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Note: Corrections made under s. 13.93 (2m) (b) 6. an8téts., Registedune,
1997,No. 498.

Ins 17.001 Definitions. In this chapter:

(1) “Board” means théoard of governors established under
s.619.04 (3), Stats.

(Im) “Commissioner’means the commissioner mfsur
anceor deputy commissioner actingnder s. 60111 (1) (b),
Stats.

(2) “Fund” means the patientsompensation fund estab
lishedunder s. 655.27 (1), Stats.

(3) “Hearing” means a contested case, as defined.in
227.01(3), Stats.

(4) “Plan” means th&Visconsin health care liability insur
anceplan, a nonprofit, unincorporated association established
unders. 619.01 (1) (a), Stats.

History: Cr. RegisterJuly 1979, No. 283, &8-1-79; am. (intro.) to (4kr.

(1m), RegisterJune, 1990, No. 414 fe7-1-90; r and recr(3), RegisterMarch,
1996,No. 483, ef 4-1-96.

Ins 17.005 Purpose. This chapter implements ss.
619.01and 619.04, Stats., and ch. 655, Stats.
History: Cr. RegisterJune, 1990, No. 414,fe7-1-90.

Ins 17.01 Payment of mediation fund fees. (1) Pur-

December1995, No. 480, &f1-1-96; emeag. am. (3) (intro.), éf 5-28-96 am.
(3) (intro.), RegisterSeptember1996, No. 489, &f10-1-96; emay. am. (3)
(intro.), eff. 8-12-97; am. (3) (intro.), RegisteMovember 1997, No. 503, éf
12-1-97emeg. am. (intro.), (a) and (b),fe6-1-98; emay. am. (3), df 6-1-98;
emerg.am. (3), ef 6-19-98; am. (3), RegisteAugust, 1998, No. 512, fef
9-1-98 emeg. am. (3) (intro.), &f 7-1-99 am. (3) (intro.), RegisteBeptember
1999,No. 535, df 10-1-99; emay. am. (3), df 7-1-00; am. (3), Registehugust,
2000, No. 536, ef 9-1-00; emay. am. (3), &f 7-1-01;CR 01-035: am. (3)
(intro.), Register September 2001 No. 549, #0-1-01; emay. am. (3), €ff
7-1-02,CR 02-035: am. (3), Register September 2002 No. 5610efl-02; CR
03-039:am. (3) Register October 2003 N4, ef. 11-1-03; CR 04-032: am. (3)
RegisterJanuary 2005 No. 589,fe2-1-05;emerg.am. (3), ef 7-1-05; CR
05-028:am. (3) Register October 2005 N®8, ef. 11-1-05; CR 06-002: am. (3)
RegisterJune 2006 No. 606,fe7—1-06; CR 07-002: am. (3), Register June 2007
No. 618, ef. 7-1-07; CR 08-006: am. (3) Register June 2008 No. 6B37-4f-08;
CR09-004: am. (3) Register June 2009 No. 6427efl-09; correction in (2) (e)
madeunder s. 13.92 (4) (b) 6., Stats., Register June 2009 No. 642.

Ins 17.24 Review of classification. (1) Any person
insuredby the plan or covered by the fund may petitionbberd
for a review of its classification by the plan or funthe petition
shall state the basi®r the petition€is belief that its classifica
tion is incorrect. The board shall refer a petition for review to
eitherof the following:

(a) If the petitioner is a hospital or a nursing hamether
entity affiliated with a hospital, to a committegpointed by the
commissioner consisting of 2 representatives of hospitals, other
than the petitiones hospital, and one other person who is

posk. This section implements s. 655.61, Stats., relating to the knowledgeableabout insurance classification.

paymentof mediation fund fees.

(2) Fee. (a) Each physician subjdactch. 655, Stats., except
aresident, and each hospital subjeatio655, Stats., shall pay
to thecommissioner an annual fee to finance the mediation sys
temcreated by s. 655.42, Stats.

(b) The fund shall bill a physician or hospital subject to this

(b) If the petitioner is any person other than a person-speci
fied in par (a), to a committee appointed by the commissioner
consistingof 2 physicians who are not directly or indirectlfjlaf
iatedor associated witthe petitioner and one other person who
is knowledgeable about insurance classification.

(2) Theplan, the fund or both shall provide the committee

sectionunder s. Ins 17.28 (4). The entire annual fee under this with any information needed to review the classification.

sectionis due and payable 30 days aftez fund mails the bill.

(d) The fund shall notify the medical examining board of
eachphysician who has ngaid the fee as required under.par
(b).

(e) The fund shall notify the department of health services of
eachhospital which has not paid the fee as required upaler

(b).

(f) Fees collected under this section are not refundable except

to correct an administrative billing error

(3) Fee scHeDULE. The following fee schedule shall be

effectiveJuly 1, 2009:
(a) For physicians — $25.00.
(b) For hospitals, per occupied bed — $5.00.

History: Cr. RegisterAugust, 1978, No. 272,feP-1-78; emag. r. and recr
eff. 7-2-86; rand recr, RegisterSeptemberl986, No. 369, &f10-1-86; cr(2)
(f), am. (3), Registedune, 1987, No. 378f.. 7-1-87; am. (1), (2) (a), (d) and (e),
(3), r. and recr(2) (b), r (2) (c), Registerdune, 1990, No. 414 fe7-1-90; emeg.
am.(3), ef. 7-1-91; am. (3) (intro.), Registeluly 1991, No. 427, &€f8-1-91;am.
(3) (@) and (b), RegisteOctobeyr1991, No. 430, &f11-1-91; emag. am. (3), df
4-28-92;am. (3), Registeduly, 1992, No. 439, &f8-1-92; emag. am. (1)(3)
(intro.), (a), ef. 7-22-93; am. (1) (3) (intro.), (a), Regist8eptemberl993, No.
453, eff. 10-1-93; am. (3) (intro.), Registelune, 1994, No. 462,fe7-1-94;
emeg. am. (3) (intro.) and (a), fel6-14-95; am. (3)intro.) and (a), Register

(2m) The committee shall reviewthe classification and
reportits recommendation to the petitioner and the board within
5 days after completing the review

(3) Any person that is not satisfiedth the recommendation
of the committee may petition for a hearing under ch. 227, Stats.,
andch. Ins 5 within 30 days after the date of receipt of written
notice of the committees recommendation.

(4) At the hearing held pursuant to a petitiorder sub. (3),
the committee report shall be considered and the members of the
committeemay appear and be heard.

History: Cr. RegisterJuly 1979, No. 283, &f8-1-79; rand recr(1) and (2),
cr. (2m), am. (3) and (4), Registdune, 1990, No. 414,fe7-1-90.

Ins 17.25 Wisconsin health care liability insurance
plan. (1) FiNDINGS. (a) Legislation has been enacted autho
rizing the commissioner to promulgate a plan to provide health
careliability insurance and liability coverage normally inciden
tal to health care liability insurance fasks in this state which
areequitably entitled to but otherwise unable to obtain such cov
erageor to call upon the insurance industry to prepare plans for
the commissiones approval.
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(b) Health care liability insurance, liability coverage -nor
mally incidental to health care liability insurance or both are not
readily available in the voluntary market for the persons speci
fied in sub. (5) (a).

(c) A planfor providing health care liability insurance and
liability coverage normally incidental to health care liability
insuranceshould be enacted pursuant to ch. 619, Stats.

(2) Purpose. This section implements ss. 619.01 and
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occurrenceand $1,000,000 for all occurrencesimy one policy
year.

4. Except as provided in subd. 5., for occurrences on or after
July 1, 1997 $1,000,000 for each occurrence and $3,000,000 for
all occurrences in any one policy year

5. For podiatrists licensed under ch. 448, Stats., for eccur
renceson and after November 1, 1989, $1,000,000 for each
occurrenceand $1,000,000 for all occurrencesaity one policy

619.04,Stats., by establishing procedures and requirements foryear.

a mandatory risk sharing plan to provide health demtaility
insurancecoverage and liability coverage normally incidetdal
healthcare liability insurance on a self-supporting basis for the
personsspecified in sub. (5) (a) and for their employees acting
within the scope of their employment and providing health care
services. This section is also intended to encourage improve

mentin reasonable loss prevention measures and to encourage

the maximum use of the voluntary market.

(3) CovERAGE;EXCLUSIONS. (a) Each policy of health care
liability insurance coverage issubgt the plan shall provide
occurrencecoverage for all of the following:

1. Providing or failing to provide health care services to a
patient.

2. Peer reviewaccreditation andimilar professional activi
tiesin conjunction with and incidental to tipeovision of health
care services, when conducted in good faytthe insured or an
employeeof the insured.

3. Utilization review quality assurance and simijamofes
sionalactivities in conjunction with and incidental to the provi
sionof healthcare services, when conducted in good faith by the
insuredor an employee of the insured.

(b) Each policy issued by the plan shall also provide for sup
plementalpayments in addition to the limits of liability under
par. (d), including attorney fees, litigation expenses, costs and
interest.

(c) The health care liability insurance coverage issued by the
planshall exclude coverage for all of the following:

1. Criminal acts.

2. Intentional sexual acts and other intentional torts.

3. Restraint of trade, anti—trust violations aadketeering.

4. Defamation.

5. Employment, religious, racial, sexual, age and other
unlawful discrimination.

6. Pollution resulting in injury to a 3rd party

7. Actsthat occurred before thefetive date of the policy
of which the insured was aware or should have been aware.

8. Incidents occurring while and insuredicense to prac

(e) The plan may also issue liability coverage normally-inci
dentalto health care liability insurance including aeflthe fol
lowing:

1. Owners, landlords and tenants liability insurance.
2. Owners and contractors protective liability insurance.
3. Completed operations and products liability insurance.
4. Contractual liability insurance.

5. Personal injury liability insurance.

(f) The maximum limits of liability for coverage under par
(e) are $1,000,00@er claim and $3,000,000 aggregate for all
claimsin any one policy year

(5) EuGIBILITY FORPLAN COVERAGE. All of the following are
eligible for insurance under the plan:

(a) A medical or osteopathic physicianpodiatrist licensed
underch. 448, Stats.

(b) A nurseanesthetist or nurse midwife licensed under ch.
441, Stats.

(c) A nurse practitioner licensed under ch. 441, Statso,
meetsat least one of the requirements specified under s. DHS
105.20(1).

(d) A partnership comprised of, andjanized and operated
in this state for the primary purpose of providing the medical ser
vicesof, physicians, podiatrists, nurse anesthetists, nurse mid
wives, nurse practitioners or cardiovascular perfusionists.

(e) A corporation or general partnershiganized anaper
atedin this state fothe primary purpose of providing the medi
cal services ophysicians, podiatrists, nurse anesthetists, nurse
midwives, nurse practitioners or cardiovascular perfusionists.

(f) An operational cooperative sickness care plganized
underss. 185.981 to 185.985, Stats., which directly provides ser
vicesthrough salaried employees in its own facility

(@) An accredited teaching facility conducting approved
training programs for medical or osteopathghysicians
licensedor to be licensedinder ch. 448, Stats., or for nurses
licensedor to be licensed under ch. 441, Stats.

(h) A hospital, as defined in s. 50.33 (2) (a) and (c), Stats.,

tice is suspended, revoked, surrendered or otherwise terminatedbut excluding facilitiesexempted by s. 50.39 (3), Stats., except

9. Criminal and civil fines, forfeitures and other penalties.

10. Punitive and exemplary damages.

11. Liability of the insured covered by other insurance, such
asworkers compensation, automobile, fioe general liability

12. Liability arising out of the ownership, operation or
supervisiorby the insured of a hospital, nursing home or other
health care facility or business enterprise.

13. Liability of others assumed by the insured under a con
tractor agreement.

(d) The maximum limits of liability for coverage under .par
(a) are the following:

1. For all occurrences before July 1987, $200,000 for
eachoccurrence and $600,000 per year fobeflurrences in any
onepolicy year

2. For occurrences on or after July 1, 1987, and before July
1, 1988, $300,000 for each occurrence and $900,000 for all
occurrence$n any one policy year

asprovided in par(k).

(i) An entity operated in this state that is diliafe of ahos
pital and that provides diagnosis or treatment of, or care for
patientsof the hospital.

(/) A nursing home, as defined in s. 50.01 (3), Stats., whose
operationsare combined as a single entity with a hospital,
whetheror not the nursing home operations are physically-sepa
ratefrom the hospital operations.

(k) A health care facility owned or operatedabgountycity,
village or town in this state, doy a county department estab
lishedunder s. 51.42 or 51.437, Stats., if the facility wanittbr
wise be eligible for coverage under this subsection.

(L) A corporation aganized to manage approved training
programsfor medical or osteopathic physicians licensed under
ch. 448, Stats.

(m) A cardiovascular perfusionist.

(n) An ambulatory sgrery centeras defined in s. DHS

3. Except as provided in subds. 4. and 5., for occurrences on101.03(10).

or after July 1, 1988, and before July 1, 1997, $400,000 for each

(6) DeriNniTIONS. (a) In this subsection:
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1. “Personal injury liability insurance” means angurance 1. Develop rates, ratinglans, rating and underwriting rules,
coverageagainst loss by the personal injury or death of any per rateclassifications, rateerritories and policy forms for the plan.
sonfor which loss the insured is liable. “Personal injury ||ab|||ty 2. Ensure that all po”cies written by tbmn are separate|y
insurance’includes the personal injury liability component of  codedso that appropriate records may be compiled for purposes
multi-peril policies, but does not include steam boiler insurance of calculating the adequate premium level for each classification

authorizedunder s. Ins 6.75 (2ja), workefs compensation  of risk, and performing loss prevention and other studies of the
insuranceauthorized under s. Ins 6.75 (2) (k) or medical expense gperationof the plan.

coverageauth_orized u_nder s.Ins 6.75 (2) _(d) or (e). _ 3. Subject to the approval of tetemmissiongrdetermine
2. “Prem|ums yv(ltten”mearjs gross dllrect premiums less theeligibility of an insurer to act as a servicing company to issue
return premiums, dividends paid or credited to policyholders andservice the plas’policies. o qualified insurer elects to

and the unused or unabsorbed portions of premium deposits,bea servicing companyhe board shall assume these duties on
with respect to personal injury liability insurance covering behalfof member companies.

insuredsor risks residing or located in this state. 4. Enter into agreements and contracts as necessahgfor

(b) 1. Each insurer authorized in this state to write personal executionof this section.
injury liability insurance, except a town mutuagjanized under 5. By May 1 of each yeareport to the members of the plan
ch.612, Stats., is a member of the plan. andto the standing committees on insurance in each house of the

2. An insurets membership in the plan terminates if the legislaturesummarizing the activities of the plan in the preced
insureris no longer authorized to write personal injury liability ing calendar year
insurancen this state. The fefctive date of termination shall be (10) APPLICATIONFORINSURANCE. (@) Any person specified
thelast day of the plas'current fiscal yearA terminated insurer  in sub. (5) may submit an applicatiter insurance by the plan
shall continue to be governed by this subsection until it-com directly or through any licensed agent. Each application shall

pletesall of its obligations under the plan. requestoverage for the applicastpartnership otorporation,

3. Subject to the approval of the commissiotiee board if any and for the applicarst’employees acting within the scope
may chage a reasonable annuaémbership fee, not to exceed of their employment and providing health care servioekess
$50.00. the partnership, corporation employees are covered by other

(c) Ifthe funds available to the planaaty time are not sfif professionaliability insurance.
cientfor the sound financial operation of the plan, the board shall  (b) The plan may bind coverage.
assesshe members an amount icient to remedy thensufi- (c) Within 8 business days after receiving an application, the

ciency Each member shall contribute according to the propor plan shall notify the applicant whethethe application is
tion that that membés premiums written during thgreceding acceptedrejected or held pending further investigation. Any
calendaryear bears to the aggregate premiums writtemlby  applicantrejected by the plan magppeal the decision to the
membergduring the preceding calendar yedthe amounts of boardas provided in sub. (16).
premiumswritten shall be det_ermlned on the ba}flme annual (cm) The board may authorize retroactive coverage by the
statementsind other reports filed by the members with the-com plan for a health care provideas defined in s. 655.008),
missioner. Assessments are subject to ardit plan developed  gtats_if the provider submits a timely request for retroactive
undersub. (8) (a) 4. When the amount of the assessment iscoverageshowing that the failure to procure coverageurred
recoupedunder s. 619.01 (1) (c) 2., Stats., each member shall bethroughno fault of the provider and despite the fact that the pro
reimbursedhe amount of that membBsrassessment. vider acted reasonably and in good faith. The provider shall fur
(d) The board shateport to the commissioner the name of nishthe board with an &iflavit describing the necessity for the
any member thafails to pay within 30 days any assessment lev retroactive coverage and stating that the provider has no notice
ied under par(c). of any pending claim alleging malpractice lotowledge of a

(7) BOARD MEETINGS; QUORUM. The board shall meet as threatenectlaim or of any occurrence that mighive rise to
oftenas required to perform the general duties of supervising the Sucha claim.

administrationof the plan, or at the call of the commissioner (d) If the application is accepted, the plan shall deliver a
Sevenmembers of the board shall constitute a quorum. policy to the applicant upon payment of the premium.

(8) POWERSAND DUTIES OF THE BOARD. The board maylo (12) RATES, RATE CLASSIFICATIONS AND FILINGS. (&) 1. In
any of the following: developingratesand rate classifications, as provided under sub.
() 1. Invest, borrow and disburse funds, budget expenses (®) (0) 1., the board shall ensure that the plamplies with ss.

levy assessments and cede and assume reinsurance. 619.01(1) (c) 2. and 619.04 (5) and ch. 625, Stats.

2. Rates shall be calculated accordance with generally
acceptedactuarial principles, using the best available data.

3. Rates shall be calculated a basis which will make the
plan self-supportindout may not be excessive. Rates shall be

2. Appoint a manager or one or more agents to perform the
dutiesdesignated by the board.

3. Appoint advisory committees of interested persons, not
limited to members othe plan, to advise the board in the fufill L9
presumedexcessive if they produce long-term excéssds

mentof its duties and functions. . . verthe total ofthe plan$ unpaid losses, including reserves for
4. Develop an assessment credit plan subject to the ‘?‘ppro"afgssesincurred but not yet reported, unpaid loss adjustment
of the commissioneby which a member of the plan receives a  gypensesadditions tahe surplus established under s. 619.01 (1)
creditagainst an assessment levied ursidr. (6) (c), based on () 2., Stats., and s. Ir&1.80 (3) and (4), the premium assess
voluntarily written healthcare liability insurance premiums in - yentunder s. 619.01 (8m), Stats., and other expenses.

this state. ) ) . ) 4. The board shall annually determine if filan has accu
5. Take any action consistent with lawgmvide the appro  ylated excess funds as described under subd. 3. and, if so, the
priate examining boards or the department of health services poardshall return the excess funds to the insureds by means of

with appropriate claims information. refundsor prospective rate decreases according to a distribution
6. Perform any other act necessary or incidental to the methodand formula established by the board.
properadministration of the plan. 5. a. In establishing the plaates, the board shall use loss
(b) The board shall do all of the following: andexpense experience in this statéhextent it is statistically
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crediblesupplemented by relevant data from outside this state 2. For a class 2 physician:
including, but not limited to, data provided by othiasurance

; . o Number of Closed Claims During
companiesyate service g@anizationsor governmental agen i i

Review Period

. Aggregatelndemnity
cies. During Review Period 4 or
b. The board shall annually review the ptamaites using the 1 2 3 more
experienceof the plan, supplemented first by the experience of
coeerageprovideg in thispgtate by other inysurers gnd, to the Upto $ 193,000 0% 0% 0% 0%
extentnecessary for statistical credibilityy relevant data from $193,001t0 $ 779,000 0% 10%  25% 50%
outsidethis state. $779,001 to $1,836,000 0%  25% 50% 100%
6. The loss and expensgperience used in establishing and Greater Than $1,836,000 0%  50%  100% 200%
revisingrates shall be adjusted to indicate as nearpoasible 3. For a class 3 physician:
theloss and expense experience which will eyaean policies ) )
issuedby the plan during the period for which the rates were _ Number of Closed Claims During
beingestablished. For this purpose legperience shall include Sggﬁeg&g&%nﬁg% d
paid and unpaid losses, a provision for incurred but not reported 9 1 5 3 n‘io"r;
lossesand both allocated and unallocated l@justment
expensesgiving consideration to changes in estimated costs of Upto $ 211,000 0% 0% 0% 0%
unpaidclaims ando indications of trends in claim frequency $211,001to $ 852,000 0%  10% 25% 50%
claim severity and level of loss expense. $852,001 to $2,215,000 0%  25% 50% 100%
7. Expenseprovisions included in the planrates shall Greater Than $2,215,000 0% 50% 100% 200%

reflectreasonable prospective operating costs of the plan.

(b) The board shall establish and annually review plan €lassi 4. Foraclass 4 physician:

ficationswhich, inaddition to the requirements under s. 619.04 Number of Closed Claims During
(5), Stats., do all of the following to the extent possible: Aggregatelndemnity Review Period

1. Measure variations in exposure to lassl in expenses During Review Period ) ) 5 aor
basedupon the best data available. _ . _ .

2. Reflect thepast and prospective loss and expense experi Upto $ 302,000 0% 0% 0% 0%
enceof risks insured in the plan and other relevexperience $302,001 to $1,012,000 0% 10%  25% 50%
from this and other states. $1,012,001 to $2,886,000 0% 25% 50% 100%

(c) With eachrate and classification filing, the board shall Greater Than $2,886,000 0%  50%  100% 200%
submitsupporting information including, in the casferate fik 5. For a class 5A physician:
ings, the existence, extent and nature of any subjetdiet®rs ) )
in the rates based on the judgment of technical personnel, such _ Number of Closed Claims Dufing
as consideration of the reasonableness of the rates compared égg;egsgg\’ﬁ’;g'r% d
with the cost of comparable available coverage. 9 1 ) 3 rf]g’rre
(12m) PREMIUM SURCHARGETABLES. (@) Thissubsection
implementss. 619.04 (5m) (a), Stats., requiring the establish Upto $ 244,000 0% 0% 0% 0%
ment of an automatic increase in a provigeplan premium $244,001t0 $ 892,000 0%  10% 25% 50%
basedon loss and expense experience. $892,001 to $2,328,000 0%  25% 50% 100%
(b) In this subsection: Greater Than $2,328,000 0%  50%  100% 200%
1. “Aggregate indemnity” has the meaning given under s. 6. For a class 5 physician:

Ins 17.285 (2) (a).

2. “Closed claim” has the meaning given under s. Ins 17.285 Number of Closed Claims During Review

(2) (b) Aggregatelndemnity During Period

: . . . Review Period 5 or

3. “Provider” has the meaning given under s. Ins 17.285 (2) 1 2 3 4 more
d).
@ 4. “Review period” has the meaning given under s. Ins Upto $ 676,000 0% 0% 0% 0% 0%
17 235(2) (€) P 99 ’ $676,001 to $1,033,000 0% 0% 10%  25% 50%

) . . . . 0, 0, 0, 0, 0,

(c) The following tables shall be used in making deter $1,033,001t0 $1,769,000 OOA’ 00/" 250/" 500/" 750/°
minationsrequired under s. Ins 17.285 as to the percentage $1:769.001t0 $3,923,000 0% 0% 50%  75%  100%
increasen a providets plan premium: Greater Than $3,923,000 0% 0% 75%  100% 200%

1. Foraclass 1 and class 8 physician, podiatrist, nurse anes 7. For a class 6 physician:
thetist,nurse midwife, nurse practitioner or cardiovascular per

fusionist: Number of Closed Claims During Review
' . ) Aggregateindemnity During Period
Number of Closed Claims During Review Period 5 or
Aggregatelndemnity Review Period 1 2 3 4 more
During Review Period 4 or
1 2 3 more Upto $ 731,000 0% 0% 0% 0% 0%
Upto $ 118,000 0% 0% 0% 0% $731,001to $1,163,000 0% 0% 10% 25% 50%
$118,001to $ 585,000 0% 10% 25% 50% $1,163,001 to $1,982,000 0% 0% 25% 50% 75%
$585,001 to $1,571,000 0% 25% 50% 100% $1,982,001 to $4,215,000 0% 0% 50% 75% 100%
Greater Than $1,571,000 0% 50% 100% 200% Greater Than $4,215,000 0% 0% 75% 100% 200%
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8. For a class 7 physician:

Number of Closed Claims During Review

Aggregatelndemnity During Period

Review Period 5or

1 2 3 4 more

Upto $ 804,000 0% 0% 0% 0% 0%
$804,001 to $1,292,000 0% 0% 10% 25% 50%
$1,292,001 to $2,194,000 0% 0%  25% 50% 75%
$2,194,001 to $4,482,000 0% 0%  50% 75% 100%
Greater Than $4,482,000 0% 0% 75%  100% 200%

9. For a class 9 physician:

Number of Closed Claims

Aggregateindemnity During During Review Period

Review Period

5or
1 2 3 4 more
Upto $1,861,000 0% 0% 0% 0% 0%
$1,861,001 to $2,616,000 0% 0% 10% 25% 50%
$2,616,001 to $4,467,000 0% 0%  25% 50% 75%
$4,467,001 to $10,294,000 0% 0%  50% 75% 100%
Greater Than $10,294,000 0% 0% 75%  100% 200%

(14) PLAN BUSINESS;CANCELLATION AND NONRENEWAL. (&)
The plan may notancel or refuse to renew a policy except for
one or more of the following reasons:

1. Nonpayment of premium.

2. Revocation of the license of the insured by the appropri
atelicensing board.

3. Revocatiorof accreditation, registration, certification or

COMMISSIONER OF INSURANCE
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3. A member of the plan.
4. The manager or anfimer or employee of the plan.

(b) Paragraph (a) does not apply if the person is judged, in
the action, suit or proceeding, to be liable because of willful or
criminal misconduct in the performance of the persahities
underpar (a) 1. to 4.

(c) Paragraph (ajoes not apply to any loss, cost or expense
on a policy claim under the plan.

(d) Indemnification under pafa) does not exclude any other
legalright of the person indemnified.

(19) AppLicaBILITY. Each person insured by the plan is-sub
jectto this section as it existed on théeefive date of the per
son’s policy Any change in this section during the policy term
applies to the insured as of the renewal date.

History: Emegp. cr eff. 3-20-75; crRegisterJune, 1975, No. 234 fef-1-75;
emerg.am. ef. 7-28-75; ema. r. and recref. 11-1-757. and recrRegisterJand
ary, 1976, No. 241, &2-1-76; am. (1) (b), (2), (4) (c), and (5) (a), Regjsvay,
1976,No. 245, ef 6-1-76; emay. am. (4) (b), f 6-22-76; am. (1) (b), (2), (4)
(b) and (c) and (5) (aRegister Septemberl976, No. 249, &f10-1-76; am. (1)
(b), (2), (4) (), (5) (a), (5) (f), (10) (a) and (15), @) (h), RegisteMay, 1977,
No. 257, ef. 6-1-77; am. (1) (b), (2), (4) (c), (5) (a), (10) (a) and (15), Register
September] 977, No. 261, &10-1-77; am. (1) (b), (2), (4) (b) and (c), (5) (a) and
(f), and (15), RegisteMay, 1978, No. 269, &f6-1-78; am. (7) (b) 1.a., Register
March,1979, No. 279, éf4-1-79; renum. from. Ins 3.35, am. (1) ((2), (5) (a)
and(10) (a), Registeduly 1979, No. 283, &f8-1-79; rand recr(5) (a), Register
April, 1980, No. 292, &5-1-80; am. (1) (bX2), (4) (c), (5) (a), (10) (a), (12) (a)
3.and 4. and (15), (12) (a) 1. renum. (12) (a) 5. through 10. and 12. to be 7.
through12. and 13., c(12) (a) 5. and 6., Registéay, 1985, No. 353, &f6-1-85;
emerg.am. (1) (b), (2), (4) (c) and (5) (a) 2.f.61-29-86; am. (1) (b), (2), (4) (c)
and(5) (a) 2., Registedanuary1987, No. 373, &f2-1-87; emag. am. (1) (b), (2),
4) (c), (5) (@) 3.4.and 7., (7) (b) 2., 3. and 5., (10) (), (12) (intro.), (14) (a) (intro.)
and1. and (15), cn(5) (a) 1., (7m) and (14) (a) 3. and 4., renum. (5) (&) (b)
and(7) (b) 1. intro. to be (5) (am), (b) (intro.) and (7) (b) and ar(iZ) Kb) 1. a. and

other approvaissuedo the insured by a state or federal agency E" efl. 2-16-87; am. (1) (0), (2), (4) (c). (5) (a) 3., 4. and 7., (7) (b) 2., 3. and 5., (10)

or national board, association oganization.
4. Iftheinsured is not licensed, accredited, registered; certi

a), (12) (intro.), (14) (a) (intro.) and 1. and (15), renum. (5) {a)(b) and (7) (b)
1.to be (5) (am), (b) (intro.) and (7) (b) 1. and am.(8r(a) 7m and1L, (b) 1.to
3.,(7) (b) 2m. and (14) (a) 3. and A4.(7) (b) 1. a. and b., Registduly, 1987, No.
379,eff. 8-1-87; r (12) (a)13. and (b) 5., c(5) (a) 2m. and (12m), am. (16), Regis

fied or otherwiseapproved, failure to provide evidence that the ter, February1988, No. 386, &3-1-88; r (4) (g) and (9) (b), renum. (9) (a) to be
insured continues to provide health care services in accordancé?9), Register March, 1988, No. 387, £f4-1-88; cr (10) (cm), Registerpril,

with the code of ethics applicaltie the insured profession, if
the board requests such evidence.

(b) Each notice of cancellation or nonrenewal under(par

89,No. 400, eff 5-1-89; emag. am. (5) (b) 3., c(5) (b) 4., &f 10-16—-89; am.
(5) (b) 3., cr (5) (b) 4., RegisteMarch, 1990, No. 41, ef. 4-1-90; am. (1) (a) and
(), (2), (10) (a), (b), (c) and (d), (1@)2. and 3., (14) (a) (intro.) and 4., (b)3),
(4) (a), (), (d), (f) and (h), (5) (am), (d), (e) and (), (6) (a),(E)(). (11) (a), (12)
(intro.), (a) 4. to 6. intro., b. and c. and 7., (b), (c8land 6., (12m) (c) and (13),

shallinclude a statement of the reason for the cancellation orr. and recr(12) (a) 1., (15), (16) and (18), renum. (4) (b) and (e), (5) (a) (intro.) to
nonrenewahnd a conspicuous statement that the insured has th 1123((513) (b) and (c), (8)) and (c), (8) (a) to (i), (9), Y (), (12) (@) 6., 8., 0 12.,

right to a hearing as provided in sub. (16).
(15) Commission. (a) If the application designates a

licensedagent,the plan shall pay the agent a commission for

eachnew or renewal policy issued, as follows:

1. To a health care provider specified in sub. (5) (a) to (e)

or (m), 15% of the premium or $150, whichever is less.
2. To a health care provider specified in sub. (5) (f) to (L)

or (n), 5% of the annual premium or $2,500 per policy period,

whicheveris less.

) 2. and 4. and (17) to be (6) (a) 1. and 2., (5) (intro.) to (m), (3) (d) and (f),
(6) (b) 2. and 3., (7), (8) (a), (b) 1. 40, (8) (a) 3.t0 5., (8) (b) 5., (6) (c), (12) (a)
4.10 6., (12) (a) 5. b., (12) (c)12) (a) 7., (12) (b) 1. and 2., and (6) (d) and am.
except(3) (d) 1. to 4., c(3) (a) to (c) and (e), (5) (n), (6) (a) (intro.) and (b) 1., (8)
(a) (intro.) and 6., (b) (intro.), (12) (b) (intro.) and (19), Regijstane, 1990, No.

414, ef. 7-1-90; am. (10) (cm), Registekpril, 1991, No. 424, éf5-1-91; am.

(12m)(c) (intro.), Registerdanuary1992, No. 433, &f2-1-92; correction in (5)
(c) and (n) made under s. 13.93 (2m) (b) 7., Stats., Rediaterary1997, No. 498;
correctionin (12) (a) 3. made under s. 13.93 (2m) (b) 7., Stats., Re@sember
1999,No. 525; emay. am. (3) (d) 3., renum. (3) (d) 4. to be 5. and3)r(d) 4., eff
7-1-02,CR 02-035: am. (3) (d) 3., renum. (3) (d) 4. to be (3) (d) 53x(d) 4.,
RegisterSeptember 2002 No. 561f.€f0-1-02; corrections in (5) (end (n) made
unders. 13.93 (2m) (b) 7., Stats., Register October 2003 No. 574; CR 0&m001.:
(12m), Register June 2007 No. 618. &~1-07; corrections in (5) (c), (n), and (8)

(b) An agent need not be listed by the insurer that acts as thel@) 5. made under s. 13.92 (4) (b) 6. and 7., Stats., Register June 2009 No. 642.

plan’s servicing company to receive a commission under par

(a).
(c) If the applicant does not designate an agent ocapplica
tion, the plan shall retain the commission.

(16) RIGHT TO HEARING. Any person satisfying the condi

tions specified in s. 227.42 (1), Stats., may request a hearing

underch. Ins 5 within 3@lays after receiving notice of the p&n’
actionor failure to act with respect tomatter décting the per
son.

(18) INDEMNIFICATION. (&) The plan shall indemnify against
any cost, settlement, judgment and expense actuallynaoels

Note: See the table of Appellate Court Citations fasttinsin appellateases
citing s. Ins 17.25.

Ins 17.26 Payments for future medical expenses.
(1) PurPosk. This section implements s. 655.015, Stats.

(3) DeriNnimioNs. In this section:
(a) “Account” means a portion of the fund allocasgetcifi

cally for the medical expenses of an injured person.

(b) “Claimant” means the injured person, the individual
legally responsible for the injured persemedical expenses or

theinjured persors legal representative.

(c) “Medical expenses” means chas for medical services,

sarily incurred in connection with the defense of any action, suit nyrsing services, medical supplies, drugs and rehabilitation ser
or proceeding in which a person is made a party because of thgicesthat are incurred after the date of a settlement, panel award

person’sposition as any of the following:

1. A member of the board or any of its committees of sub
committees.

or judgment.

(4) ApmiNISTRATION. (@) If asettlement or judgment is sub

jectto s. 655.015, Stats., the insureptter person responsible

2. A member of or a consultant to the peer review council for payment shall, within 30 days after the date of the settlement

unders. 655.275, Stats.

or judgment, pay the fund the amount in excess of $100,000 and
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shall provide the fund with aexecuted copy of the document
settingforth the terms under which payments for medical expen
sesare to be made.

(b) The fund shall credit each account with a proportional

shareof any interest earned by the fund, based on the remaining
valueof the account at the time the investment board declares the,

interestearnings. The funshall maintain an individual record
of each account as provided in s. 16.41, Stats.

(c) Upon receipt o claimant request for reimbursement
of medical expenses, the fund, after determining thasuipe

pliesor services provided were necessary and incidental to the
injury sustained by the injured person and that the provider of the

suppliesor services has actually been paid, shall payliien
from the appropriate account.

(d) 1. If the fund is not satisfied that a provider has actually

beenpaid for services or supplies provided to an injured person,

the fund may make payments jointly to the claimant and the pro
vider.
2. A claimant mayin writing, authorize direct payment to
a provider
(e) The fund shall at leasinnually report to each claimant
the status of the injuredersons account, including the original

WISCONSINADMINISTRATIVE CODE
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society and the W&consin hospital association shall jointly
selectthe 2nd actuary

History: Cr. RegisterJune, 1980, No. 294,fe7-1-80; am. (1), (2) (a) and (b)
to (4), ct (2) (intro.), Registerdune, 1990, No. 414,fe7-1-90.

Ins 17.275 Claims information; confidentiality .
(1) PurPosk. This section interprets ss. 19.35 (1) (a), 19.85 (1)
(f), 146.82, 655.26 and 655.27 (4) (b), Stats.

(2) OPEN RECORDS; PRIVILEGED OR CONFIDENTIAL FUND
RECORDS. Except aprovided in s. 601.427 (7), Stats., records
of the fund are subject to subch. 1l of ch. 19, Stats., and are open
to inspectionas required under subch. 1l of ch. 19, Stats. The
fund may withhold and retain as confidential any record which
may bewithheld and retained as confidential under subch. Il of
ch. 19, Stats., including, but not limited torecord which may
be withheldor which is privileged under any law or the rules of
evidenceas attorney work product under the rules of civilpro
cedure,as attorney—client privileged material under s. 905.03,
Stats.,as a medical record under ss. 146.81 to 146.84, $tats.,
asprivileged under s. 601.465, Stats.

(3) DerinimioN. In this section, “confidential claims infor
mation” means any document or information relating to a claim
againsta plan-insured health care provider in the possession of

amount,payments made since the last report and the balancethe commissionerthe board or an agent thereof, including

remaining.

() If an injured person dies and there is a balance in his or

claimsrecords of the plan.
(4) DiscLosure. Confidential claims information may be

heraccount, the balance shall revert to the insurer or other per disclosedonly as follows:

sonresponsible for establishing the account.

History: Cr. RegisterNovember1976, No. 251, &12-1-76; renum. from Ins
3.37,RegqisterJuly, 1979, No. 283, &f8-1-79; am. (3),.14) (b) and (f), renum.
(4) (d), (e), (g) and (h) to be (4) (e) (b), (d) and (f) and am., Regigial, 1984,
No. 340, ef. 5-1-84; am. (1), (3) (a) te) and (4),.r(2), RegisterJune, 1990, No.
414, ef. 7-1-90; emag. am.(4) (a), ef. 5-28-96; am. (4) (a), Regist@eptember
1996,No. 489, ef 10-1-96.

Note: See the table of Appellate Court Citations fast@nsin appellateases
citing s. Ins 17.26.

Ins 17.27 Filing of financial report. (1) PURPOSE.
This section implements. 655.27 (3) (b), (4) (d) and (5) (e),

Stats., for the purpose of setting standards and techniques for

accountingyaluing, reserving and reporting of data relating to
the financial transactions of the fund.

(2) DeriNniTIONS. In this section:

(a) “Amounts in the fund,” as used in s. 655.27 (5) (e), Stats.,
means the sum of cash and invested aasatported in a finan
cial report under sub. (3).

(b) “Fiscal yeaf' as used in s. 655.27 (4) (d), Stats., means
a year commencing July 1 and ending June 30.

(3) FINANCIAL REPORTS. The board shall furnish the commis
sionerwith the financial report required by s. 655.27 (4) (d),
Stats. within 60 days after the close of each fiscal ydaaddi
tion, the board shall furnish theommissioner with quarterly
financialreports prepared as 8&ptember 30, December 31 and

March 31 of each year within 60 days after the close of each

reportingperiod. The board shall prescribe the format for pre
paringfinancial reports in accordaneéth statutory accounting
principles for fire and casualty companies. Reserves for

reportedclaims and reserves for incurred but not reported claims

shallbemaintained on a present value basis with tHemifice

from full value being reported as a contra account to the loss

reserveliability. Mediation fund fees collected under s. Ins

17.01shall be indicated in the financial reports but shall not be
regardedas assets or liabilities or otherwise taken into consider
ationin determining assessment levels to pay claims.

(4) SELECTION OF ACTUARIES. The board shaBelect one or

(@) To themedical examining board as provided under s.
655.26,Stats.

(b) Asneeded by the peer review council, consultants and the
boardunder s. 655.275, Stats., and rules promulgated under that
section.

(c) As provided under s. 804.01, Stats.

(d) To an individual, aganization or agency required by law
or designated by the commissioner or board to conduct a man
agement or financial audit.

(e) With a writtenauthorization from the plan—insured health
careprovider on whose behalf the claim was defended or paid.

(f) To the risk manager for the fund, as neegokrform the
dutiesspecified in its contract. The risk manager may net dis
closeconfidential claims information to any 3rd paryless the
board expressly authorizes the disclosure. The board may
authorizedisclosure of patient healttare records subject to ss.
146.81to 146.84, Stats., only as provided in those sections.

History: Cr. RegisterMarch, 1988, No387, ef. 4-1-88; cr(3) (e), Register
June,1990,No. 414, eft 7-1-90; cr (3) (f), RegisterMay, 1995, No. 473, &f
6-1-95 am., RegisteiSeptember1999, No. 525, &10-1-99.

Note: See the table of Appellate Court Citations fasttinsin appellateases
citing s. Ins 17.275.

Ins 17.28 Health care provider fees.
This section implements s. 655.27 (3), Stats.
(2) Score. This section applies to fees aped to providers
for participation in the fund, but does not apply to feesggthr
for operation of the mediation system under s. 655.61, Stats.
(3) DeriniTions. In this section:
(@) “Annual fee” means the amouestablished under sub.
(6) for each class or type of provider
(b) “Begin operation” means for a provider otlttesn a natu
ral person to start providing health care services in this state.
(bm) “Begin practice’means to start practicing in this state
asamedical or osteopathic physician or nurse anesthetist or to
become ineligible for an exemption from ch. 655, Stats.

(1) PURPOSE.

moreactuaries to assist in determining reserves and setting fees (c) “Class” means. group of physicians whose specialties or

unders. 655.27 (3) (b), Statslf more than one actuary is
selectedthe board members named by this&insin medical

typesof practice are similar in their degree of exposure to loss.
The specialties and types of practice and the applicable-insur
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anceserviceffice, inc., codes included in each fund class are  Physiatry — Physical Medicine (D.O.)
the following:

84235
Physiatry — Physical Medicine & Rehabilitation 80235

1. Class 1: Physicians — no sgery 80268
Aerospace Medicine 80230 Physicians — no sgery (D.O.) 84268
Allergy 80254 Psychiatry 80249
Allergy (D.O.) 84254 Psychiatry — (D.O.) 84249
Cardiovascular Disease — no gery or catheter 80255 Psychoanalysis 80250

Ization Psychosomatic Medicine 80251
C?ngti%\aa?lguclja; Disease — no gery or catheter 84255 Pszchosomatic Medicine (D.O.) 84251

o Public Health 80236

Dermato:ogy — ho sgery 80256 Pulmonary Disease — no gery 80269
gg&?{i‘;cﬁyﬂ;szo;ygery (D.0) 8845)22533 Pulmonary Disgase — no gary (D.O.) 84269
Endocrinology — no sgery 80238 Rad!ology B d!agnost!c 80253
Endocrinology — no sgery (D.O.) 84238 E:S:glo:yue—ddlsgnostlc (00 234214513
Family or General Practice — no gary 80420 Radiogague die (D.0) 84449
Family or General Practice — no gery (D.O.) 84420 Rheumatology — no sgery 80252
Forensic Medicine — Legal Medicine 80240 Rheumatology — no sgery (D.O.) 84252
Forensic Medicine — Legal Medicine (D.O.) 84240 Rhinology — no sugery 80264
Gastroenterology — no sygry 80241 Shock Therapy 80431
Gastroenterology — no gygry (D.O.) 84241 Shock Therapy (D.O.) 84431
General Preventive Medicine — no gery 80231 Shock Therapy — insured 80162
Gen.era_ll Preventive Medicine — no gery (D.O.) 84231 Urgent Care — \&k—in o After Hours 80424
gg:z:g: o 22 2$:§ (0.0) :222:’33 Urgent Care — \&lk—in or After Hours (D.O.) 84424
Gynecology — no sgery 80244 2. Class 2:
Gynecology — no sgery (D.O.) 84244 Acupuncture 80437
Hematology — no sgery 80245 Acupunctgre (D.0) 84437
Hematology — no sgery (D.O.) 84245 Anesthesiology 80151
Hypnosis 80232 Ane.stheS|ology (D.Q.) o 84151
Infectious Diseases — no gery 80246 Ang!ography—Arter!ography — catheter!zat!on 80422
Infectious Diseases — no gary (D.O.) 84246 Areg%ygaphy—Arterlography — catheterization 84422
Internal Medicine — no sgery 80257
Internal Medicine — no sgery (D.O.) 84257 BronF:ho—EsophagoIogy . 80101
Laryngology — no sigery 80258 Card!ovascular D!sease — m!norgely 80281
Manipulator (D.O.) 84801 Cardiovascular Disease — minor gery (D.O.). 84281
Neoplastic Dise.aée 1o gary 80259 Cc(>||30r(1)05<,copy—ERCP—Pneu or mech esoph dil 84443
Nephrology — no sgery 80260 Colonoscopy—ERCP-pneu. or mech. 80443
Nephrology — no sgery (D.O.) 84260 Dermatology — minor sgery 80282
Neurology — no sgery 80261 Dermatology — minor sgery (D.O.) 84282
Neurology — Nno sgery (0.0) 84261 Diabetes — minor sgery 80271
Nuclear Medicine 80262 Dermatology — minor sgery (D.O.) 84282
Nuclear Medicine (D.O.) 84262 Emegency Medicine — No Major Sgery 80102
Nutrition . 80248 Emegency Medicine — No Major Sgery (DO) 84102
e e (.01 ooz Emplosed hyscn rSeon
Opthlmlooy — o suery S - ochodiiuivive N
82@22?&033/%;352531 (()Dr{l(;.) gjggi Endqcrinology — minor sgery (D.O.)_ _ 84272
Otology — no sugery 80247 F%rg;l)yir?\lcélcoes— and general practice minor suB0423
Otorhinolaryngology — no sgery 80265 Family Practice — and general practice minor suB4423
Otorhinolaryngology — no sgery (D.O.) 84265 gery — No OB (D.O.)
Pathology — no sgery 80266 Family or General Practice — including OB (D.0.§4421
Pathology — no sgery (D.O.) 84266 Family or General Practice — including OB 80421
Pediatrics — no sgery 80267 Gastroenterology — minor syery 80274
Pediatrics — no sgery (D.O.) 84267 Gastroenterology — minor sgery (D.O.) 84274
Pharmacology — Clinical 80234 Geriatrics — minor sugrery 80276
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Geriatrics— minor sugery (D.O.) 84276 Emegency Medicine — includes major gery 80157
Gynecology — minor sgery 80277 Emegency Medicine — includes major gery 84157
Gynecology — minor sgery (D.O.) 84277 (b.0)
Hematology — minor sgery 80278 Otology — sugery 80158
Hemat0|ogy — minor sgery (Do) 84278 Radiation Therapy — employed physician 80163
Hospitalist 80296 Radiation Therapy — employed physician (D.0.84163
. Shock Therapy — employed physician 80161
Hospitalist (D.O.) 84296 Shock Therapy — employed physician (D.0.) 84161
Infectious Diseases — minor giary 80279 Sumgery — Abdominal 80166
Intensive Care Medicine 80283 Sumgery — Cardiac 80141
Intensive Care Medicine (D.O.) 84283 Sumgery — Cardiovascular Disease 80150
Internal Medicine — minor sgery 80284 Sugery — Cardiovascular Disease (D.O.) 84150
Internal Medicine — minor sgery (D.O.) 84284 Sumgery — General 80143
Laparoscopy 80440 Sugery — General (D.O.) 84143
Laparoscopy (D.O.) 84440 Sugery — Gynecology 80167
Laryngology — minor sugery 80285 Sugery — Gynecology (D.O.) 84167
Myelography—Discogram—Pneumoencephalo 80428  Sumgery — Hand 80169
Myelography—Discogram—-Pneumoencephalo 84428 Sumgery — Head & Neck 80170

(b.0) Sumgery — Laryngology 80106
Needle Biopsy 80446 Sugery — Orthopedic 80154
Needle Biopsy (D.O.) 84446 Sumery — Orthopedic (D.O.) 84154
Nephrology — minor sgery 80287 Sumgery — Otorhinolaryngology-no plastic 80159
Neoplastic Disease — minor gary 80286 surgery
Neurology — minor sgery 80288 Sugery — Plastic 80156
Neurology — minor s@gery (D.O.) 84288 Sumgery — Plastic (D.O.) 84156
Ophthalmology — minor sgery 80289 Sumery — Plastic-Otorhinolaryngology 80155
Ophthalmology — minor sgery (D.O.) 84289 Sumgery — Plastic—Otorhinolaryngology (D.O.) 84155
Otology — minor swgery 80290 Sumery — Rhinology 80160
Otorhinolaryngology — minor sgery 80291 Sumgery — Thoracic 80144
Otorhinolaryngology — minor sgery (D.O.) 84291 Sumgery — Thoracic (D.O.) 84144
Pathology — minor sgery 80292 Sumgery — Traumatic 80171
Pathology — minor sgery (D.O.) 84292 Sugery — \ascular 80146
Pediatrics — minor sgery 80293 Weight Control — Bariatrics 80180
Pediatrics — minor sgery (D.O.) 84293 4. Class 4:

Phlebography-Lymphangeography 80434 sugery — Neurology 80152
Phlebography-ymphangeography (D.O.) 84434 Sumgery — Neurology (D.O.) 84152
Physicians — minor sgery 80294 Suigery — Obstetrics 80168
Physicians — minor sgery (D.O.) 84294 Sumgery — OB/GYN 80153
Radiation Therapy — lasers 80425 Sumgery — OB/GYN (D.O.) 84153
Radiation Therapy — lasers (D.O.) 84425 (d) “Fiscal year” means each period beginning each July 1
Radiation Therapy — other than lasers 80165 andending each June 30.

Radiology — diagnostic-interventional procedure80280 (e) “Permanently cease operation” means for a provider
Radiology — diagnostic—interventional procedure84280 otherthan a natural person to stop providing health care services

(D.0) with the intent not to resume providing such serviceksis state.
Rhinology — minor sugery 80270 (f) “Permanently cease practice” meansttp practicing as
Sumgery — Colon & Rectal 80115 amedical or osteopathic physician or nurse anesthetist with the
Suigery — Endocrinology 80103 intent rlot _to resume that :ype of practice in thI.S s_tfite.
Sumgery — Gastroenterology 80104 (9) “Primary coverage” means health care liabilityurance

- . . meetingthe requirements of subch. Il of ch. 655, Stats.
Suigery — General Practice or Family Practice 80117 (h) “Provider” means a health care provides defined in s.
Sumgery — General Practice or Family Practice 84117 655.001(8), Stats.

(0.0) (hm) “Resident” meanalicensed physician engaged in an
Sumgery — Geriatrics 80105 approvedpostgraduate medical education or fellowship- pro
Sumgery — Neoplastic 80107 gramin any specialty specified in pgc) 1. to 4.

Sumgery — Nephrology 80108 (i) “Temporarily cease practice” means to stop practicing in
Sugery — Ophthalmology 80114 this state for any period of time because of the suspension or
- revocation of a providés license, or to stop practicing for at
Sugery — Urological 80145 least90 consecutive days for any other reason.
Sugery — Urological (D.O.) 84145 (3e) PRIMARY COVERAGE REQUIRED. Each provider shall
3. Class 3: ensurethat primary coverage for the provider and the protgder
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employeesther than employees excluded from fund coverage
underpar (b), is in efect on the date the provider begins practice
or operation and for all periods during which the provider-prac
ticesor operates in thistate. A provider does not have fund-cov
eragefor any of the following:

(@) Any period during which primary coverage is not in
effect.

(b) Any employee who is a health care practitioner under the
circumstanceslescribed in s. 655.005 (2), Stats.

(3h) SUPERVISIONAND DIRECTION. For the purposes ofari

COMMISSIONER OF INSURANCE

Ins 17.28

3. This state is no longer a principal place of practice for the
provider.

4. The provider has temporarilgr permanently ceased
practiceor has ceased operation.

5. The provide's classification under sub. (6) has changed.
(cm) Eligibility for exemption; efund. If a provider claims
anexemptionafter paying all or part of the annual fee, the fund

shallissue a refund equal to one twenty-fourth of the progider
annualfee for each full semi—monthiyeriod from the date the
providerbecomes eligible for the exemption to the due date of

fying s. 655.005 (2) (a), Stats., health care services that arethenext payment. The refund for any past exemption period will

“under the directionand supervision of a physician or nurse
anesthetist'include, but are not limited to the health care ser
vices being provided pursuant to and within the scope of the
healthcare practitionés professional license and:

(a) The health care practitioner is subject to a quality assur
anceprogram, peer review process, or other similar program or

belimited to the currenfiscal year and the immediate prior-fis
calyear

(cs) Ineligibility for fund coverage;efund. 1. If a provider
who has paid all or part of the annual fee is or becomes ineligible
to participate in the fund under s. 655.003 (1) or (3), Stats., or
becauseéhe or she does not practice in this state, the $tnadl

process that is implemented for and designed to ensure the proissuea full refund of any amount the provider paid for fund-cov

vision of competent and quality patient care and that program
processalso includes participation by physician or a nurse
anesthetistor

(b) The health care services amvided by the health care
practitionerwithin the scope of standing orders, protocols; pro
ceduresor clinical practice guidelines establishedapproved
by a physician or nurse anesthetist.

(3m) EXEmMPTIONS; ELIGIBILITY. A medical or osteopathic
physicianlicensed under ch. 448, Stats., or a narsesthetist
licensedunder ch. 441, Stats., may claim an exemption from ch.
655, Stats., if at least one of the following conditions applies:

(a) The provider will not practice more than 240 hours in the
fiscal year

(c) During the fiscal yeathe provider will derive more than
50% of the income from his or her practice fromtside this state
or will attend to more than 50% of his or her patients outkide
state.

(3s) LATE ENTRY TO FUND. (a) A provider that begins or
resumegractice or operation during a fiscal ydaas claimed
anexemption or has failed to comphith sub. (3e) may obtain
fund coverage during a fiscal yeby giving the fund advance
written notice of the date on which fund coverage shbelgin.

(b) The board may authorize retroactive fund coverage for
a provider who submits a timely request for retroactive coverage
showingthat the failure to procure coverage occurtiedugh
no fault of the provider and despite the fact that phevider
actedreasonably and in good faitfi.he provider shall furnish
the boardwith an afidavit describing the necessity for the retro

activecoverage and stating that the provider has no notice of any

pendingclaim alleging malpractice or knowledgé a threat
enedclaim or of any occurrence that migiive rise to such a
claim. The authorization shall be in writing, specifyitige
effectivedate of fund coverage.

(4) ANNUAL FEES;BILLING PROCEDURES. (a) Definition. In
this subsection, “semimonthly period” means the 1st through the
14thday of a month or the 15th day through the end of a month.

(b) Entry during fiscal year; prated annual feelf a pro-

vider begins practice or operation or enters the fund under sub.

(3s) (b) after the beginning of a fiscal yetire fund shall chge
the provider one twenty—fourth of the annual fee for each semi
monthly period or part of a semimonthly periedm the date
fund coverage begins to the next June 30.

(c) Ceasing practice or operationgfunds. A provider or
personacting on the providés behalf shalhotify the fund in the
form specified by the fund if any of the following occurs:

1. The provider is exempt under sub. (3m) (a) or (c).

2. The provider is no longer eligible to participate in the
fund under s. 655.003 (1) or (3), Stats.

eragefor which he or she was not eligible.

2. If a provider that has paid alt part of the annual fee is
ineligible for fund coverage because the provider is not in-com
pliancewith sub. (3e)the fund shall issue a full refund of the
amountpaid for theperiod of noncompliance, beginning with
the date the noncompliance began.

(d) Change of classification; ineasedannual fee.1. If a
provider’schange of classification under sub. (6) during a fiscal
yearresults in an increased annual fee, the fund shall adjust the
provider’sannual fee to equal the sum of the following:

a. One twenty—fourth of thannual fee for the provider
former classification for each full semimonthly period from the
duedate of the providés first payment during the current fiscal
yearto the date of the change.

b. One twenty—fourth of the annual féa& the provide’s
new classification for each full or partial semimonthdgriod
from the date of the change to the next June 30.

2. The fund shall bill th@rovider for the total amount of the
increaseunder subd. 1. if the provider has already paid the total
annualfee, or shall prorate the increase over the remaining
installmentpayments.

(e) Change of classification; deezased annual feel. If a
provider’schange of classification under sub. (6) during a fiscal
yearresults in a decreased annual fee, the fund shall adjust the
provider’sannual fee to equal the sum of the following:

a. One twenty-fourth of thannual fee for the provider
former classification for each full or partial semimontipigriod
from the due date dhe provide's first payment during the cur
rentfiscal year to the date of the change.

b. One twenty—fourth of the annual fé& the provide's
new classification for each full semimonthly period from the
dateof the change to the next June 30.

2. The fund shall credit the amount of the decrease under
subd.1. over any remaining installment payments. If the pro
vider has already paid the total annual fee, the fund shall issue
arefund if the amount of the refund is more than $10. flihd
shall credit any amourf $10 or less to the providsraccount.

If the provider ndonger participates in the fund, a credit of $10
or less shall lapse to the fund.

() Refund of other chges. If a provider is entitled to a
refundor credit under this subsection, the fund shall esoe
a refundor credit of the unearned portion of any amounts paid
asadministrative servicehages, interest or surchgas, using
the same method used to calculate a refund or credit of an annual
fee. A mediation fund fee is refundable only if the provider did
not participatein the patients compensation fund for any part of
thefiscal year

(9) Refund for administrative esr. In addition to any refund
authorized undepar (c), (cm), (cs), (e) or (f), the fund may issue
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arefund to correct an administrative error in the current or any

previous fiscal year
(h) Billing; entire fiscal year Except as provided in sub. (6e)
(b), for each fiscal yeathe fund shall issue to each providerpar
ticipatingin the fund an initial bill which shall include all of the
following:
1. The total annual fee due for the fiscal year
2. Any applicable surchge imposed under s. Ins 17.285.

3. The balance and accruiierest, if anydue from a prior
fiscal year

4. Notice of the provides right to paythe amount due in full
or in instalments.

5. The minimum amount due if the provider elects install
ment payments.

6. The payment due date.

(i) Billing; partial fiscal year The fund shall issue each pro
vider entering the fund after the beginning of a fisezr an ini
tial bill which shall include all of the following;

1. The total amount due calculated under (3r

2. Notice of the providés right to paythe amount due in full
or in instalments.

3. The minimum amount due if the provider elects install
ment payments.

4. The payment due date.
(j) Balance billing. If a provider pays deast the minimum

WISCONSINADMINISTRATIVE CODE
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(b) Exemption.An insureror self-insured provider may file
awritten request for an exemptifmom the requirement of par
(). The commissioner may grant tegemption if he or she
finds that compliance would constitute a financial or administra
tive hardship. An insurer or self-insured provider granted an
exemptionunder this paragraph shall file a paper certificate in
the format specified by the commissioner withind&ysafter
original issuance or renewal or a change of class under sub. (6).

(c) Late filing fee. A late fee in the amount of $100.p6r
certificate shall be paid to the fund by each insurer self+
insured provider who fails to file a certificate of insurance in
accordancevith therequirements of this subsection. An addi
tional $100.00 late fee shall be paid per certificate for each addi
tional week, or portion thereof, the certificate is not in com
pliancewith this subsection.

(6) FeescHebuLE. The following fee schedule is infeft
from July 1, 2009 to June 30, 2010:

(a) Except as provided in pars. (b) to (f) and sub. (6€e), for a
physicianfor whom this state is a principal place of practice:

Class1 ..... $1,240 Class 3.... $5,144

Class2 ..... $2,231 Class4.... $7,438

(b) For a resident acting within the scope of a residency or
fellowship program:

Class1 ..... $ 620 Class 3.... $2,543

Class 2 Class 4.... $3,719

(c) For aresident practicing part-time outsibe scope of

amountdue but les¢han the total amount due by the due date, aresidency or fellowship program:

the fund shall calculate the remainder dwe subtracting the
amountpaid from the amount due astall bill the provider for
theremainder on a quarterly installment badtsach subsequent
bill shall include all of the following:

1. The total of the remainder due.

2. Interest on the remainder due. The daily rate of interest

shall be the average annualized rate ealmgthe fund on its
short-termfundsfor the first 3 quarters of the preceding fiscal

Allclasses. ... .. $744

(d) For a medicatollegeof Wisconsin, inc., full-time fac
ulty member:

Class1 ..... $ 499 Class 3.... $2,057

Class 2 Class4.... $2,974
(e) For physicians who practice part-time:
1. For a physician who practices fewer than 500 hours dur

year,as determined by the state investment board, divided bying the fiscal yearlimited to ofice practiceand nursing home

360.
3. A $3 administrative service clugr.
4. The minimum amount due.
5. The payment due date.
(k) Prompt paymentaquired. A provider shall pay at least

andhouse calls, and who does not practice obstetrics gersur
$ 310

2. For a physician who practices 1040 hours or less during
the fiscal yeay including those who practice fewer th&00
hours during the fiscal year whose practice is not limited to
office practice, nursing homes or house calls or who do practice

receivegpayment later than the due date specified in thetate
mentnotice sent to thprovider by certified mail, the fund, rot
withstandingpar (n) 5., may not applthe payment retroactively

to the annual fee unless the board has authorized retroactive cov  (f) For a physician for whom this state is agirincipal place

erageunder sub. (3s) (b).

(n) Application of paymentsExcept as provided in pdk),
all payments to the fund shall be applieaimonologicalbrder
first to previous fiscal years for whichbalance is due and then

to the current fiscal yeaThe amounts for each fiscal year shall

be credited in the following order:
1. Mediation fund fee imposed under s. Ins 17.01.
2. Administrative service chge under par(j) 3.
3. Interest under pafj) 2.
4. Surchage imposed under s. Ins 17.285.
5. Annual fee under sub. (6).
(o) Waiver of balance.The fund may waivany balance of

Class1 ..... $ 744 Class 3.... $3,088

Class2 ..... $ 1,340 Class 4. ... $4,464
of practice:

Class1 ..... $ 620 Class 3.... $2,573

Class?2 ..... $1,15 Class 4.... $3,719

(g) For a nurse anesthetist for whom this state is a principal
placeof practice: ............ ... .. ... .. ..., $.304

(h) For a nurse anesthetist for whom this state is not aprinci

pal place of practice:. . ...................... $. 153
(i) For a hospital, all of the following fees:
1. Peroccupiedbed ..................... $. 75
2. Per 100 outpatient visits duritige last calendar year for
which totals are available: . .. ................. $ 3.74

(j) For a nursing home, as descrilgdier s. 655.002 (1) (j),

$50 or less, if it is in the economic interest of the fund to do so. Stats. that is wholly owned and operated b@spital and that

(5) FILING OF CERTIFICATESOF INSURANCE. (&) Electronic fil-
ing. Except as provided in pdb), each insurer and self-insured

providerrequiredunder s. 655.23 (3) (b) or (c), Stats., to file a

certificateof insurance shall file the certificate electronically in
theformat specified by the commissioner by the 15th daiief

hashealth care liability insurance separate from that of the hos
pital by which it is owned and operated:

Peroccupiedbed. ........................ $ 15

(k) For a partnership comprised of physicians or nurse anes
thetists,organized for the primary purpose of providing the med

monthfollowing the month of original issuance or renewal or a ical services of physicians or nurse anesthetists, all of the follow

changeof class under sub. (6).

ing fees:
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1. a. If the total number of partners and employed physi Advanced Nurse Midwives. ................. 2,851

ciansand nurse anesthetists is from 2t0.10. ... ... $ 43 Advanced Practice Nurse Prescribers. . . ... ... 434
b. If the total numbeof partners and employed physicians ChirOPraCtors. . . . ..o oo vttt 496

andnurse anesthetists is fromh 80 100 . ........ .. $ 428 Dentists . . . . . . ..o\ 248
c. If thetotal number of partners and employed physicians

andnurse anesthetists exceeds 100. .. ........ $ 1,065 Orall Sugeons oot 1,860

) ; . . Podiatrists—=Surgical . . . .................... 5,269

2. The following fee for each full-time equivaleaitied Ot trist 248

healthcare professional employed by the partnership dseof POMELNSIS. ..

mostrecent completed survey submitted: Physician Assistants .. ..................... 248

Employed Health Care Professionals Fund Fee
Nurse Practitioners. . .. ................... $. 310
Advanced Nurse Practitioners................ 434
Nurse Midwives . . .......... ... 2,728
Advanced Nurse Midwives. . ................ 2,851
Advanced Practice Nurse Prescribers. . ....... 434
Chiropractors. . .. ... 496
Dentists............. ... ... ... ... ... .... 248
OralSugeons. . ... ... 1,860
Podiatrists—=Surgical . . . ............ ... ..... 5,269
Optometrists. . .. ... i 248
Physician Assistants . . ... ....... . ... .. 248

(L) For a corporationincluding a service corporation, with
morethan one shareholderganized under ch. 180, Stats., for
the primary purpose of providing the medical services of physi
ciansor nurse anesthetists, all of the following fees:

1. a. Ifthetotal number of shareholders and employed phy
siciansand nurse anesthetists is from2t0 10.... $ 43

b. If the total number of shareholders and emplqyteyksi
ciansand nurse anesthetists is frofntd 100. . . . . $ 428

c. If the total number of shareholdensd employed physi
ciansor nurse anesthetists exceeds 100 $ 1,065

2. The following fee for each full-time equivalealtied
healthcare professional employed by the corporation akeof
mostrecent completed survey submitted:

Employed Health Care Professionals Fund Fee
Nurse Practitioners. . .. ................... $. 310
Advanced Nurse Practitioners. ............... 434
Nurse Midwives . . ....... ... .. 2,728
Advanced Nurse Midwives. ... .............. 2,851
Advanced Practice Nurse Prescribers. . ...... 434
Chiropractors. . .. ....... ... i 496
Dentists. . ....... . 248
OralSugeons. . ......... ... ... 1,860
Podiatrists—Surgical. . . .................... 5,269
Optometrists. . .. ... i 248
Physician Assistants . ... ................... 248

(m) Fora corporation @anized under ch. 181, Stats., for the

primary purpose of providing the medical services of physicians

or nurse anesthetists, all of the following fees:

1. a. If the total number of employed physicians and nurse

anesthetistss from 1 to 10 $ 43

b. If the total number of employed physicians and nurse

anesthetistés from L t0 100. ... .............. $ 428
c. If the total number océmployed physicians or nurse anes
thetistsexceeds 100 $ 1,065
2. The following fee for each full-time equivaleaitied
healthcare professional employed by the corporation dabeof
mostrecent completed survey submitted:
Employed Health Care Professionals
Nurse Practitioners
Advanced Nurse Practitioners. .. ............. 434
Nurse Midwives

Fund Fee

(n) For an operational cooperative sickness care plan as
describedunder s. 655.0021) (f), Stats., all of the following
fees:

1. Per 100 outpatient visits duritige last calendar year for
whichtotals are available. . . .................. $0.09

2. 2.75% of the total annual fees assessed against all of the
employedphysicians.

3. The following fee for each full-time equivaleatlied
healthcare professional employed by the operational coepera
tive sickness plan as of the most recent completed survey sub
mitted:

EmployedHealth Care Professionals Fund Fee
Nurse Practitioners . ..................... $. 310
Advanced Nurse Practitioners................ 434
Nurse Midwives . . ...t 2,728
Advanced Nurse Midwives. .. ............... 2,851
Advanced Practice Nurse Prescribers. . ... .... 434
Chiropractors. . . . ... 496
Dentists. . . ... 248
OralSugeons. ... 1,860
Podiatrists—=Surgical . . . ..................... 5,269
Optometrists. . .. ... e 248
Physician Assistants . . .. ............ ... .... 248

(o) For a freestanding ambulatory gery centeras defined
in s. DHS 120.03 (13), per 100 outpatient visits during the last
calendaryear for which totals are available: . . . .. $19.00

(p) For an entity diliated with ahospital, the greater of $100
or whichever of the following applies:

1. 7% of theamount the entity pays as premium for its pri
mary health care liability insuranc#,it has occurrence cover
age.

2. 10% of the amount the entity pays as premium for its pri
mary health care liability insurance, if it has claims—made cover
age.

(q) For an oganization or enterpriseot specified as a part
nershipor corporation that is ganizedand operated in this state
for the primary purpose of providing timeedical services of
physiciansor nurse anesthetists, all of the following fees:

1. a. If the total number of employed physicians and nurse
anesthetistss from 1 to 10 43

b. If the total number of employed physicians and nurse
anesthetistss from L t0 100. .. .. .............. $ 428

c. If the total number océmployed physicians or nurse anes
thetistsexceeds 100 $ 1,065

2. The following for each full-time equivalent allied health
careprofessional employed by theganization or enterprise not
specifiedas a partnership, corporation, or an operaticoaper
ative health care plan as of the most recent completed survey
submitted:

EmployedHealth Care Professionals Fund Fee
Nurse Practitioners . . .................... $. 310
Advanced Nurse Practitioners................ 434
Nurse Midwives . . ........ .. ..., 2,728
Advanced Nurse Midwives. . ................ 2,851
Advanced Practice Nurse Prescribers. . ....... 434
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Chiropractors. . . ... 496
Dentists. . ... 248
OralSugeons. . ......... ... 1,860
Podiatrists—Surgical . . . .. ........... ... . ... 5,269
Optometrists. . . . ... .. 248
Physician Assistants . .. .......... ... ... ... 248

(6d) PRIMARY PURPOSEPRESUMPTION. For purposes o$.
655.002(1) (e), Stats., and this section, it is presumed:

(a) A corporation aganized and operated in this stafe
which 50% or more of its shareholders are physicians or nurse
anesthetistss olganized and operated in this state for phie
mary purpose of providing the medical services of physicians or
nurseanesthetists.

(b) Conclusively that a corporationganized and operated
in this state of which less than 50% of its shareholders are physi
ciansor nurse anesthetists is noganized and operated in this
state for the primary purpose of providing the medical services
of physicians or nurse anesthetists.

Note: A person who disputes the application of this presumption to the person
may be entitled to a hearing on the issue in accordance with s. 227.42, Stats.

(6€) MEDICAL COLLEGERESIDENTS'FEES. (&) The fund shall
calculatethe total amount of fees for all medical college @$W
consinaffiliated hospitals, inc., and UW hospital and clinics,
residenton a full-time—equivalent basis, taking into consider
ation the proportion of time spent by the residents in practice
which is not coveredby the fund, including practice in federal,
state,county and municipdhcilities, as determined and decu
mentedby the medical college of Mtonsin diliated hospitals,
inc., and UW hospital and clinics, respectively

(b) Notwithstanding sub. (4) (h), the fusdhitial bill for
eachfiscal year shall bthe amount the medical college ofs#/
consinafiliated hospitals, inc.estimates will be due for the next
fiscal yearfor all its residents. At the end of the fiscal yehe
fund shall adjust théee to reflect the residents’ actual exposure
during the fiscal yearas determined by the medical college of
Wisconsinaffiliated hospitals, inc., and shdlill the medical
collegeof Wisconsin diliated hospitals, inc., for the balance
due,if any, plus accrued interest, as calculated under sub. (4) (j)
2., from the beginning of the fiscal yearhe fund shall refund
the amount of an overpayment, if any

report,atthe times and in the manner prescribed by the fund, any

undersub. (6).

ration shall report thenumber of partners, shareholders and
employedphysicians and nurse anesthetists on Jualiytfie pre
viousfiscal year

(6s) SURCHARGE. (a) This subsection implements s. 655.27

increasen a provide's fund fee based on loss and expenge
rience.

(b) In this subsection:

1. “Aggregate indemnity” has the meaning given under s.
Ins 17.285 (2) (a).

2. “Closed claim” has the meaning given under s. Ins 17.285
) (b).

3. “Provider” has the meaning given under s. Ins 17.285 (2)
(d).

4. “Review period” has the meaning given under s. Ins
17.285(2) (e).

(c) The following tables shall be used in making deter
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Number of Closed Claims During

Aggregatelndemnity During

Review Period

Review Period

4 or
1 2 3 more
Upto $118,000 0% 0% 0% 0%
$118,001 to $585,000 0% 10% 25% 50%
$585,001 to $1,571,000 0% 25% 50% 100%
Greater Than $1,571,000 0% 75% 100% 200%

2. For a class 2 physician:

Number of Closed Claims During

Aggregateindemnity During

Review Period

Review Period

4 or
1 2 3 more
Upto $226,000 0% 0% 0% 0%
$226,001 to $859,000 0% 10% 25% 50%
$859,001 to $2,212,000 0% 25% 50% 100%
Greater Than $2,212,000 0% 50% 100% 200%

3. For a class 3 physician:

Aggregateindemnity During

Number of Closed Claims
During Review Period

Review Period

5or
1 2 3 4 more
Upto $676,000 0% 0% 0% 0% 0%
$676,001 to $1,066,000 0% 0%  10% 25% 50%
$1,066,001 to $1,822,000 0% 0%  25% 50% 75%
$1,822,001 to $3,996,000 0% 0%  50% 75% 100%
Greater Than $3,996,000 0% 0% 75%  100% 200%

4. For a class 4 physician:

Aggregatelndemnity During

Number of Closed Claims
During Review Period

Review Period 5 or
1 2 3 4 more
Upto $931,000 0% 0% 0% 0% 0%
$931,001 to $1,451,000 0% 0%  10% 25% 50%
$1,451,001 to $2,467,000 0% 0%  25% 50% 75%
$2,467,001 to $5,179,000 0% 0%  50% 75% 100%
Greater Than $5,179,000 0% 0% 75% 100% 200%

History: Cr. RegisterJune, 1980, No. 294 fe7-1-80; am. (6), Registelune,
1981, No. 306, ef 7-1-81; r and recr(6), RegisterJune, 1982, No. 318, fef
7-1-82;am. (6) (h) and (i), Registekugust, 1982, No. 320,feB-1-82, am. (6),
(6m) RepoRTING. (a) The fund may require any provider to  RegisterJune, 1983, N&30, ef. 7-1-83; am. (6) (i), RegisteBeptember1 983,

No. 333, ef. 10-1-83; am. (6) (intro.), (a) to (h), (j) and (r), Regislene, 1984,
. - ) : | No. 342, ef. 7-1-94; am. (6) (i), RegisteAugust, 1984, No. 344,feD-1-84; am.
information necessary for the determination of a fee specified (3) (c) and (6) (intro.), () to () 1., (f) th), ()) and (k), r(intro.), cr (3) (c) 1. to
9.and (7), Registeduly, 1985, No. 355, &/8-1-85; am. (7) (a) 2. and (c),(¥)
. (a)5., renum. (7) (a) 3. and 4. to be 4. and 5. and arti)¢a)3., RegisterDecem
(b) For purposes of sub. (6) (k) to (m), a partnership or eorpo ber,1985, No. 360, & 1-1-86; emag. r. and recr(3) (c) intro., 1. to 9., (4), (6)
(intro.), (a) to (k) and (7), &7-2-86; rand recr(3) (c) intro. and 1. to 9., (4), (6)
(intro.), (a) to (k) and (7), RegisteBeptemberl986, No. 369, &f10-1-86;am.
(2), (4) (b) and (d), (6) and (7) (intro.), Registéune, 1987, No. 378,fe?-1-87;
am. (6) (i) and (J), cr(6) (k) to (o) and (6m), Registelanuary1988, No. 385, &f
7-1-88; cr (6s), Registe~ebruary1988, No. 386, &f3-1-88; am. (6) (intro.) to
(1), (m) 1. and (n), Registedune, 1988, No. 390,fe¥-1-88; renum. (3) (a) to be
(3) (bg) 1., Stats., requiring the establishment of an automatic (3) (d), ct (3) (a),(bm), (e) to (i), (3e), (3m) and (3s)and recr(3) (b) and (4),
r. (7) (intro.) and (b) 4., am. (7) (a), (b) (intro.) to 3. and (c), Regiafeil, 1989,

No. 400,

ef 5-1-89; emay. r. (4) (c) 1. b.,
() (intro.), (m) 1., (n) and (o), c(4) (c) 4.,

am. (4) (c) 2. and 3., (6) (intro.) to (j),
(6) (k) 1. to 3. and (6) (I) 3. and (Im),

renum.(6) (k) to be (6) (k) (intro.) and am.,and recr(6) () 1. and 2., &f6-1-89;

r.(4)(c) 1. b., am. (4)
cr.(4) (c) 4., (6) (k) 1.to 3.

(c) 2. and 3., (6) (intro.) to (j), (I) (intro.), (m) 1., (n) al
and (6) (I) 3. and (Im), renum. (6) (k) to be (6) (k)

nd (0),
(intro.)

andam., rand recr(6) (I) 1. and 2., Registefuly, 1989, No. 403¢ff. 8-1-89; am.

1), (2), (3) (c) and (f), (3e), (6

) (intro.),

(a) (intro.), (b) (intro.), (c) (intro.), (d)

gintro.), (e) (intro.), (f) (intro.), (g), (h), (i) (intro.), (j) (intro.), (k) (intro.), () (intro.),
(Im) (intro.), (m) (intro.), (n) (intro.) and (o) and (6m), renum. (3m) (a) (intto,),
2.,3.intro., b. and c., and (6m) to be (3m) (intro.), (a), (b), (c), and (6m) @n)x
(a)3. a. and (b),.!and recr(5), (6) (a) (intro.), (b) (intro.), (d) (intro.), (e) (intro.),
(f) (intro.), (6s) (c) 1. intro., 2. intro., 3. intro. and 4. intra. {8 (intro.) and (hm),
(4) (cm) and (g){6e) and (6m) (b), Registefune, 1990, No. 414,fe¥-1-90;
emerg.am. (6) (b) and (6e), (6) (e) and (f), éf 7-1-90; am. (6) (b) and (6€e), r
(6) (e) and (f),Register October 1990, No. 418, &f11-1-90; cr (4) (cs), am. and
(3s)(b) (4) (g), RegisterApril, 1991, No. 424, ¢/5-1-91; emay. am. (3) (c) 2.

and3., (6) (intro.), &f

7-1-91; am. (3) (c) 2. and 3., (@itro.), Registerduly,
1991,No. 427, eff 8-1-91; am. (6s{c) (intro.), RegisterJanuary1992,

No. 433,

minationsrequired under s. Ins 17.285 as to the percentage eff. 2-1-92; am. (4) (b), (c) 1. intro., 2 to 4., (cs) 1. and (f), (5) and (6€) (b3) cr
(h) to (o), r (7), RegisterMarch, 1992, No. 435, fef4-1-92; emay. am. (4) (cm),
(e)1., (), () 3.,(5), (6) (intro.), (a) to (j), (k) (intro.), (I) (intro.), 1., (Im) (intro.),
(m) and (n), r(3m) (b) and (4) (e) 2.,.di6) (gm) and (hm), and recr(4) (c), renum.

increasen a providets fund fee:
1. For a class 1 physician or a nurse anesthetist:
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(4) (d), () and (m) to be (4) (d) 1., 2. and (e) 2, £f28-92; am. (4) (cm), (e) 1.,
®, () 3., (5), (6) (intro.), (a) to (j), (k) (intro.), (), (intro.), 1. (Im) (intro.), (amd
(n),r. (3m) (b) and (4) (e) 2., .06) (gm) and (hm), and recr(4) (c), renum. (4)
(d), (I) and (m) to be (4) (d) 1., 2nd (e) 2., Registeduly 1992, No. 439, é&f
8-1-92:emeg. am. (3) (C) (mtro) 6) (mtro) (a) to (d) and (gm) to (Myd recr
(3)(c) 1.to 4., (5), (6) (9); am. (3) (c) (intro.), (6) (intr¢d) to (d) and (gm) to (n),
r. and recr(3) (c) 1. to 4., (5), (6) (9), RegisteSeptemberl993, No. 453, é&f
10-1-93;am. (4) (k) and (n) (intro.) and (6), Registdune, 1994, No. 462, fef
7-1-94;emegq. cr. (3) (hs), am. (3e), (6e) (b) and (6m) (b)amd recr(6), ef.
6-14-95am. (3e), (6e) (b) and (6m) (b)and recr(6), cr (6d), RegisterDecem
ber,1995, No. 480, éf1-1-96; ema. r. and recr(6), ef. 5-28-96; r andrect
(6), Register September1996, No. 489, €f10-1-96 emeg. am. (3) (c) (6e) (a),
r. and recr(6), cr (6a), ef. 8—-12-97; am. (3) (c), (6e) (a).and recr(6) and cr(6a),
RegisterNovember1997, No. 503, éf12-1-97; eme. am. (4) (cm) and (6a),
r. andrecr (6), ef. 6-1-98; am. (4) (cm) and (6a)and recr(6), RegisterAugust,
1998, No. 512, &9-1-98; emay. am. (6a),.rand recr(6), eff. 7-1-99 cr. (5) (c),

r. and recr(6), am. (6a), RegisteBeptemberl999, No. 525, &€f10-1-99; correc
tion in (6) (o) and (6a) made under s. 13.93 (2m) (b) 1. and 7., Stats., R&gister
tember,1999, No. 525; emgrr. and recr(6) andam. (6a), éf 7-1-00; r and recr
(6) and am. (6a), Registekugust,2000, No. 536, éf9-1-00; emey. r. and recr
(6) and am. (6a), &f7-1-01; CR 01-035: mnd recr(6) and am. (6a), Register
SeptembeR001 No. 549, €/10-1-01; emay. . and recr(6), t (6a), ef. 7-1-02;
CR02-035: rand recr(6),r. (6a), Register September 2002 No. 561 16F1-02;
CR 03-039: r and recr (6) Register October 2003 No. 574f. @fl-1-03;CR
04-032r. and recr(6) Register January 200%. 589, ef 2-1-05; emdy. r. and
recr.(6), ef. 7-1-05; CR 05-028: mndrecr (6) Register October 2005 No. 598,
eff. 11-1-05; CR 06-002: an@B) (c) 1. and 2. andand recr(6) Register June 2006
No. 606, ef. 7-1-06; CR 07-002: am(6), Register June 2007 No. 618f. ef
7-1-07; CR 07-002: am. (6e), Register June 2007 No. &lL8/-1-07; CR
08-006:am. (6) (intro.), (k) 2., (L) 2., (m) 2., (n) 3. and (q) 2. Register June 2008
No. 630, ef. 7-1-08;CR 09-004: am. (3) (c), and recr(6) Register June 2009
No. 642, ef. 7-1-09; correction in (6) (0) made under s. 13.92 (4) (b) 7., Stats.,
RegisterJune 2009 No. 64ZR 09-055:cr. (3h) Register Maich 2010 No. 651,
eff. 4-1-10.

Ins 17.285 Peer review council. (1) PurPOSE. This
sectionimplements ss. 619.04 (5) (b) and (5m) (b), 655.27 (3)
(@) 2m. and (bg) 2. and 655.275, Stats.

(2) DeriNniTiONS. In this section:

(a) “Aggregate indemnity” means the total amount attributa
ble to an individual provider that is paid or owing to or on behalf
of claimants for all closed claims arising out of one incident or
courseof conduct, includingmounts held by the fund under s.
655.015,Stats. “Aggregate indemnity” does not include any
expensegaid in the defense of the claim.

(b) “Closed claim” means a medical malpractice claim
againsta provider or a claim against an employee of a health
care provider for which the provider is vicariously liable, for
which there has been either of the following:

1. A final determination based on a settlement, award or
judgmentthat indemnity will be paid to or on behalffa claim
ant.

2. A payment to a claimant by the provider or another person
on the providers behalf.

(c) “Council” means the peer review council appointed
unders. 655.275, Stats.

(cg) “Health care provider” has the meaning given in s.
146.81(1), Stats.

(cr) “Patient health care recordséas the meaning given in
s.146.81 (4), Stats.

(d) “Provider” when used without further qualification,
meansa health care provider subject to ch. 655, Stats., wao is
naturalperson. “Provider’does not include a hospital or other
facility or entity that provides health care services.

(e) “Review period” means the 5-year period ending with the
date of the first payment on the mosecent closed claim
reportedunder s. 655.26, Stats., for a specific provider

() “Surchage” means the automatic increase in a protgder

COMMISSIONER OF INSURANCE

Ins 17.285

(2s) INFORMATION FOR PROVIDER. Upon receipt of a report
undersub. (2m), the council shall mail to the providdto is the
subjectof the report all of the following:

(a) A copy of thereport, with a statement that the provider
may contact the insurer that filed the report if the provider
believesit contains inaccurate information.

(b) A statement that the council may use its authority under
s. 146.82 (2) (a) 5., Stats., to obtain any patient health care
recordsnecessary for use in making determinations under this
section.

(c) A request that the provider sign and return to the council
anauthorization for release of information form, authorizimg
provider’sinsurer to provide the council with relevaattual
informationabout the closed claim for use in making determina
tions under this section. Aopy of the form shall be enclosed
with the mailing.

(d) If necessaryarequest that the provider verify the ceun
cil's closed claim record and furnish the council with informa
tion on any additionatlosed claims not known to the council
thathave been paid by or on behalf of the provider during the
review period.

(e) Notice that if the provider does not comply with a request
underpat (c) or (d) within 40 days after the date of the request,
the provider is in violation of s. 601.42 (4), Stats., and ray
subjectto a forfeiture of up to $1,000 for easleek of continued
violation, as provided in s. 601.64 (3), Stats.

(3) DETERMINATION OF NEED FORREVIEW. Based orreports
receivedunder sub. (2m) and any additional closed claims
reportedin response to a request under sub. (2s) (d), the council,
usingthe tables under ss. Ins 17.25 (12m) (c) and 17.28 (6s) (c),
shall determine when a provider has, durimgeview period,
accumulatedenough closedlaims and aggregate indemnity to
considerthe imposition of a surchge.

(4) RECORDSREQUESTSNOTICE TO PROVIDER. (@) When the
councilmakes a determination under sub. (3), it may request any
of the following:

1. From any health care provideatient health care records
relatedto each closed claim subject to review as provided in s.
146.82 (2) (a) 5., Stats.

2. From the providés insurerrelevant factual information
abouteach closed claim subject to reviewhis subdivision
appliesonly if theprovider has complied with the request under
sub.(2s) (c).

(b) A request under paf) shall bén writing and shall spec
ify a reasonable timéor response. Each person receiving a
requesthall provide the council with the records and informa
tion requested, unless the person no longer maintains or has
accesgo them. If a person is unable to comply with a request,
the person shall notify the council in writing of the reason for the
inability to comply

(c) The council shall notify a provider for whom a determina
tion is made under sub. (3) that, after reviewing the patient health
carerecords, consultants’ opinions and other relevant informa
tion submitted by the provider and the provideinsurer the
councilmayrecommend that a surcharbe imposed on the pro
vider’s plan premium, fundee or both, and that the surchpar
may be reduced or eliminated followirsgreview as provided in
this section. The noticshall include a description of the prece
duresspecified in this section and a statement thaptbeider
may submit in writing relevant information about any closed

plan premium or fund fee established under s. Ins 17.25 (12m) claiminvolved in the review and a description of mitigatang

or 17.28 (6s) or both.

(2m) TIME FORREPORTING. In reporting claims paid under s.
655.26, Stats., each insurer or self-insurer shall report the
requiredinformation by the 15th day of the month followithg
dateon which there has beeriiaal determination of the aggre
gateindemnity to be paid to or on behalf of any claimant.

cumstanceshat may reduce the future rigkthe plan, the fund
or both.

(5) ProcEDUREFOR REVIEW. (@) The council or a single
council membermay conduct a preliminary review of the
recordsand information relating to each of a providetlosed
claims. If the council or council member is able to determine,
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without a consultant, that the provider ntle¢ appropriate stan
dardof care with respect to any closed claim, the council shall

WISCONSINADMINISTRATIVE CODE

282

(10) FINAL DECISION;JUDICIAL REVIEW. The board shall make
the final decision on the imposition of a suraar The final

not referthat closed claim to a consultant and shall not use that decisionis reviewable by the circuit court as provided under ch.

closedclaim in determining whether to impose a surghawn
that provider

(b) Unless a determination under.pg@) reduces the number
of closed claims andggregate indemnity so that the provider is
no longer subject to the impositiaf a surchage, the council
shallrefer all records and information relating to closed claims
subjectto review including records and informatiom the cus
tody of the plan and the fund, to one or mepecialists as pro
videdin s. 655.275 (5) (b), Stats.

(c) Each specialist consulted under. by shall provide the
councilwith a written opinion as to whether the provider met the
appropriatestandard of care with respect to each closed claim
reviewed.

(d) At least30 days before the meeting at which the council
will decide whether or not to recommend thatirchage should
beimposed on a providethe council shall notify the provider
of the date othe meeting and furnish the provider with a copy
of the consultant’ opinions and list of any other documents on
which the recommendation will be based. The council shall
makeall documents available to the provider upon regfoest
inspectionand copying, as provided under s. 19.35, Stats.

(e) In reviewing aclosed claim, the council or a consultant
may consider any relevant informatiexcept information from
ajuror who participated in a civil action for damages arising out
of an incident under reviewThe council or a consultantay
consultwith any person except a juranterview the provider
employeesf the provider or other persons involviacan inck
dentor request the provider to furnish additional information or
records.

(f) The council, after taking into consideration all available
information, shall decide whether each closed claim reviewed
shouldbe counted in recommending whetheirmpose a sur
chargeon the provider

(7) ReporTTO BOARD. (a) If the total number of closed
claimswhich the council determines should be included and the
aggregatendemnity attributable to those claims would bdisuf
cientto require the imposition of a surcharunder s. Ins 17.25
(12m)(c), 17.28 (6s) (c) or both, tleuncil shall prepare a wit
ten report for the board recommending the sugghtirat should
be imposed. The report shall include the factual basis for the
determinationon each incident involveth the review and a
descriptionof any mitigating circumstances.

(b) If the councildetermines that one or more closed claims
shouldnot be counted and, agesult, the total number of closed
claims remaining and the aggregate indemnity attributable to
thoseclaims is not siicient to require the imposition ofsur
charge the council shall prepare a written report for hloard
recommendingdhat no surchge should be imposed. Treport
shallinclude a brief summary of the basis for the recommenda
tion.

(c) The council shall furnish the provider with a copy of its

report and recommendation to the board and with notice of the

right to a hearing as provided in sub. (9).

(9) HEARING. (a) A provider has the right to a hearing under
ch. 227, Stats., and ch. Ins 5 on the couasci#commendation,

227, Stats.

(11) SURCHARGE;IMPOSITION; REFUND;DURATION. (&) A Suf
chargeimposed on a provider plan premium, fund fee or both
aftera final decisiorby the board takesfett on the next billing
dateand remains in &fct during any periodf judicial review

(c) If judicial review results in the imposition of no surgfer
or a reduced surchge, the plan, the fund or both shall reftinel
excessamount collected from the provider or apply a credit to
the providers next plan premium or fund fee bill or both.

(d) A surchageremains in déct for 36 months. The per
centagamposed shall be reduced by 5@86the 2nd 12 months
andby 75% for the8rd 12 months, if the provider does not accu
mulateany additional closed claims before the expiration of the
surcharge. The time periods specified in this paragraph are
tolled on thedate a provider stops practicing in this state and
remaintolled until the provider resumes practice in this state.

(e) If the provider accumulateadditional closed claims
while a surchage is in efiect, the provider is subject to the higher
of the following:

1. The surchae imposed under sub. (10) and. §dy}.

2. The surchaye determined by the board following a new
review of the provide's claims record under sub. (5).

(f) If the provider is a physician who changes from one class
to another class specified in s. Ins 17(28m) (c) or 17.28 (6s)
(c) while a surchaye is in efiect, the percentage imposedthg
final decision otthe board shall be applied to the plan premium,
fund fee or both for the physicianhew class &ctive onthe
datethe class change occurs.

(12) REQUESTFROMPRIVATE INSURER. If the council receives
a request for a recommendation under s. 655.275 (5) (a) 3.,
Stats. from a private insurethe council shall follow the proee
duresspecified in subs. (3pb (5) and notify the private insurer
andtheprovider of the determination it would make under sub.
(5) (f) if the providets primary insurer were the plan. A provider
is not entitled to a hearing on any determination reported under
this subsection.

(13) ConriDeENTIALITY. The final decision of the board and
all information and records relating to the review procedure are
thework product of the board and are confidential.

(14) MEMBER AND CONSULTANT COMPENSATION. Council
membersand consultants shall be paid $250 per meeting
attendedor $250 per report filed by a consultant based on the
consultant'sreview of a file under s. 655.275 (5) (b), Stats.

History: Cr. RegisterFebruary1988, No. 386, &€f3-1-88; am. (2) (a) and (b),
(3) (@) and (c) 2., (5) (b) (mtro) ) (a) (8) 9) (a)J,)(uf) and (14), cr(2m)and
(4) (c) 2., renum. (4) (c) to be (4) (c) 1., Regisieine, 0, No. 414 fe7-1-90;
am.(2) (a) (b), (d) and (e), (7) (b), J()l(a) (c) to (e) (mtro )and 1., (f) and (12),
r num 3) (), 4 )(b) (|ntro)and 1, lve (3), (4) (c), (5) (e) and (7) (c)

am. (3),(4) (c) an ()(C) 13 )() (d) (4)(b)2 (c) (d), (6) and)1b),
cr (2) (cg) and (c1), (25), (4) (b), (5) (d) and (1), (9) (amdnd recr(4) (a), (5) (a)
to (c) and (9) (a), Registefanuary1992, No. 433 €f2-1-92,CR 03-039: cr(14)
RegisterOctober 2003 No. 574,fefl1-1-03.

Ins 17.29 Servicing agent. (1) PurpPosE. This section
implementss. 655.27 (2), Stats., relating to contracting for claim
servicedfor the fund.

(2) CriTERIA. The board shall establish the criteria for the

if the provider requests a hearing within 30 days after receiving selection of the servicing agent priorthe expiration of each

the notice under sub. (7) (c).

(am) The report®f the consultant and any other documents
relied on by the council in making its recommendation to the
boardare admissible in evidence at a hearing under this section

(b) Notice of the hearing examinsproposed decision shall
inform the provider that he or she may submit to the board writ
tenobjections and guments regarding the proposed findings of
fact, conclusions of law and decision within 20 days atfer
dateof the notice.

contractterm.

(3) SeLecTioN. The commissionewith the approval of the
board, shall select a servicing agent through the competitive

.negotiationprocess.

(4) CoNTRACTTERM. The commissionewith the approval
of the board, shall establish the term of the contétbtthe ser
vicing agent. The contrashall include a provision for its can
cellationif performance or delivery is not made in accordance
with its terms and conditions.
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(5) The servicing agent shaplerform all of the following (d) Indemnity limits of notess than the amounts specified
functions: in s. 655.23 (4), Stats.
~ (am) Reporting to the claims committee of theard on claim (e) Coverage for supplemental payments in addition to the
files identified bythat committee, at the times and in the manner indemnity limits, including attorney fees, litigation expenses,
specifiedby that committee. costsand interest.
(b) Establishing and revising case reserves. (f) That the insurer wilprovide a defense of the insured and
(c) Contracting for annuity payments as part of structured the funduntil there has been a determination that coverage does
settlementsinder guidelines adopted by the board. not exist under the policy or unless otherwise agreed to by the
(d) Investigating and evaluating claims. insurerand the fund.

(e) Negotiating to settlement all claims made against the fund ~ (9) If the policy is a claims-made policy:
except in cases where this responsibility is retained by the claims 1. A guarantee that the insured can purchasentimited
committeeof the board. extendedreporting endorsement upamancellation or nonre
(f) Filing with the commissioner and the board the annual newalof the policy
reportrequired under s. 655.27 (2), Stats., and any other report 2. If the policy is a group poligya provision that any health

requested by the commissioner or the board. careprovider as definedinder s. 655.001 (8), Stats., whose par
(g) Reviewing court orders, verdicts and judgments and ticipation in the group terminates has the right to purchase an
makingrecommendations on appeals. individual unlimited extended reporting endorsement.
(h) All other functions specified in the contract. 3. A prominent notice that the insured has the obligation

History: Cr. RegisterFeb 1984, No. 338, &f3-1-84; am. (1), (3) and (4), i
s ?ergr(z)f ; é?'?a?,rreen&?ﬁ’%s) e No & o &) (m O()) ((b ))tgn(g )( ():r unders. 655.23 (3) (a), Stats., to purchdmeextended reporting

(5) (am) and (), Registedune, 1990, No. 414,fef~1-90. endorsementinless other insuranég available to ensure con
tinuing coverage for the liability of all insuredsider the policy
Ins 17.30 Peer review council assessments. for the term the claims-made policy was ifeef.
(1) Purposk. This section implements ss. 655.27 (3) (amg) 4. A prominent notice that the insurer will notify the com
655.275(6), Stats.relating to the assessment of feedisight missionerif the insured does not purchase the extended report

to cover the costs, including the costs of administration, of the ing endorsement and that the insured, if a natural person, may be
patients compensation fund peer review council appointed subjectto administrative action by his or her licensing board.

unders. 655.275 (2), Stats. . (2b) AGGREGATE LIMITS; UNLIMITED EXTENDED REPORTING
(2) AssessMmenTs.(a) The following fees shall be assessed enporsemenTs. (a) This subsection interprets and implements
annuallybeginning with fiscal year 1986-87: S.655.23 (4), Stats.

1. Agf_ainstthe fun_d, one-half of the actual cost of operat_ing (b) Highest aggegate limit appliesl1. ‘Claims-made cover
the council for each fiscal yedessone-half of the amounts, if age.” The aggregate limit applicable to elhims reported dur
any, collected under subd. 3. ing a reporting year of a claims—made policy shall benthkest

2. Against the plan, one—half of the actual cost of operating limit specified in s. 655.23 (4) (§tats., that applies during the
the council for each fiscal yedessone—-half of the amounts, if  reportingyear

any, collected under subd. 3. 2. ‘Occurrence coverage.’ Thienit applicable to all occur
3. Against a private medical malpractice insutiee actual rencesduring an occurrence year of accurrence policy shall

costincurred by the council for its review of any claim paid by bethe highest limit specified in s. 655.23 (4), Stats., dpalies

the private insurerif the private insurer requests a recommenda  during the occurrence year

tion on premium adjustments with respect to that claim under s. (©) Unlimited extended eporting endorsements issued

655.275(5) (a) 3., Stats. beforeJanuary 1, 1999 Before January 1, 1999, the aggregate

(b) Amounts collected under pda) 3. shalbe applied to  |imjt applicable to an unlimited extended reporting endorsement
reduce,n equal amounts, the assessments unde(glat. and shall be one of the following:

2. for the same fiscal year
(3) PavmenT. Each assessment under sub. (2) shall be paid;

within 30 days after the billing date.
History: Cr. RegisterJune, 1987, No. 378,fe?-1-87; am. (2) (a}. and 2.,

1. The total amount of the annual aggregate limit specified
n s. 655.23 (4), Statsas it applied on the date of the occurrence,
shall be available for each occurrence ydass amounts pre

RegisterJune, 1990, No. 414,fef~1-90. viously paid under any policy for that occurrence year
2. The following minimum percentage of the annual aggre
Ins 17.35 Primary coverage; requirements; per - gatelimit specified in s. 655.23 (4), Stats., as it applied to the last
missible exclusions; deductibles. (1) Purposkt. Thissee reporting year of the canceled or nonrenewed claims—-made

tion implements ss. 631.20 and 655.24, Sta&dating to the policy shall beavailable for all claims reported under the
approvalof policy forms for health care liability insurance sub  extendedeporting endorsement: 100% when the policy was in

jectto s. 655.23, Stats. effect for 1 year or less, including any retroactive coverage

(2) ReEQUIRED cOoVERAGE. To qualify for approval under s.  period;130% when the policy was infeft for more than 1 year
631.20,Stats., a policy shall atminimum provide all of the feol but less than or equal to 2 years, including any retroactive-cover
lowing: ageperiod; 150% when the policy was iregft for more than 2

(a) Coverage for providing or failing to provide health care Years,but less than or equal to 3 years, including any retroactive
services to a patient. coveragepenod; 169% when the po[lcy waséifect for.more

(b) Coverage for peer revieaccreditation and similar pro ~ tan 3 years, including any retroactive coverage period.
fessionalactivities in conjunction with and incidental to the-pro (d) Unlimited extendedeporting endorsements issued on
vision of health care services, when conducted in good faith by and after January 1, 1999.0n and after January 1, 1999 the
aninsured. minimum aggregate limit applicable to an unlimitegtended

(c) Coverage for utilization reviewquality assurance and reportingendorsement shall be that specified in fgr2.
similar professional activities in conjunction with and incidental (2e) REQUIREMENTSFOR GROUPCOVERAGE. (&) In this sec
to the provision of health care services, when conducted in goodtion, “provider’means a health care providas defined irs.
faith by an insured. 655.001(8), Stats.
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Ins 17.35

(b) Aninsurer or self-insured providrat provides primary
coverageunder a group policy or self-insured plan shall do all
of the following:

1. At the time of original issuance tife policy or when the
self-insuredplan takeseffect, and each time coverage for an
individual provider is added:

a. Furnish each covered provider with a copy of the policy

WISCONSINADMINISTRATIVE CODE

284

(n) Any other exclusion which the commissiodetermines
is not inconsistent with the coverage required under sub. (2).

(4) DepucTiBLES. If a policy includes a deductible or cein
suranceclause, the insurer is responsible for payment of the total
amountof indemnity up to the limits under s. 655.23 (4), Stats.,
but may recoupthe amount of the deductible or coinsurance
from the insured after thiasurets payment obligation is satis

or a certificate of coverage specifying the coverage provided andfied.

whetherthe coverage is limitetb a specific practice location,
to services performed for a specific employer or in any other
way.

b. Include on the first page of the policy or the certificate of
coveragepr in the form of a stickeletter or other form included
with the policy or certificate of coverage, that it is the responsi
bility of the individual provider to ensure that he or she has
health care liability insurance coverage meeting the require
mentsof ch. 655, Stats., infefct for all of his or her practice in
this state, unless the providsrexempt from the requirements
of that chapter

2. For a policy osself-insured plan in &ct on October 1,
1993, furnish the documents specified in subd. larad b. to
eachindividual covered provider before the next renedste
or anniversary date of the policy or self-insured plan.

3. Notify each covered provider individually when the
policy or self-insured plan is cancelled, nonrenewed or ether
wiseterminated, or amended tdexdt the coverage provisions.

4. On the certificate of insurance filed with the fund under
S. 655.23 (3) (b) or (c), Stats., and s. Ins 17.28 ¢pgcify
whetherthe coverage is limitetb a specific practice location,
to services performed for a specific employer or in any other
way.

(2m) Risk RETENTION GROUPS. If the policy is issued by a
risk retention group, as definathder s. 600.03 (41e), Stats.,
eachnew and renewal application form shall include the follow
ing notice in 10—point type:

NOTICE

Underthe federal liability risk retention act of 1986 (15
USC 3901 to 3906) the Wconsin insurance securitynd
is not available for payment afaims if this risk retention
groupbecomes insolvent. In that event, you willdezson
ally liable forpayment of claims up to your limit of liability
unders. 655.23 (4), \ig. Stat.
Note: Subsection (2m) first applies to applications taken on October 1, 1991.

(3) PERMISSIBLEEXCLUSIONS. A policy may exclude cover
age,or permit subrogation against or recovery from the insured,
for any of the following:

(@) Criminal acts.

(b) Intentional sexual acts and other intentional torts.

(c) Restraint ofrade, anti—trust violations and racketeering.

(d) Defamation.

(e) Employment, religious, racial, sexualge and other
unlawful discrimination.

(f) Pollution resulting in injury to a 3rd party

(g) Acts that occurred before thdegftive date of the policy
of which the insured was aware or should have been aware.

(h) Incidents occurring while a providsdicense to practice
is suspended, revoked, surrendered or otherwise terminated.

(i) Criminal and civil fines, forfeitures and other penalties.

(i) Punitive and exemplary damages.

(k) Liability of the insured covered by other insurance, such
asworkers compensation, automobile, fioe general liability

(L) Liability arising out ofthe ownership, operation or super

Note: Subsection (2b) applies &l claims made health care liability insurance
policiesfor which certificates have been filed with the patients compensation fund,
whetherissued before, on or after July 1, 1994.

History: Cr. RegisterJune, 1990, No. 414,fe7-1-90; emag. cr (2m), ef.
7-1-91cr. (2m), Registerduly, 1991, No427, ef. 8-1-91; cr(2e), RegisteiSep
tember,1993, No. 453, €f10-1-93; cr(2b), RegisterJune, 1994, No. 462 fef
7-1-94:emeg. r. and recr(2b) (b) and cr(2b) (c) and (d), &f6-1-98; rand recr
(2b) (b) and cr(2b) (c) and (d), RegisteAugust, 1998, No. 512, feD-1-98.

Note: See the table of Appellate Court Citations fasttinsin appellateases
citing s. Ins 17.35.

Ins 17.40 Notice to fund of filing of action outside
this state. (1) PurpPosE. Thissection implements s. 655.27 (5)
(a) and (b), Stats., relating to the requirement that the fund be
notified of an action filed outside this state within 60 days of ser
vice of process on the health care provider or the employee of the
healthcare provider and relating to the duty of the insurer or
self-insurerof the provider to provide aadequate defense of
thefund and act in good faith and in a fiduciary relationship with
respectio any claim decting the fund.

(2) PRIMARY INSURER OR SELF-INSURERTO GIVE NOTICE TO
FUND. A primary insurer or self-insurer for a health care pro
vider or employee of a health care provider shall notify the fund
in writing within 60 days of the insurer or self-insurffirst
noticeof the filing of an action outside this state alleging medical
malpractice against its insured health capeovider or the
employeeof its insured health care provider or within 60 days
of service of process on the insured health care provider or
employeethereof, whichever is latefThe notice shall provide
ata minimum the names and addresses of the parties flaintif
and defendant, the court in which the action is filed, the case
number,and copies, ihvailable, of the complaint in the action
and answer filed on behalf of the defendant provider

(3) FaiLure TO GIVE NOTICE. If the primary insurer or self-
insurerfails to give notice to the fund as required in sub. (2), the
boardshalldeny fund coverage for the action filed outside this
stateunless the primary insurer demonstrates, and the board
finds, all of the following:

(a) the fund was not prejudiced biye failure to give notice
asrequired, and

(b) it was not reasonably possible to give notice with&
time limit.

(4) FAILURE TOACTIN GOODFAITH. If the board denies cover
agepursuant to sub. (3), then failure to give notice to the fund
of the filing of an action outside this state as required in(&)b.
constitutesa failure to act in good faith on the part of the insurer
or self-insurer in violation of s. 655.27 (5) (b), Stats.

History: CR 03-038: crRegister October 2003 No. 574f. éfl-1-03.

Ins 17.50 Self-insured plans for health care pro -
viders. (1) Purposk. This section implements s. 655.23 (3)
(a), Stats.

(2) DerINiTIONS. In this section:

(a) “Actuarial” means prepared by an actuary meeting the
requirements of s. Ins 6.12 who has experience in the field of
medicalmalpractice liability insurance.

(b) “Level of confidence” means a percentage describing the
probability that a certain funding level will be adequatedwer

vision by the insured of a hospital, nursing home or other health actuallosses.

carefacility or business enterprise.
(m) Liability of others assumed by the insured under a con
tractor agreement.

(c) “Occurrencecoverage” means coverage for acts or emis
sionsoccurring during the period in which a self-insupdan
is in effect.
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284-1 COMMISSIONER OF INSURANCE Ins 17.50
(d) “Office” means the dice of the commissioner of insur (k) A description of the proposed contractaalangements
ance. with administrators¢laims adjusters and other persons that will

(e) “Provider” when used without modification, means a beinvolved in the operation of the self-insured plan.
healthcare provideras defined in s. 655.001 (8), Stats., that is (L) The providels most recent audited annual financial
responsibldor the establishment and operation of a self-insured statement.

plan. (m) A proposed draft of a letter of credit, if the provider
() “Risk magin” means the amount that must be added to intendsto use one as part of the initial funding.
estimatediabilities to achieve a specified confidence level. (n) Any additional information requested by théaaf.

(9) "Self-insured plan” means a method, other than through  (5) Review oF PROPOSALAPPROVAL. (a) After reviewing a

the purchase of insurance, by which a provider may furnish pro proposalsubmitted under sub. (4), theficé may approve the
fessional liability coverage which meét®requirements of ch. proposalif all of the following conditions are met:

655, Stats.

g ::?/aEr;Angga?S tzeszr}l—fi_r:gjferg zlgljﬂr:ﬁcg?rlo}\//‘iedaer profes 2. The proposalis actuarially sound.
sionalliability occurrence coverage witimits of liability in the 3. The proposal complies with ch. 655, .Sta.us. .
amountsspecified in $655.23 (4), Stats., for the provigéne 4. The proposal ensures the providezontinuing ability to
provider’'s employees, other than employees who are natural Meetthe financial responsibility requirement$ s. 655.23,
persongdefined as health care providers under s. 655.001 (8), Stats.

1. The initial filing is complete.

Stats.,and any other person for whom the providelegally 5. The provider is sound, reliable and entitled to public con
responsiblevhile the employee or other person is acting within fidenceand may reasonably be expected to perforralitiga
the scope of his or her duties for the provider tions continuously in the future.

(b) A self-insured plan may also provide occurrence cover (b) If any of the conditionspecified under pafa) is not met,
agefor any natural person who is a health care proyidsr the office may request the providersabmit additional informa
definedin s. 655.001 (8), Stats., and who is an employee, partnertion in writing or may assist the provider in revising the proposal.

or shareholder of the provideThe self-insured plan shall pro (c) A self-insured plan may not begiperation without the
vide separatdimits of liability in the amounts specified in's.  written approval ofthe ofice which specifies the earliest date
655.23(4), Stats., for each such natural person covered. operationmay begin.

(c) A self-insured plan shall also provide for supplemental () FUNDING REQUIREMENTS;PROHIBITIONS. (@) The mini
expensesn addition to the limits of liability irs. 655.23 (4),  mum initial funding required for a self-insured plan is

Stats.,including attorney fees, litigation expenses, costs and $2 000,000.
interestincurred in connection with the settlement or defense of (b) Before a self-insured plan begins operation, the provider

claims. . _ shallestablish a trust with a ¥¢onsin—chartered or federally—
(d) A self-insured plan may not provide coverage for-any charteredbank with trust powers which is located in this state.

thing other_than the professional liability coverage required .y 1 ¢ the actuarial estimate under sub. (4) (d) is less than

underch. 655, Stats., or for any other person than those Spec'f'EdﬂiZ,OOO,OOO,the provider shall, before the self-insured plan

in pars. (a) and (b). beginsoperation, deposit in the trust cash equal to the firstsyear

_(4) INmAL FILING. A provider that intends to establish a self-  estimatediabilities plus a letter of credit equal to thefelience
insuredplan shall file with the dice a proposal which shall betweenthe cash funding and $2,000,000.

includeall of the fgllovymg. . 2. In each of the next 3 years, the provider shall nogiee
(a) If the provider is not a natural person, the history and terly cash payments to the trust in amounticiaft to keep the
organizatiorof the provider estimatediabilities fully funded and shall keep infeft a letter
(b) If the provideris not a natural person, a resolution of credit equal to the ddrencebetween the total estimated-lia
adoptedby the providess governing body approving the estab  bilities and $2,000,000.

lishmentand operation of a self-insured plan. o 3. If the total estimated liabilities for the 5th year of opera
(c) A description of the proposed method of establishing and tion are less tha$2,000,000, the provider shall, during that year
operatingthe self-insured plan. makequarterly caslpayments to the trust in amountsfsignt

(d) An actuarial estimate of the liabilities that will be incurred  to ensure that, by the end of that yéiae trusts cash assets equal
by the self-insured plan in the first year of operation, an actuarial $2,000,000 except that if the provider files a written request
reviewof the cost of the first yearfunding and a description of ~ with the commissioner before the beginning of that ytreer
how the self-insured plan will be funded. commissionemay permit the provider to continue using a Ie_tter

(e) If prior acts coverage is required under sub(fi6)., an of credit equal to the drencebetween the total estimated-lia
actuarialestimate of théabilities of the provider and any natu  Pilities and $2,000,000This permission may be renewed annu
ral person coverednder sub. (3) (b) for prior acts, an actuarial ally if the provider filesawritten request with the commissioner
review of the cost of funding the coverage and a description of beforethe beginning of each subsequent fiscal year

how the coverage will be funded. 4. A letter of creditunder this subsection shall meet all of
(/) An actuarial feasibility study which includes a 5-year thefollowing conditions:

projectionof expected results. a. It shall be irrevocable.
(g) The identity of the bank that will act as trustee for the self- b. It shall be issued by ai¥¢onsin—chartered or federally—

insuredplan and a proposed trust agreentsgtiveen the pro charteredbank located in this state.

vider and the bank. c. It shall be issued solely for the purpaéesatisfying the
(h) Any proposed investment policy that will be applicable fundingrequirements of the trust.

to the investment of the trustassets. d. It shall describe the procedure by which the trustee may
(i) A descriptionof the providers existing or proposed risk  drawupon it.

managemenprogram. (d) If theactuarial estimate under sub. (4) (d) is greater than

(i) The estimated number and the professions of natural per $2,000,000,the provider shall, before the self-insured plan
sonsthat the self-insured plan will cover under sub. (3) (b). beginsoperation, deposit $2,000,000 cash in the trust. The pro
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vider shall make quarterly cash payments to the trust s@that the self-insured plan and the risk rgar for all projected and
theend of the first year of operation, the trastash assets equal incurredclaims, and an actuarial opiniofithe reasonableness
thefirst years estimated liabilities. of the estimates.

(e) In each subsequent year of the self-insured ptar€ra 2. A description of the proposerethod of funding for the
tion, the provider shall make quarterly cash payments to the trustcurrentyear
in amounts siiicient to ensure that the total cash assets of the 3. The provides audited annual financial statement.
trustat the end of each year are not less than the estimated liabili
tiesreported under sub. (8) (a) 1.

ment.
(f) 1. If the provider or any natural person covered under sub.

ey » (b) Within 60 days after the end of each quartee self-
ﬁgétgs?:&igﬁégsagag% Cﬁgfgau%ihbggrg;tgijgg r'g;g;ﬁg gplaninsuredplan shall submito the ofice the most recent quarterly

endorsemenfrom the previous carrierthe self-insured plan financial statement of the trust.

4. The self-insuregblan’s audited annual financial state

shall provide coverage for prior acts by meahsash payments ~_ (9) OTHER REPORTING REQUIREMENTS. (a) After a self-
to the trust in addition to the funding required for the occurrence inSuredplan begins operation, the provider shall report to the
coverage. office any proposed change in the self-insured plan document,

trustagreement, trust investment polidstter of credit or any
otherdocument on file with the fife if the change would mate
rially affect the operation of the self-insured ptarits funding.
No proposed change may takefeet without thewritten
approvalof the ofice.
(b) The provider shall annually file with the patients eom

pensatiorfund proof of financial responsibility under6b5.23,
Stats.,in the form specified by thefafe. The provider shall also

quarterlycash payments to the trust so that at the end difshe file proof of financial responsibility on behalf of each natural

year,the trusts assets includthe total estimated liabilities for personcovered gnder SUb_' ) (b_)' . .
prior acts. (c) The provider shall immediately notitite patients com

(g9) Quarterly cash payments under this subsection shall bepensatlorfurld 'f_ elthe_r of the foIIo_wmg oceurs:
in equal amounts except that the amount of the last qsauter 1. A claim filed with the self-insured plan has a reserve of
mentshall be adjusted by the amounts of the tsustestment 50% or more of the limit Speleled ins. 655.23 (4), Stats., for one
incomeand actual expenses incurred, and except that the firstoccurrence.
quarter’spayment shall not be less than the amount of a quarterly 2. The self-insured plas'total aggregate reserves the
paymentfor the previous year before adjustment for income and provideror for any natural person covered under sub. (3) (b) for

2. If the actuarial estimate under sub. (4) (e) is less than
$500,000he provider shall, before the self-insured plan begins
operationdeposit in the trust the entire amount of the estimate
in cash.

3. If theactuarial estimate under sub. (4) (e) is greater than
$500,000he provider shall, before the self-insured plan begins
operation,deposit in the trust $500,000 or the first ysassti
matedpayments, whichever is greatd@the provider shall make

expenses. asingle year exceed 66% of the limit specified in s. 655.23 (4),

(h) 1. A provider may not deposit in the trust, and the trustee Stats. for all occurrences in one year
may not pay from therust, any funds other than those intended 3. A claimfiled with the self-insured plan creates potential
to meet the financial responsibility requirements of 855, exposurefor the patients compensation fund, regardless of the
Stats.,and to pay the administrative expenses of operating the amountreserved.
self-insurecplan and the trust. (d) The provider shall ensure thatelkims paid by the self-

2. The trustee magot invest any of the trustassets in secu insuredplanare reported to the medical examining board and the
rities or real property of the provider or any of itéilaftes. board of governors of the patients compensation fund as

(i) If the assets of the trust at any time are fitaht to pay requiredunder s. 655.26, Stats.
all claims against the self-insured plan, the liabilitiesthose (10) DiscounTING PROHIBITED. All actuarial estimates
of the provider without recourse agaiasty employee, partner  requiredunder this section shall be reported on a nondiscounted
or shareholder covered by the self-insured plan. basis.

(7) FILING PRIOR TO OPERATION OF SELF-INSURED PLAN. (11) LeveLs oF coNFIDENCE. (a) The risk mayin used in
Beforean approved self-insured plan begins operatiorpritre determiningthe initial funding under sub. (6) shall &enot less
vider shall file with the dice all of the following: thana 90% level of confidence and, exceppesvided in pars.

(a) Certifiedcopies of the executed self-insured plan docu (b) and (c), shall remain at that level.
mentand trust agreement. (b) After a self-insured plan has operated for at legsglis

(b) If the provider is not a natural persorgeatified copy of and experience can be reasonably predictedyffice may per
an executed resolution adopted by the provislegoverning mit the use of a risk main of less than a 90%, but not less than
body approving the self-insured plan and trust agreement. a75%, level of confidence in determining annual funding of the
(c) A certified copy of any trushvestment policy adopted trust. For at least 5 years after such permission is granted, the
by the provider or the provider governing body providershall fund the dference between the cash required at
(d) The trustea certification that the initizdmount of cash the lower level of confidence and the 90% level of confidence
requiredunder sub. (6) has been deposited in the trust with funds restrictedby the provider or the providsrgoverning
- : i : body for the purpose of paying obligation§the self-insured
(e) A certified copy of any letter of credit hetty the trustee.  plan. The restricted funds may be part of the provileperat
(f) If any part of the operation of the self-insured plan is con ing budget rather than assets of the trust.

ductedby a person other than theovider or an employee, part (c) After a self-insured plahas operated for at least 5 years
ner or shareholder of the providex certified copy of aexe underpat (b), the ofice may permit the use of a risk rgar of
cutedcontract with each such person. not less than a 75%evel of confidence without additional
(8) FINANCIAL REPORTING. (@) Wthin 120 days after the end  restrictedfunds if the self-insured planactuary states that the
of a yearthe self-insured plan shall submit to théoef all of self-insuredplan’s exposure base is stable enough to estimate
the following: therequired liabilities.
1. Actuarial estimates of the projected liabilities for the cur (12) MONITORING; ORDERS. (a) If the ofice determines that

rentyear and of the totéiabilities for all prior years covered by  aself-insured plas’ operation does not ensure that the provider
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cancontinue to satisfy the conditions specified in sub. (5)te), all of the obligations of the self-insured plan.
commissionemay order the provider to take any action neces  (13) ExiSTING SELF-INSUREDPLANS; COMPLIANCE. After this
saryto ensure compliance with those conditions. sectiontakes fct, the ofice may review any approved self—
(b) If the provider does not comply with the commissi@er  insuredplan to determine if it complies with this section. If the
orderwithin the time specified in the ordehe commissioner  office determines that any self-insured plan is not in com
may orderthe provider to terminate the self-insured plan and the pliance,the commissioner may order the provider to take any
office may take whatever action is necessary to ensure the con actionnecessary to achieve compliance.
tinuedexistence of the trust for a fiafent length oftime to meet History: Cr. RegisterDecember1989, No. 408, &f1-1-90.
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