(9) CoMMISSIONERANNUAL REPORT. The commissioneshall
by June 1 of eackiear prepare a report that summarizes griev
ance experience reports received by the commissioner from
managedcare plans, preferred provider plaarsd limited ser
vice health oganization plans. The report shall also summarize
OCI complaintgnvolving the managed care plan, preferred pro
vider plan andimited service health ganization plan that were
receivedby the ofice during the previous calendar year

Note: A copy of the grievance experience redorm OCI26-007, required
underpar (7) (c),may be obtained from the f@e of the Commissioner of Insur
ance,P. O. Box 7873, Madison WI 53707-7873.

History: Cr. RegisterFebruary2000, No. 530, &f3-1-00;corrections in (1)
(a), (5) (d), (9), and (7) (c) (intp.) made under s. 13.93 (2m) (b) 7., Stats

Ins 9.34 Access standards. (1) ANNUAL CERTIFICA-
TION. An insurer dering a managed care plan stigdl a certift
cation with the commissioner within 3 montfter the dective
dateof this rule, and thereaftemo later than August 1 of each
year shall submit an annual certification to tbemmissioner
demonstratingompliancewith the access standards of this-sec
tion and with s. 609.22, Stats., and s. Ins 9d82he preceding
year. The certification shall be submitted on a form prescribed
by the commissioner and signed by aficef of the company

(2) ADDITIONAL REQUIREMENTS. An insurer dfering a man
agedcare plan shall have the capability to:

(a) Provide covered benefits by plan providers with reason
able promptness with respettt geographic location, hours of
operation,waiting times for appointments in provideffioés
andafter hours careThe hours of operation, waiting times, and
availability of after hours care shall reflect the usual practice in
the local area. Geographic availability shall reflect the usual
medicaltravel times within the community

(b) Have suicient number and type of plan providers to-ade
quatelydeliver all covered services based ondhenographics
andhealth status of current and expected enroieesed by the
plan.

(c) Provide24-hour nationwide toll-free telephone access
for its enrollees to the plan or to a participating provider for
authorizationfor care which is covered by the plan.

Note: A copy of the annual certification form may be obtained from tlfie€f
of the Commissioner of Insurance @ Box 7873, Madison, WI 53707-7873.
History: Cr. RegisterFebruary2000, No. 530, &3-1-00.

Ins 9.35 Continuity of care. (1) In addition tothe
requirement®f s. 609.24, Stats.,raanaged care plan shall do
either of the following:

(a) Upon termination of a provider from a managed péa®,
the plan shall appropriately notify all enrollees of the termina
tion, provide information orsubstitute providers, and at least

COMMISSIONEROF INSURANCE
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3. If the terminating provider is a specialist and the managed
careplan does not require a referral, the provileontractvith
the plan shall comply with the requirements of s. 60924fs.,
andrequire the provider to post a notificatioftermination with
theplan in the provides ofice the greater of 30 days prior to the
terminationor 15 days following the insurerreceipt of the pro
vider’s termination notice.

(b) 1. Upon termination of a provider from a managed care
plan,the plan shall notify all &cted enrollees of the termina
tion and each enrolleg’options for receiving continued care
from the terminated provider not later than 30 days prior to the
termination, or upon notice by the provider if the plan receives
lessthan 30 days notice. A managed care plan shall provide
informationon substitute providers to alffe€ted enrollees.

2. If the provider is a primary provider atite managed care
planrequires enrollees to designate a primary proyvitierplan
shall notify all enrollees who designated the terminating
vider.

(2) A managed carglan is not required to provide continued
coverageor theservices of a provider if either of the following
aremet:

(@) The provider no longer practices in the managed care
plan’s geographic service area.

(b) The insurer issuing the managed care plan terminates the
provider’scontract due to misconduct on the part of the provider

(3) Themanaged carplan shall make available to the com
missionerupon request all information needed to estaluiiise
for termination of providers.

(4) Medicare+ Choice plans are not subject to s. 609.24 (1)
(e), Stats., in accordance with 42 USC 1395w-26 (3) (B) ii.
History: Cr. RegisterFebruary2000, No. 530, &f3-1-00.

Ins 9.36 Gag clauses. (1) No contract between a man
agedcare plan and a participating provider may limit the provid
er’'s ability to disclose information, to or on behalf of an enrollee,
aboutthe enrollees medical condition.

(2) A participatingprovider may discuss, with or on behalf
of an enrollee, all treatment options and any other information
that the provider determines to be in the best interest of the
enrollee and within the scope of the providemprofessional
license. A managedare plan may not penalize the participating
provider nor terminate the contract of a participating provider
becausehe provider makes referrals to other participating pro
vidersor discusses medically necessary or appropriate care with
or on behalf of arenrollee. A managed care plan may not retali
ate against aprovider for advising an enrollee of treatment
optionsthat are not covered benefits under the plan.

History: Cr. RegisterFebruary2000, No. 530, &3-1-00.

Ins 9.37 Notice requirements. (1) PROVIDED INFOR-

identify the terminated providers within a separate section of the marion. Prior to enrolling members, managed care plans shall

annualprovider directory In addition, theplan shall comply
with the following as appropriate:

1. If the terminating provider is a primapyovider and the
managectare plan requires enrollees to designate a primary pro
vider, the plan shall notify each enrollee who designatedtethe
minating provider of the termination the greater of 30 ghigs
to the termination or 15 dayellowing the insureis receipt of
the provider's termination notice and shall describe eawmiolk
ee'soptions for receivingontinued care from the terminated
provider.

provideto prospective group or individual policyholders infor
mationon the plan including all of the following:

(@) Covered services.

(b) A definition of emegency and out—of-area coverage.
(c) Cost sharing requirements.

(d) Enrollment procedures.

(e) Limitations on benefits including limitations on choafe
providersand the geographical area serviced by the plan.

(2) ProvVIDER DIRECTORIES. Managed care plans shall make

2. If the terminating provider is a specialist and the managed currentprovider directories available to enrollees upomolt
careplan requires a referral, the plan shall notify each enrollee Mment, and no less than annualffollowing the first year of

authorized by referrdb receive care from the specialist of the
terminationthe greater of 30 days prior to the termination or 15
daysfollowing the insures receipt of the providés termina
tion notice and describe each enrokeeptions for receiving
continuedcare from the terminated provider

enrollment.

(3) OBSTETRICIANS AND GYNECOLOGISTS. Managed care
plansthat permit obstetricians or gynecologists to serve as pri
mary providers shall clearly so state in enrolimemterials.
Managedcare plans that limit access to obstetricians and-gyne
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cologistsshall clearly state in enroliment materials gnecess stancesinder which the health maintenancgamization or lim

for obtaining referrals. ited service health ganization may disenroll an enrollee.
(4) STANDING REFERRALCRITERIA. Managed care plarshall ~ (2) ENROLLEEDISENROLLMENTCRITERIA. Except as provided
makeinformation available to their enrolledsscribing the cri in s. 632.897, Stats., the health maintenanganization or lim

teriafor obtaininga standing referral to a specialist, including ited service health ganization may only disenroll an enrollee
underwhat circumstances and for what services a standing refer if one of the following occurs:

ral is available, how to request a standing referral; and how to  (a) The enrollee has failed to pay required premiums by the
appeala standing referral determinatiorfor purposes of s.  endof the grace period.

609.22(4), Stats., andhis subsection, referral includes prior (b) The enrollee has committed acts of physical or verbal
authorizationfor services regardless of use or designatiom of  5pyse that pose a threat to providers or other members of the
primary care provider organization.

History: Cr. RegisterFebruary2000, No. 530, &3-1-00. (c) The enrollee has allowed a nonmember to use the health

maintenancer limited service health ganizations certifica
tion card to obtain services or hlasowingly provided fraudu
lent information in applying for coverage.

(d) The enrollee has moved outside of the geographical ser
vice area of the g@anization.

(e) The enrollee is unable to establish or maintain a satisfac
tory physician—patientelationship with the physician responsi
ble for the enrollees care. Disenrollment @n enrollee under
this paragraph shall be permitted only if the health maintenance

vice area need not be stated in the text of the policy or certificate g{gaigt'ﬁg?ﬂrgiu'2?|'t§fdtﬁ§r%ﬁ§vciﬁal-th ganization can deman
if such definition is adequately described in an attachment that . ng: .
is given to all enrollees along with the policy or certificate. 1. Provided the enrollee with the opportunity to select an

(2) DISCLOSURE OF EXCLUSIONS, LIMITATIONS AND EXCEP- alternateprimary care physician. .
Tions. Clear disclosure of any provision that limits benefits or | 2- Made a reasonabéfort to assist the enrollee in estab
accesdo services in the exclusions, limitations, and exceptions /iShing a satisfactory patient—physician relationship.

Ins 9.38 Policy and certificate language require -
ments. Each policy form marketed or each certificate issued
to an enrollee by a managed care plan or limited service health
organization plan shall contain all of the following:

(1) Derinimions. A definition of geographical servigea,
emergencycare, ugent care, out—of-area service, dependent
andprimary providerif these terms or terms of similar meaning
areused in thepolicy or certificate and have arfedt on the
benefitscovered by the plan. The definitiohgeographical ser

sectionsof the policyor certificate. Among the exclusions, limi 3. Informed the enrollee that he or she may file a grievance
tationsand exceptions that shall be disclosed are those relatingon this matter
to: (3) PROHIBITED DISENROLLMENT CRITERIA. Notwithstanding

(@) Emegency and uent care. sub. (2), the health maintenancganmization or limited service

healthorganization plan may not disenroll an enrollee for rea

(b) Restrictions on the selection of primanyreferral pre sonsrelated to any of the following:

viders. . .
(c) Restrictions on changing providetaring the contract () The physmal or mental condition of the enrgllee.
period. . (b) The failure of the enrollee to follow a prescribed course
: ; of treatment.
tiblgjs). Out-of-pocket costs including copayments and deduc (c) The failureof an enrollee to keep appointments or te fol

low other administrative procedures or requirements.

(4) ALTERNATIVE COVERAGEFORDISENROLLEDENROLLEES. A
healthmaintenance ganizationor limited service health ga-

(e) Any restrictions on coverage for dependents who do not
residein the service area.

(3) DISCLOSUREOFMANDATED BENEFITS. Clear disclosuref nization otherthan a Medicare + Choice plan that has disen
all benefit mandates outlined inigonsin statutes. rolled an enrollee for any reason except failure to pay required

(4) DISCLOSUREOFPROCEDURES\ND EMERGENCYCARENOTI- premiumsshall make arrangements to provide similar alternate
FicaTION. Managed care plans shall do all of the following in a insurance coverage to the enrollee. In the case of group-certifi
mannerconsistent with s. 609.22, Stats.: cateholders, the insurance coverage shall be continued until the

(a) Provide a description of the procedure for an enrollee to affectedenrollee findsis or her own coverage or until the next
obtain any required referral, including the right to a standing opportunityto change insurers, whichever comes firlst.the
referral,and notice that any enrollee may request the criteria for caseof an enrollee covered on an individual basisyverage
the standing referral. shallbe continued until the anniversary date of the policy or for

(b) Provide a description of the procedure for any enrollee to ©n€year whichever is earlier
obtaina second opinion from a participating plan provice® History: Cr. RegisterFebruary2000, No. 530, &3-1-00.
sistentwith s. 609.22 (5), Stats. Ins 9.40 Required quality assurance plans. (1) In

(c) Consistent with s. 609.22 (6), Stats., a managed care plarthis section:
may require enrollees to notify the insurer of egeaticy room 3y “HEDIS data” means the elements of the Health Plan
usageput in no case may the managed care plan require-notifi gmpjoyerbata and Information Set as defined by the National
cationless than 48 hours after receiving services or before it is 4 ;

dicallvieasible for th e ide th " hieh Committee on Quality Assurance.
medicallyleasibie for Ihe enro provide the Nouce, whie (b) “Quality assurancefheans the measurement and evalua

everis later A managed care plan may impose no grezer : ; : .
alty than assessing a deductible that may not exceed the lesseo" of the quality and outcomes of medical care provided.

of 50% of covered expenses for egesrcytreatment or $250.00 (c) “Preferred provider plan” means a managed caretjiéan
for failing to comply with emegency treatment notification ~ Meetsthe definitionin s. 609.01 (4), Stats. A preferred provider
requirements. plandoes not include any of the following:

History: Cr. RegisterFebruary2000, No. 530, &3-1-00. 1. Coverage written in whole or in part Byhealth mainte

nanceorganization insurer as defined under s. 600.03 (23c),
Ins 9.39 Disenrollment. (1) DiscLosure. The health Stats.
maintenanc®rganizationor limited service health ganization 2. Coverage where an insurer provides a signifipartion
shall clearly disclose in the policy and certificate any cireum of services to its enrollees through direcinalirect risk transfer

RegisterAugust 2001 No. 548


http://docs.legis.wisconsin.gov/code/admin_code

File inserted into Admin. Code 9-1-2001. May not be current beginning 1 month after insert date. For current adm. code see:
http://docs.legis.wisconsin.gov/code/admin_code

254-9 COMMISSIONEROF INSURANCE Ins 9.42

ence contracts with providersincluding but not limited to 1. By April 1, 2001, establish and filwith the commis

capitation,withholds, global budgets, or tgat expected expen sionera written plan,including specific goals, activities and

sesor claims. time frames to obtain those personnel and other resources, sys
3. Coverage which is marketed by an insurer as, or is, atéms,and contractual arrangemebgsOctober 1, 2003, reason

healthmaintenance ganization plan. ably necessary to enable the insurer to carry out the plan

(2) By April 1, 2000, an insuremith respect to a managed describedunder par(a)or provide a written plan for compliance

careplan that is not a preferred provider plan, and by April 1, With pat (a) or (b) as permitted under pe). _
2007, with respect to a preferred provider plan, shall submita 2 Notlater than April 1 of each calendar year prior to 2004,
quality assurance plan consistent with the requirements of Submita progress report on its actions implementing its plan to

609.32,Stats., to the commissionehe plans shall submit implemen_tits quality_ assurance plan or to comply under (@
quality assurance plan that is consistent with the requirements () This subsection does not apply after March 31, 2007.
of s. 609.32, Stats., by April 1 of eashbsequent yeaiThe qual (4) All insurers, with respect to managed care plans, includ

ity assurance plan shall loesigned to reasonably assure that ing preferred provider plans, shalitablish and maintain a qual
healthcare services provided to enrolleested managed care ity assurance committee and a written policy governing the
plan meet the quality of care standards consistent with prevail activitiesof the quality assurance committee that assigns to the
ing standards of medical practicetie community The quality committeeresponsibility and authority fahe quality assurance
assuranceplan shall document the procedures used to train program. A preferred provider plan shall require all complaints,
employeesf the managed care plantire content of the quality ~ appealsand grievances relating to quality of ctode reviewed
assurancelan. by the quality assurance committee.

(3) (a) No later than October 1, 2003, and by October 1 each  (5) BeginningJune 1, 2002, every health maintenanga-or
year prior to 2007gveryinsurer with respect to a preferred pro  nizationshall submit the HEDIS data, or other standardizee
vider plan, shall submit tthe commissioner a quality assurance setappropriate for health maintenancganizationslesignated
plan appropriate to the plan structure. The quality assuranceby the commissionefor the previous calendar year to the eom
planshall be designed to reasonably assure that health care semissionemo later than June 15 or the HEDIS submission-dead

vicesprovided to enrollees of the preferred provider preet line established by the national commitfeequality assurance
the quality of care standards consistent with prevasitagdards of each year
of medical practice in the communityThe quality assurance (6) BeginningJune 1, 2004, every managed care plan other

programshall, tothe extent it is reasonably given the nature of thana health maintenancegamization plan, shall submit the
thedirect and indirect arrangement with the providers and type standardizeddata set designated by the commissioaed
of plan, be designed to assure the quality of services provided byappropriateto the specific plan type fahe previous calendar
theplan and participating providers. A preferred provider plan yearto the commissioner no later than June 15 of each year
shalllncl_ude inits quallty_assuranaet|V|t|es an an_aIyS|s of th_e (7) No later thanApril 1, 2001, all managed care plans,
plan’sgrievancescomplaints and appeals, statistically credible including health maintenance ganization plans shall:

administrativeclaims data and other data that is reasonably : : .
attainable. An insurer may: ket(iﬁ)g Imngltté(:gg summary of its qualiggsurance plan in its mar

; t'l' Include other qual.lty_%ctlwges SlIJ.Ch. as partl(:lpatnt Sﬁit'bs (b) Include a brief summary of its quality assurance plan and
actionsurveys, community-based quality improvement cellab statement of patient rights and responsibilities with respect to

orationsor health initiatives. . _ theplan in its certificate of coverage or enrollment materials.
2. Substitute a medical director or contracted medical advi (8) BeginningApril 1, 2000, an insurer tering any man

sorfor the peer review process required under s. 609.32 (1) (f), aggedcareplan shall submit an annual certification for each plan

Stats. _ ) ] with the commissioner no later than April 1 of each yé&dre

(b) Aninsurerwith respect to a preferrgaovider plan, shall  certificationshall assert the type of plan and be signed byfan of
alsomeet the requirements of s. 609.32 (2) (a), Stats., by Octobercer of the company OCI shall maintain for public review a eur
1, 2002, including all of the following. rentlist of health benefit plans, categorized by type.

1. Meet the requirements of s. 609.32 (2) (b), Stats., every History: Cr. RegisterFebruary2000, No. 530, £f3-1-00.
four years following initial selection of a providexxcept that

assessmertf clinical outcomes is required only to thetent Ins = 9.42  Compliance program  requirements.

thatthe plan is reasonably able to measure such. (1) All insurers writing managed care plans, preferred provider
. . . . . . plansandlimited service health gaenization insurers, except to
2. Direct appointment of a medical director or medical adVi e extent otherwise exempted under this rule or by statute, are
soris required only to the extent that the plan assumes d'reCtresponsibIefor compliance with ss. 609.22, 609.24, 609.30
responsibilityfor clinical protocols, quality assurance activities 49 35 609 34 609 36and 632.83 Stats. a'pplica'ble’ sections
andutilization management policieS.he insurer may contract ¢ i subchapter and other applicable sections including but
for those services otherwise. _ notlimited to s. In9.07. Insurers, to the extent they are required
(c) Aninsurerwith respect to a preferred provider plan, may to comply with those provisions, shall establish a compliance
usethe quality assurance plan of a health care provider gmoup programand procedures to verify compliance. Nothing in this
anothermanaged care plan to meet the requirements ofa@ar  sectionshall afect theavailability of the privilege established
or (b) and the quality assurance requirements under s. 609.32ynders. 146.38, Stats.
Stats. f all of the following apply: (2) The insurers shall establish and operate a compliance
1. The participating providers in the managed care plan are programthat provides reasonable assurance that:
substantiallythe same as the participating providers in the health (@) The insurer is in compliance with ss. 609.22, 609.24,
careprovider group or managed care plan for whichqiwality  609.30,609.32, 609.34, 609.36nd 632.83, Stats., this sub

assuranc@lan was developed. chapterand other applicablsections including but not limited

2. The preferred provider plan developgracess to moni tos. Ins 9.07.
tor, evaluate and remedy complaints and grievances specific to  (b) Any violations of ss. 609.22, 609.24, 609.30, 609.32,
its health benefit plans and participating providers. 609.34,609.36, and 632.83, Statthis subchapter or any appli

(d) An insurer with respect to a preferred provider plan, cablesections including but not limited to s. Ins 9.07 are detected
shall: andtimely corrections are taken by the insurer
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Ins 9.42

(3) Theinsurets compliance programshall include regular
internal audits,including regular audits of any contractors or
subcontractors who perform functions relating to compliance

with ss.609.22, 609.24, 609.30, 609.32, 609.34, 609.36, and

632.83,Stats., this subchapter or any applicable sections includ
ing but not limited to s. Ins 9.07.

(4) An insurer that materially relies upon another party to
carry out functions under ss. 609.22, 609.24, 609.30, 609.32,
609.34,609.36, and 632.83, Statthis subchapter or any appli
cablesections including but not limited to s. Ins 9.07, shall:

(a) Contractually require the other party to carry out those
functions in compliance with ss. 609.22, 609.24, 609.30,
609.32,609.34, 609.36, angli32.83, Stats., this subchapter and
otherapplicable sections including but not limited to s. Ins 9.07.

(b) Enforce the contractual provisions required under par
(a).

(c) Include in the insurés compliance program provisions
to monitor, supervise and audit the performarafethe other
partyin carrying out the functions.

(d) Maintain management reporsd records reasonably
necessaryo monitor supervise and audit the other patyer
formance.

(e) Include and enforce contractual provisions requiring the
otherparty to give the dice access to documentation demon
strating compliance with ss. 609.22, 609.24, 609.30, 609.32,
609.34,609.36, and 632.8%tats., this subchapter and other
applicablesections including but not limited to s. Ins 9.07 within
15 days of receipt of notice.

() Regularly audit compliance with contract provisions
including audits of internal working papers and reports.

(5) Theinsurer shall maintain all of the following items in its
records:

(8) Any audits, and associated work papers of audits, con
ductedduring the period of review relating to the business and

service operation of the managed care plan, preferred provider

plan or limited service healthganization plan.

(b) All provider directories and provider manuals for the
periodof review The directory shall include, as an addendum,
alist of all providers that disassociated with the insurer or pro
vider network in the review period.

(c) A sample copy of the provider agreement, including those

with a provider network, for each provider category including
hospital,physician, medical clinic, pharmaeyental health ser
vicesand chiropractor

WISCONSINADMINISTRATIVE CODE
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(d) Copies of contracts for management services, data man
agementnd processing, marketing, administrative senaces
casemanagement.

(e) A sample copy of each certificdtmm for the period of
reviewincluding a copy of sample enrollment forms.

(6) Exceptas permitted under sub. (7), iasurer shall main
tain a complete record of the following:

(&) An access plan developed in accordance with s. Ins 9.34
ands. 609.22, Stats., requirements.

(b) A quality assurance plan developed in accordance with
s.Ins 9.40 and s. 609.32, Stats., requirements including means
of identification, evaluation and correction of quality assurance
problems.

(c) Credentialing policies and procedures and a credentialing
plan.

(d) Utilization management procedures and policies.

(e) Minutes from any committee, physician association, or
boardof directors meeting pertaining to quality assurance, uti
lization management, and credentialing.

(7) An insurer that complies with subs. (1) to (5), may permit
anotherparty to maintain any record required unsig. (6), but
only if both of the following requirements are met:

(a) The insurer includes and enforces the contractualprovi
siondescribed in sub. (4) (e).

(b) The insurer produces any required reasittlin 15 days
afterthe ofice requests the record.

(8) An insurer shall maintain all of the following documents
that relate to a silent provider network and shall make them
availableat the request of the commissioner:

(@) Provider and provider network agreemeimsjuding
addendaaddressing reimbursement and discounts.

(b) A listing of providers patrticipating in additional group or
individual discount contracts with the insurer
(c) Policy form numbers of those insurance products with
silentdiscounts and associated marketing materials.

(d) Claims administration guidelindsr processing dis
countsincluding silent discounts.

(e) Detailed documentation and explanation of claystem
datafields and codes that identify silent discounts, other dis
countcalculations, usual and customaasiculations, and billed
andpaid amounts.

History: Cr. RegisterFebruary2000, No. 530, &€f3-1-00;corrections in (1)
to (4) made under s. 13.93 (2m) (b) 7., Stats
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