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SUBCHAPTER 1
GENERAL PROVISIONS

619.01 Mandatory risk—sharing plans. (1) Manpa-
TORY PLANS. (2) Establishment of plans. If the commissioner
finds after a hearing that in any part of this state automobile insur-
ance, property insurance, health care liability insurance, liability
insurance but not to include coverage for risks which are deter-
mined to be uninsurable, worker’s compensation insurance, insur-
ance coverage for foster homes or treatment foster homes or insur-
ance coverage for group homes is not readily available in the
voluntary market, and that the public interest requires such availa-
bility, the commissioner may by rule either promulgate plans to
provide such insurance coverages for any risks in this state which
are equitably entitled to but otherwise unable to obtain such cover-
age, or may call upon the insurance industry to prepare plans for
the commissioner’s approval.

(b) Purposes and contents of risk—sharing plans. The plan pro-
mulgated or prepared under par. (a) shall:

1. Give consideration to the need for adequate and readily
accessible coverage, to alternative methods of improving the mar-
ket affected, to the preferences of the insurers and agents, to the
inherent limitations of the insurance mechanism, to the need for
reasonable underwriting standards, and to the requirement of rea-
sonable loss prevention measures; '

2. Establish procedures that will create minimum interference
with the voluntary market;

3. Spread the burden imposed by the facility equitably and
efficiently within the industry; and

4. Establish procedures for applicants and participants to have
grievances reviewed by an impartial body.

(c) Persons required to participate. 1. Each plan, except a
health care liability insurance plan, a foster home protection insur-
ance plan, a treatment foster home protection insurance plan or a
group home protection insurance plan, shall require participation
by all insurers doing any business in this state of the types covered
by the specific plan and all agents licensed to represent such insur-
ers in this state for the specified types of business, except that the
commissioner may exclude classes of persons for administrative
convenience or because it is not equitable or practicable to require
them to participate in the plan.

2. Each health care liability insurance plan shall require par-
ticipation by all insurers insuring persons in this state against lia-
bility resulting from personal injuries. Any deficit in a health care
liability insurance plan in any year shall be recouped by actuari-
ally sound rate increases which take into account any plan surplus
and are applicable prospectively. Each plan shall maintain a sur-

plus determined by the commissioner acting under ss. 623.11 and
623.12. , ,

3. No county, town, village or city shall be required to-partici-
pate in any municipal liability risk—sharing plan promulgated or
approved by the commissioner under this section or be assessed
for the cost of any such plan in which it is not participating.

4. A foster home protection insurance plan shall require par-
ticipation by all insurers insuring persons in this state under poli-
cies described in subchs. I or I1I of ch. 632 and all agents licensed
to represent such insurers in this state except that the commis-
sioner may exclude classes of persons for administrative conve-
nience or because it is not equitable or practicable to require them
to participate in the plan.

4m. A treatment foster home protection insurance plan shall
require participation by all insurers insuring persons in this state
under policies described in subchs. I or IIl of ch. 632 and all agents
licensed to represent such insurers in this state except that the
commissioner may exclude classes of persons for administrative
convenience or because it is not equitable or practicable to require
them to participate in the plan.

5. A group home protection insurance plan shall require par-
ticipation by all insurers insuring persons in this state under poli-
cies described in subchs. I or ITI of ch. 632 and all agents licensed
to represent such insurers in this state except that the commis-
sioner may exclude classes of persons for administrative conve-
nience or because it is not equitable or practicable to require them
to participate in the plan.

(d) Voluntary participation. The plan may provide for optional
participation by insurers not required to participate under par. (c).

(e) Classifications and rates. Each plan shall provide for the
method of classifying risks and making and filing rates applicable
thereto.

(2) BasIs OF PARTICIPATION. The plan shall specify the basis of
participation of insurers and agents and the conditions under
which risks must be accepted.

(3) Duty TO PROVIDE SERVICE. Every participating insurer and
agent shall provide to any person seeking coverages of kinds
avaiiable in the pians the services prescribed in the pians, inciud-
ing full information on the requirements and procedures for
obtaining coverage under the plans whenever the business is not
placed in the voluntary market.

(4) Commissions. The plan shall specify what commission
rates shall be paid for business placed in the plans.

(5) PROVISION OF MARKETING FACILITIES. If the commissioner
finds that the lack of cooperating insurers or agents in an area
makes the functioning of the plan difficult, the commissioner may
order that the plan set up branch service offices or take other
appropriate steps to ensure that service is available.

(6) TrRANSITION The existing assigned risk plan set up under
s.204.51 (2), 1967 stats., and the existing rejected risk plan set up
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under. s. 205.15, 1967 stats., shall continue unless changed in
accordance with this chapter.

(7) HEALTH CARE LIABILITY POLICY LIMITS. (a) Primary cover-
age plans. Health care liability insurance plans established under
this paragraph shall provide minimum coverage to insureds in the
amount of not less than $200,000 for each occurrence and
$600,000 for all occurrences in any one policy year for occur-
rences before July 1, 1987, $300,000 for each occurrence and
$900,000 for all occurrences in any one policy year for occur-
rences on or after July 1, 1987 and before July 1, 1988, and
$400,000 for each occurrence and $1,000,000 for all occurrences
in any one policy year for occurrences on or after July 1, 1988, for
the protection of persons.who are legally entitled to recover dam-
ages from the insured for errors, omissions or neglect in the per-
formance of the insured’s professional services. If an insured has
excess limits liability coverage or such coverage is available to the
insured, the coverage provided under such plans shall be equal to
the minimum level of such excess limits coverage. If the insured
does not have excess limits liability coverage and such coverage
is' not available to the ‘insured, the commissioner may establish
minimum levels of coverage higher than the minimum limits
specified in this paragraph for such plans.

(b) Supplemental liability coverage plans. Health care liabil-
ity insurance plans of the kind authorized under par. (a) may be
established by the commissioner under this paragraph to provide
coverage to-supplement primary coverage provided by insurers
authorized under ch. 611 or 618. Such plans may be in an amount
no greater than $100,000 for each occurrence and $300,000 for
all occurrences in any one policy year, but the total combined pri-
mary.and supplemental coverage may not exceed the limits estab-
lished by s.:655.23 (4).

*(8) HEALTH CARE LIABILITY POLICY PROVISIONS Health care
liability insurance plans established under this chapter may
include liability coverages normally incidental to health care lia-
bility insurance if such coverage is not readily available in the vol-
untary market.

(8m) PrREMIUM ASSESSMENT. Health care liability plans estab-
lished under this chapter shall pay a fee equal to 2% of net premi-
ums collected to the department of administration for services
from state agencies not otherwise charged to the plan.

(9) FOSTER HOME PROTFJCTION INSURANCE. In this section “fos-
ter home protection insurance” means insurance coverage to pro-
tect persons who receive a license to operate a foster home under
s. 48.62 (1) (a) against the unique risks, determined by the com-
missioner, to which such persons are exposed. If the persons have
insurance which covers any of these risks, the foster home protec-
tion irisurance may insure against any or all of the other risks, and
may provide additional or excess hmlts coverage for any or all of
these risks. :

(9m) TREATMENT FOSTER HOME PROTECTION INSURANCE In
this section “treatment foster home protection insurance” means

insurance coverage to protect persons who receive a license to
operate a treatment foster home under s. 48.62 (1) (b) against the

unique risks, determined by the commissioner, to which such per-
sons are exposed. If the persons have insurance that covers any
of these risks, the treatment foster home protection insurance may
insure against any or all of the other risks, and may provide addi-
tional or excess limits coverage for any or all of these risks.

(10) GrROUP HOME PROTECTION INSURANCE. In this section
“group home protection insurance” means insurance coverage.to
protect persons who receive a license to operate a group home as
provided in s. 48.625 against the unique risks, determined by the
commissioner, to which such persons are exposed. If the persons
have insurance which covers any of these risks, the group home
protection insurance may insure against any or all of the other
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risks, and may. provide additional or excess limits coverage for

any or all of these risks.

History: 1975.¢. 2,79; 1975 c. 147 5. 54; 1975 ¢. 199; 1977 ¢. 131, 172; 1979 ¢
56, 57; 1979 ¢. 102 5. 236 (6); 1979 ¢. 177; 1983 a. 27, 158, 192; 1985 a. 135, 176,
335, 340; 1989 a 56 5. 259; 1989 a 187 5. 29; 1991 a. 315; 1993 a. 446

Questions regarding plans and boards discussed. 71 Atty. Gen. 127

619.02 State contribution for federally reinsured
losses. (1) ASSESSMENT OF INSURERS. The commissioner is
authorized to assess each insurance company authorized to do
business in this state an aggregate amount sufficient to provide a
fund to reimburse the U.S. secretary of housing and urban devel-
opment in the manner set forth in sec. 1223 (a) (1) of the national
housing act as amended by sec. 1103 of the urban property protec-
tion and reinsurance act of 1968, P.L.. 90448, 82 Stat. 476. The
assessment shall be on those lines reinsured during the current
year in this state by the U.S. secretary of housing and urban devel-
opment pursuant to such act. The assessment shall be in the pro-
portion that the premiums earned during the preceding calendar
year by each such company in this state bear to the aggregate pre-
miums earned on those lines in this state by all insurers. The fund
may be provided in whole or in part from appropriations by the
legislature.

(2) RecourmeNT Rates used by an insurer shall not be
deemed excessive because they contain an amount reasonably
calculated to recoup assessments made under this section.

619.03 Voluntary risk-sharing plans. Insurers doing
business within this state are authorized to prepare voluntary plans
providing any specified kind, line or class of insurance coverage
or subdivision or combination thereof for all or any part of this
state in which such insurance is not readily available in the volun-
tary market and in which the public interest requires the availabil-
ity of such coverage. Voluntary risk-sharing plans shall be sub-
mitted to the commissioner and if approved may be put into
operation.

History: 1979 ¢ 102; 1991 a 315

619.04 Mandatory health care liability risk-sharing
plans. (1) The commissioner shall promulgate rules establish-
ing a plan of health care liability coverage for health care prov1d—
ers-as defined in s. 655.001 (8).

(3) The plan shall operate subject to the supervision and
approval of a board of governors Consisting of 3 representatives
of the insurance industry appointed by and to serve at the pleasure
of the commiissionet, a person to be named by the state bar associa-
tion, a person to be named by the Wisconsin academy of trial law-
yers, 2 persons to be named by the Wisconsin medical society, a
person to be named by the Wisconsin hospital association, the
commissioner or a designated representative employed by the.
office of the commissioner and 4 public members at least 2 of
whom are not attorneys or physicians and are not professionally
affiliated with any hospital or insurance company, appointed by
the governor for staggered 3—year terms. The commissioner or the
commissionet’s representative shall be the chairperson of the
board of governors. Board members shall be compensated at the
rate of $50 per diem plus actual and necessary travel expenses.

(5) The plan shall offer professional health care liability cov-
erage in a standard policy form. The plan shall include, but not be
limited to, the following:

(a) Rules for the classification of risks and rates which reflect
past and prospective loss and expense experience in different
areas of practice.

() A ratmg plan which takes into consideration the loss and
expense experience of the individual health care provider which-
resulted in the payment of money, by the plan or other sources, for
damages arising out of the rendering of health care by the health
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care provider or'an employe of the health care provider, except
that an adjustment to a health care provider’s premiums may not
be made under this paragraph prior to the receipt of the recommen-
dation of the patients compensation fund peer review council
under s. 655.275 (5) (a) and the expiration of the time period pro-
vided, under s. 655.275 (7), for the health care provider to com-
ment or prior to the expiration of the time period under s. 655 275
%) @.

() Provrsrons as to rates for insureds who are semiretired or
part-time professionals.

(5m) (a) Every rule under sub. (5) (b) shall provide for an
automatic increase in a health cate provider’s premiums, except
as provided in par. (b), if the loss and expense experience of the
plan and other sources wrth respect to the health care provider or
an employe of the health care provider exceeds either a number of
claims paid threshold or a dollar volume of claims paid threshold,
both as established in the rule.” The rule shall specify applicable
amounts of increase corresponding to the number of claims paid
and the dollar volume of awards in‘'excess of the respectrve thresh-
olds.

(b) The rule shall provide that the automatic increase does not
apply if the board determines that the performance of the patients
compensation fund peer review council in making recommenda-
tions under 8. 655.275 (5) (a) adequately addresses the considera-
tion set forth in sub. (5) (b). - ;

(6) (a) If'the plan accumulates funds in excess. of the surplus
required under s. 619.01 (1) (¢) 2. and incurred liabilities, includ-
ing reserves for claims incurred but not yet reported, the board of
governors shall return those excess funds to the insureds by means
of refunds or prospective rate decreases. ,

(b) Theboard of governors shall annually determine whether
excess funds have accumulated.

(c) ‘If it determines that excess funds have accumulated, the
board of governors shall specify the method and formula for dis-
tributing the excess: funds.

(9) Neither the state nor the board of governors shall be liable
for any obligation of the plan or of the patients compensation fund
under s. 655.27. The board of governors and members of any
committee or subcommittee thereof shall be immune from civil
liability for-acts or omissions while performrng their duties under
this section-and s, 655.27.

(10) If the commissioner makes a flndmg under s. 619.01 (1)
(a) with respect to health care providers other than those described
in'sub. (1), the commissioner may, with the approval of the board
established under sub. (3), promulgate rules permitting those
health care providers to obtain coverage under s. 619.01 from the
plan established under this section.

(11) Upondissolution of the planunder this section, any assets
in excess of incurred liabilities shall be paid to the general fund.

History: 1975 c. 37,79, 199; 1977 ¢. 131; 1977 ¢. 203 5. 106; 1983 a. 158; 1983
a 189's.329 (5); 1985 a 340 1987a 27,1989 a. 187; 1991 a. 214,315,

SUBCHAPTER II

MANDATORY HEALTH INSURANCE RISK-SHARING
PLAN

'619.10 Definitions. In this subchapter:-

(1) “Administering carrier” means the insurer designated
under s. 619.16. ' ‘

(1m) “Alternative plan” means a health maintenance organi-
zation, as defined in 5. 609.01 (2), or a preferred provider plan, as
defined in s.-609.01 (4).

(2) “Board” means the board of govemors establrshed under
s. 619.15.

(3) “Eligible person” means a resident of this state who quali-
fies under s, 619.12 whether or not the person is legally responsi-
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ble for the payment of medical expenses incurred on the person’s
behalf.

(3m) “Health care coverage revenue” means any of the fol-
lowing: :

(a) Premiums received for health care coverage

(b) Subscriber contract chat ges received for health care cover-
age.

(c) Health maintenaiice organization, limited service health
organrzatron or preferred provider plan charges received for
health care coverage.

(d) The sum of benefits paid and administrative costs incurred
for health care coverage under a medical reimbursement plan.

(4) “Health insurance” means surgical, medical, hospital,
major medical and other health service coverage provided on an
expense-incurred basis and -fixed indemnity policies. “Health
insurance” does not include ancillary coverages such as income
continuation, short—term, accident only, credit insurance, automo-
bile medical payment coverage, coverage issued as a supplement
to liability coverage, loss of time or accident benefits.

(4m) “HIV” means any strain of human immunodeficiency
virus, which causes acquired immunodeficiency syndrome.

(5) “Insurer” means. any person or -association of persons,
including a health maintenance organization, lrmrted service
health organization or preferred provider plan offering or insuring
health services on a prepaid basis, including, but not limited to,
policies of health insurance issued by a currently licensed insurer,
nonprofit hospital or medical service plans under ch. 613, cooper-
ative medical service plans under s. 185.981, or othier entity whose
primary function is to provide dlagnostrc therapeutic or preven-
tive services to a defined populatron in return for a premium paid
on a periodic basis. “Insurer” includes any person providing
health services coverage for individuals on a self-insurance basis
without the intervention of other entities, as well as any person
providing health insurance coverage under a medical reimburse-
ment plan to persons. “Insurer” does not include a plan under ch.
613 which offers only dental care

(6) “Medical assistance” means health care benefits provided
under ss. 49.45 to 49.47 '

(7) “Medicare” means coverage under both part A and part B
of Title XVHI of the federal social security act, 42 USC 1395 et
seq., as amended.

(8) “Plan” means the health care insurance plan established
under this subchapter.

(9) “Resident” means a person who has been-legally domi-
ciled in this state for a period of at least 30 days. For purposes of
this subchapter, legal domicile is established by living in this state
and-obtaining a Wisconsin motor vehicle operator’s license, regis-
tering. to. vote in Wisconsin or filing a- Wisconsin income tax
return., A child is legally domiciled in this state if the child lives
in this state -and if at least one-of the child’s parents or the child’s
guardian is legally domiciled in this state. A person with a devel-
opmental disability or another disability which prevents the per-
son from obtarnrng a Wisconsin motor vehicle operator s license,
registering to vote in Wisconsin, or filing a Wisconsin income tax
return; is legally domiciled i in thrs state by living i in this state for

30 days.”
History: 1979.c. 313; 1985 a 29; 1987 a. 70, 1989 a. 201, 332; 1991 a. 39, 269

..619.11. Establishment of plan. The commissioner shall
promulgate rules establishing a plan of health insurance coverage
for an elrgrble person which satrsfres the requirements of this
chapter.

History: 1979 ¢/ 313,

Employe retirement: income security act preempts any state law that relates to
employe benefit plans General Split Corp..v. Mitchell, 523 F Supp. 427 (1981).

© 619,12 Eligibility determination. (1) Except as pro-
vided in subs. (1m) and (2), the board or administering carrier
shall certify a$- eligible a person who is covered by medicare
because he or she is disabled under 42 USC 423; a person who sub-
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mits evidence that he or she has tested positive for the presence of
HIV, antigen or nonantigenic products of HIV or an antibody to
HIV, and any person who receives and submits any of the follow-
ing based wholly or partially on medical underwriting considera-
tions within 9 months prior to making application for coverage by
the plan:

(2).A notice of rejection.of coverage from one or more insurers.

(am)- A notice of cancellation of coverage from one or more
insurers. )

(b). A notice of reduction or limitation of coverage, including
restrictive riders, from an insurer if the effect of the reduction or
limitation is to substantially reduce coverage compared to the cov-
erage available to a person considered a standard risk for the type
of coverage provided by the plan.

(c) A notice of increase in premium exceeding the premium
then in effect for the insured person by 50% or more, unless the
increase applies to substantially all of the insurer’s health insur-
ance policies then in effect.

(d) A notice of premium for a policy not yet in effect from 2
or more insurers which exceeds the premium applicable to a per-
son considered a standard risk by- 50% or more for the types of
coverage provided by the-plan.

(1m). The board or administering carrier may not certlfy aper-
son as eligible under.circumstances requiring notice under sub. (1)
(a) to(d) if the requued notlces were issued. by one of the follow-
ing:

(a) Ani msurance intermediary who is notacting as an adminis-
trator, as defined in s..633.01.

(b) The administering carrier, unless the notlce was issued to
a person who had applied for insurance coverage from the admin-

istering carrier.

(2) (b) 1. Exceptas pxov1ded in subd. 2., no person who is
covéred under the plan and voluntarily terminates the coverage

under the plan, is again ehgxble fot coverage unless 12 months

have elapsed since the person’s latest voluntaxy termination of
coverage under the plan.

2. Subdivision 1 does not apply to any person who terminates
coverage under the plan because he or she is receiving, or is eligi-
ble to receive, medical assistance benefits.

(c) No person on whose behalf the plan has paid out $500,000
or more is eligible for coverage under the plan.

(d) No person who is 65 years of age or-older is eligible for cov-
erage under the plan.

(e) 1. Exceptas provided in subd 2.,n0 pex sonwho is ehglble
for health care benefits provided by an employer on a self-insured
basis or through health insurance is eligible for coverage under the
plan.

2. Subdivision 1 does notapply to a person who is eligible for
health care benefits under the small employer health insurance
plan under subch. II of ch. 635 if all of the following apply:

a. The pexson is certified in writing by a physician licensed

under ch. 448 to have a severe and chronic or long-lasting physx-

cal or mental illness or disability.

‘b. The board determines that the coverage under the small
employer health insurance plan under subch. I of ch. 635 is not
substantially equxvalent to or greater than the coverage under tne
plan.

c. The board ﬁnds that the person is eligible fox coverage
under the plan after a review process, determined by the commis-
sioner by rule under s. 619.123, that evaluates and approves the
certification by the physician that the person has a severe and
chronic or long-lasting physical or mental illness or disability.

3. The requirements.under sub. (1) (a) to (d) do not apply to
a person who is found eligible for coverage under the plan'by the
board under subd. 2. - .

(3) (@) Except as provxded in pars. (b) and (c) no person is eli-
gible for coverage under the.plan for whom a premium, deductible
or coinsurance amount is paid or reimbursed by a federal, state,
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county or municipal government or agency as of the first day of
any. term for which a premium amount is paid or reimbursed and
as of the day after the last day of any term during which a deduct-
ible or.coinsurance amount is paid or reimbursed.

“(b) Persons for whom deductible or coinsurance amounts are
paid or reimbursed under ch. 47 for vocational rehabilitation,

-under s. 49.48 forrenal disease, under s. 49.485 (8) for hemophilia

orunders. 49.483 for cystic fibrosis are notineligible for coverage
under the plan by reason of such payments or reimbursements.
(¢) The commissioner, in consultation with the board, may pro-
mulgate rules specifying other deductible or coinsurance amounts
that, if paid or reimbursed for persons, will not make the persons

ineligible for coverage under the plan.
History: 1979 ¢ 313:1983 a:27, 215; 1985 a. 29, 73; 1987 a. 27, 70, 239; 1989
a 201's. 36; 1989 a 333, 359; 1991 a 39, 250; 19932 27

619.123 Rules for review of physician certification:
The commissioner shall promulgate rules that establish the proce-
dure to be used by the board under s. 619.12(2) () 2. c. The rules
shall provide for-an insurer that would be affected by the decision
of the board to participate in the review process to contest or sup-
port the physician’s certification.

History: 1991 a. 250. - :

619. 125 Health insurance risk-sharing plan fund.
There is created a health insurance risk—sharing plan fund, undeI
the management of the board, to fund admlmstr ative expenses.

History: 1981 c 20; 1983 a 27; 1991 a. 315.

61913 Partlclpatlon ofinsurers. (1) (@ Evely insurer
shall participate in the cost of administering the plan, except the
commissioner may by:rule exempt as a class those insurers whose
share as determined under pat. (b) would be so minimal as to not
exceed the estimated cost of levying the assessment.

(b) Except as provided by a rule promulgated under s. 619.145
(4), every participating insurer shall share in the operating, admin-
istrative and subsidy expenses of the plan in proportion to the ratio
of the insurer’s total health care coverage revenue for residents of
this state. during the preceding calendar year to the aggregate
health care coverage revenue of all participating insurers for res-
idents of this state during the preceding calendar year, as deter-
mined by the commissioner.

(c).. If assessments and other receipts by the commissioner,
board or admlmstenng carrier exceed payments made to alterna-
tive plans in accordance with contracts entered into. under s.
619.145 (3) and the actual Josses and administrative expenses of
the plan, the excess shall be held at interest and used by the board
to offset future losses or to reduce plan premiums. In this para-
graph, “futiire losses” includes reserves for incurred but not
teported claims.

@ L Each insurer’s propomon of pamcxpatlon under par. (b)
shall be determined annually by the c¢ommissioner based on
annual statements and other teports f11ed by the insurer with the
commissioner.

2. If the commissioner finds that the commissioner’s author-
ity to require insurers to report under chs. 600 to 646 and 655 is
not adequate to per mit the commissioner or the board to carry out
the commissioner’s of the board’s responsibilities under this sub-
chapter, the commissioner may promulgate rules requiring insur-
ers to report the information necessary: for the commissioner and
thé board to make: the determmatlons requned under this sub-
chapter. -

(2) “Any deficit mcuned under the plan shall be recouped by‘
assessments apportioned under sub: (1) by the board among par-
ticipating insurers, who may recover these amounts in the normal
course of their respective businesses without time limitation.

History: 1979 c. 313; 1981 c. 83; 1981 ¢ 314 s: 146; 1985 a. 29; 1989 a. 187 s
29 1991 a. 39 269

619.135 - Insurer assessments for  premium and
deductible reductions. (1) (a) Whenever a personbecomes
eligible for and obtains coverage under the plan as a result of
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receiving a notice under s. 619.12 (1) (am), (b) or (c), the commis-
sioner shall levy an assessment of $1,750 against the insurer that
issued the notice, except that the commissioner may not levy an
assessment if the notice of cancellation under s. 619.12 (1) (am)
was issued on one of the perrmsSJble grounds under s. 631.36 (2)
(@.

(b) 'An insurer shall pay an assessment levied under par. (a)
within 30 days after receiving a notice of assessment.

(c) If'an assessment levied under par. (a) is not paid within the
time prescnbed the commissioner shall impose a penalty against
the insurer in an amount established by the commissioner by rule.

(d) All assessments and penalties collected under this subsec-
tion shall be credited to the appropriation under s. 20.145 (7) (g).

(2) If the moneys under s. 20.145 (7) (a) and (g) are insuffi-
cient to reimburse the plan for premium reductions under s.
619. 165 and deductible reductions under s. 619.14 (5) (), or the
commissioner determines that the moneys under s. 20.145 (7) (a)
and (g) will be insufficient to reimburse the plan for premium
reductions under s. 619.165 and deductible reductions under s.
619:14 (5) (a), the commissioner shall, by rule, increase the
amount of the assessment under sub. (1) (a) or levy an assessment
against every insurer, or a combination of both, sufficient to reim-
burse the plan for premium reductions under s. 619.165 and
deductlble reductions under s. 619.14 (5) (a).

(3) In addition to the assessments under subs. (1) (a) and (2),
the commissioner may, by rule, establish an assessment to be lev-
ied against each insurer that issues a notice of rejection under s.
619.12 (1) (a) to a person who becomes ehgxble for and obtains
coverage under the plan as a result of receiving the notice. Any
assessments levied and collected under this subsection shall be
credited to the appropriation under s. 20.145 (7) (g)

History: 1991 a. 39

619.14  Coverage. (1) COVERAGE OFFERED. (a) The plan
shall offer in an annually renewable policy the coverage specified
in this section for each eligible person. If an eligible person is also
eligible for medicare coverage, the plan shall not pay or reimburse
any person for expenses paid for by medicare.

(b) 1If an individual terminates medical assistance coverage
and applies for coverage under the plan within 45 days after the
termipation and is subsequently found to be eligible under’s.
619.12, the effective date of coverage for the el gible person under
the plan shall be the date-of termmanon of medical assistance cov-
erage.

(2) MAJOR MEDICAL EXPENSE COVERAGE. (a) The plan shall
provide every eligible person who is not eligible for medicare with
major medical expense coverage. Major medical expense cover-
age offered under the plan shall pay an eligible person ’s covered
expenses, subject to sub. (3) and deductxble and coinsurance pay-
ments authorized under sub. (5), uptoa lifetime limit of $500,000
per covered individual. The maximum limit under this paragraph
shall not be altered by the board, and no actuarially equlvalent
beneﬁt may be substituted by the board.

" (b) The plan shall provide an altematxve policy for those per-
sons eligible for medicare which reduces the benefits payable
under par. () by .the amounts paid under medicare.

(3) CoVERED EXPENSES. Except as restricted by cost conitain-
ment provisions under s. 619.17 (4) and except as reduced by the
board unders. 619.15 (3) (e), covered expenses shall be the usual
and customary charges for the services provided by persons
licensed under ch. 446. Except as restricted by cost containment
provisions under s. 619.17 (4) and except as reduced by the board
under s 619.15 (3) (e); covered expenses shall also be the usual
and customary charges for the following services and articles
when prescribed. by a physwlan licensed under ch. 448 or in
another state:

(). Hospital services.
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(b) Basic medical-surgical services, mcludmg both in-hospi-
tal and out-of-hospital medical and surgical services, diagnostic
services, anesthesia services and consultation services, subject to
the limitations in this subsection.

(c) 1. Inpatient treatment in a hospital as defined in s. 632.89
(1) (c) or in a medical facility in another state approved by the
board, for up to 30 days’ confinement per calendar year due to
alcoholism or drug abuse and up to 60 days’ confinement per cal-
endar year for nervous and mental disorders.

2. Outpatient services as defined in s. 632.89 (1) (e) for alco-
holism, drug abuse or nervous and mental disorders, as follows:

a. The first $500 of covered expenses per calendar year; and

b. An additional $2,500 of covered expenses per calendar
year, after satisfaction of the deductible and coinsurance require-
ments under sub. 3. »

3. Subject to the limits under subd. 2. and to rules promul-
gated by the commissioner, services for the chronically mentally
ill in community support programs operated under s. 51.421.

(d) Drugs requiring a physician’s prescription.

(e) Services of a licensed skilled nursing facility for eligible
persons eligible for medicare, to the extent required by s. 632.895
(3) and for not-more than an aggregate 120 days during a calendar
yeat, if the services are of the type which would qualify as reim-
bursable services.under medicare. Coverage under this paragraph
which is not required by 5. 632.895 (3) is subject to the deductible
and coinsurance requirements under sub. (5).

(g) Use of radium or other radloactxve materials.

(h) Oxygen

‘(i) Anesthetics.

(i) Prostheses other than dental.

(k) Rental or purchase, as appropriate, of durable medical
equipment or dxsposable medical supplies, other than eyeglasses
and hearing aids.

(L) Diagnostic X-rays and laboratory tests.

(m) --Oral surgery for pamally or completely unerupted,
impacted teeth and oral surgery with respect to tissues of the
mouth when not performed in connectlon with the extraction or
repair of teeth.

(n) Services of 3 physical therapist.

(o) Transportation provided by a licensed ambulance service
to the nearest facility qualified to treat the condition.

"~ (p) For persons not eligible for medicare, services of a licensed
skilled nursing facﬂlty, only to the extent required by s. 632.895
3.

(q) Any other health insurance coverage, only to the extent
required under subch. VI of ch. 632.

@® Pxocessmg chaxges for.blood including, but not limited to,
the costof collecting, testing, fractionating and dxstnbutmg blood.

@) EXCLUSIONS Covered expenses shall not include the fol-
lowing: -

(a) Any charge for treatment for cosmetic purposes other than
surgery for the repair or treatment of an m]ury oracongenital bod-
ily defect. ‘

(b) Care which is pnmanly for cust0d1a1 or domiciliary pur-
poses which do not gualify as eligible services under medicare.

(c) Any charge for confinement in a private room to the extent
itis in excess of the institution’s char ge for its most common semi-
private room, unless a pnvate room is prescribed as medlcally
necessaty: by a physxclan If the institution does not have semipri-
vate rooms, its most common semiprivate room charge shall be
90% of its lowest private room charge.

(d). That part of any charge for services or articles rendered or
prescribed by a physician; dentist or other health care personnel
which exceeds the prevailing charge in the locality where the ser-
vice is provided or any charge not medically necessary.
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(e) Any charge for services or articles the provision of which
is not within the scope of authorized practice of the institution or
individiial providing the services or articles.

“ (f). Any expense incuried prior to the effective date of coverage
under the plan for the person on whose behalf the expense is
incurred:

(¢) Dental care except as provided in sub: (3) (m).

(h) Eyeglasses and hearing aids.

(i) Routine physical examinatioiis, including routine examina-
tions to determine the need for eyeglasses and hearing aids.

() Iiness or injury due to acts of war.

(k) Services of blood donors and any fee for failure to replace
the first 3 pints of blood provided to an eligible person each calen-
dar year.

(L) Personal supplies or services prov1ded by a hosp1ta1 or
nur: smg home, of any other nonmedical or nonpxescnbed supply
or service.

{(m) Expenmental tleatment as determmed by the board or its
designee..

(5) PREMIUMS, DEDUCTIBLES AND COINSURANCE. (a) The plan
shall offer adeductible in combination with appropriate premiums
determined under this subchapter for major medical expense cov-
erage required under this section. For coverage offered to those
persons eligible for medicare, the plan shall offer a:deductible
equal to.the deductible chatged by part A of title XVIII of the fed-
eral social security act, as amended. The deductible amounts for
all. other eligible persons shall be-dependent upon household
income as-determined under s. 619.165. For eligible persons
unders. 619.165 (1) (b) 1., the deductible shall be $500. For eligi-
ble persons under s. 619. 165 (1) (b) 2., the deductible shall be
$600. For eligible persons under s. 619. 165 (1) (b) 3., the deduct-
ible shall be $700. For eligible persons under s. 619 165 (1) (b)
4., the deductible shall be $800. For all other eligible persons who
ate not eligible for medicare, the deductible shall be $1,000. With
respect to all eligible persons, expenses used to satisfy the ‘deduct-
ible during the last 90 days of a calendar year shall also be applied
to satisfy the deductible for the following calendar year.  The
schedule of premiums shall be promulgated by rule by the com-
missioner. The commissioner shall set rates at 60% of the operat-
ing and administrative costs of the plan. '

(b) Except as provided in par. (c), if the covered costs incurred
by the eligible person exceed the deductible for major medical
expense coverage in a calendar year, the plan shall pay at least
80% of any additional covered costs incurred by the person during
the calendar year:

(c) If the-aggregate of the covexed costs not paid by the plan
under par. (b)and the deductible exceeds $500 for an eligible per-
son receiving medicare, $2,000 for any other eligible person dur-
ing a calendar year or $4,000 for all eligible persons in a family,
the plan shall pay 100% of all covered costs incurred by the eligi-
ble person during the calendar year after the payment ceilings
under this paragraph are exceeded.

(d) Notwithstanding pars: (a) to (c), the board may establish
different deductible amounts, a different coinsurance percentage
and different covered costs and-deductible aggregate amounts
from those specified in pars. (a) to (¢) in accordance with cost con-
tainment provisions established by the commissioner under s.
619.17 (4) (a) and for individuals who enroll in an alternative plan
unders. 619.145.

(6) PREEXISTING CONDITIONS No person who obtains cover-
age under the plan'may be covered for any preexisting condition
during the first 6 months. of coverage under the plan if the person
was diagnosed or treated for that condition during the 6 months
immediately preceding the filing of an application with the plan.

(7) COORDINATION OF BENEFITS. (a) Covered expenses under
the plan shall not include any charge for care for injury or disease
for which benefitsare payable without regard to fault under cover-
age statutorily required to be contained in any motor vehicle or
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other liability insurance policy or-equivalent self-insurance, for
which benefits ate payable under a worker’s compensation or sim-
ilar Iaw, or for which benefits are payable under another policy of
health care insurance, medicare, medical assistance or any other
governmental program, except as otherwise provided by law.

(b) The board has a cause of action against an eligible partici-
pant for the recovery of the amount of benefits paid which are not
for covered expenses under the plan. Benefits under the plan may
be reduced or refused as a setoff against any amount recoverable
under this paragraph.

(c) The board is subrogated to the rights of an eligible person
to recover special damages for illness or injury to' the person
caused by the act of a 3rd person to the extent that benefits are pro-

vidéd under the plan.

History: 1979 ¢, 313;1981 ¢. 395.22; 1981c 83; 1981 c. 314 ss. 117, 146; 1983
a 27, ;98521 29s 3202(30), 1985a 332s 253; 19872 27,239; 19892 332;1991
a 39,269 -

619.145 Alternative plans. (1) The board may offer to
persons eligible for coverage under s. 619.12 the opportunity to
enroll, on a voluntary basis, in an alternative plan that uses man-
aged care and that the commissioner determines provides benefits
that are substantially equivalent to or greater than the benefits pro-
vided under the plan. ‘A person who enrolls in an alternative plan
under this section is ineligible for coverage under the plan for 12
months after enrolling in the alternative plan.

" (2) Analternative plan that provides coverage under this sec-
tion to persons eligible for coverage under s. 619.12 may limit the
number of such persons who may enroll in the alternative plan.
Any such enrollment limitation may not be based on medical
undetwntmg considerations.

(3) Analternative plan that provides coverage under this sec-
tion to persons eligible for coverage unider s. 619.12 shall contract
with the board to provide such coverage. The contract shall spec-
ify all of the following:

(a) Notwithstanding s. 619.14, the benefits provided under the
alternative plan.

(b) Réquirements for managed care and marketing practices.

"(¢) Grievance procedures for persons with coverage under the
alternative plan.

(d) The payment of fees or premiums to the alternative plan for
the coverage provided to persons eligible under s. 619.12.

(e) Subject to sub. (4), a reduction in the alternative plan’s
assessment under's. 619.13 for operating and administrative, but ~
not subsidy, expenses of the plan.

(f) Any other terms that the board considers neccswy

(4) A contract under sub. (3) may not provide for a reduction
in the assessment under s. 619.13 against an alternative plan
unless the assessment reduction has been adopted by rule under
s. 619.15 (4) (e).

History: 1991 a. 269

1 619.15 Board of governors. (1) The plan shall operate
subject to the supervision and approval of a board consisting of
representatives of 2 pamc1patmg insurers which are nonprofit cor-
porations, 2 other pamcxpatmg insurers, and 3 public members,
appointed by the commissioner for staggered 3—year terms. In
addition, the commissioner or a designated representative from
the office of the commissioner shall be a member of the board.
The public members shall not be professionally affiliated with the
practice of medicine, a hospital or an insurer: Atleast 2 of the pub-
lic members shall be individuals reasonably expected to qualify
for coverage under the plan or the parent or spouse of such an indi-
vidual. The commissioner or the conimissioner’s representative
shall be the chairperson of the board. Board members, except the
commissioner- or the commissioner’s representative, shall be
compensated at the rate of $50 per diem plus actual and necessary
expenses.

(2) Annually, the board shall make a report to the members of
the plan and to the chief clerk of each house of the legislature, for
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distribution to thé appropriate standing committees under s.
13.172 (3), summarizing the activities of the plan in the preceding
calendar year. The annual report shall define the cost burden
imposed by the plan on all policyholders in this state.

(3) The board shall:

(a) Establish procedures under which applicants and partici-
pants may have grievances reviewed by an impartial body and
reported to the board.

(b) Select an administering carrier in accordance with s.
619.16.

(c) Collect assessments from all insurers to provide for claims
paid under the plan and for administrative expenses incurred or
estimated to be incurred during the period for which the assess-
ment is made. The level of payments shall be established by the
board. Assessment of the insurers shall occur at the end of each
calendar year or other fiscal year end established by the board.
Assessments are due and payable within 30 days of receipt by the
insurer of the assessment notice. :

@ Develop and implement 4 program to publicize the exis-
tence of the plan, the eligibility requirements and procedures for
enrollment, and to maintain public awareness of the plan.

(e) Establish for payment of covered expenses, a payment rate
that is 10% less than the charges approved by the administering
carrier for reimbursement of covered expenses under s, 619.14
(3). A providerof acovered service or article may not bill an eligi-
ble person who receives the service or article for any amount by
which the charge is reduced under this paragraph.

_(4) The board may:

(a) Prepare and distribute certificate of eligibility forms and
enrollment instruction forms to insurance solicitors, agents and
brokers, and to the general public-in this state.

*(b) Provide for reinsurance of risks incurred by the plan, and
may enter into reinsurance agreements with insurers to establish
a.reinsurance plan for risks of coverage described in the plan, or
obtain commercial reinsurance to reduce the risk of loss through
the pool. .

(¢) In addition to assessments 1mposed under sub. (3) (¢), levy
interim assessments to ensure the financial ability of the plan to
cover claims expense and administrative expenses incurred or
estimated to beincurred i inthe operation of the plan prior to the end
of the calendar year end ot other fiscal year end estabhshed by the
. board. Interim assessments shall be due and payable within 30
days of receipt by an insirer of an interim assessment notice.
Interim assessments shall be credrted against each insurer’s
annual assessment.

(d) Contract with alternative plans under s.-619.145 3).

() By rule provrde for a reduction in the assessment under .
619.13 against ani alternative plan that provides coverage to eligi-
ble persons.

(5) The commissioner may, by rule, establrsh additional pow-
ers and duties of the board.

(6) If any provision of this subchapter conflicts with s. 625.11
or 625.12, this'subchapter prevails.

(7) (a) The board is not liable for any obligation of the plan.

- ~E
\u} Meuluvas of un' uuaxd arc Sta:e officers for puiposes o1 8.

895.46. v
History: 1979c 313; 1981 c 83; 1987 a. 186, 399; 1991 a 269

1619.16° Admlmstermg carrier. (1) The board shall
select an 1nsurer ‘through a competitive negotiation process to
administer the plan. The board shall evaluate proposals submitted
under this subsection based on criteria establrshed by the board
which shall 1nclude al] of the’ followrng
(a) ‘Thei msurer s proven abrlrty to handle large group accident
and health insurance.
. (b) The efficiency of the insurer’s claim paying procedures.
-(¢) ‘An estimate of total charges for administering the plan.
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(2) (2) The administering carrier shall serve for a period of 3
years, "

(b) At least one year prror to’ the expiration of each 3—year
period of service by an ‘administering carrier, the board shall
invite all insurers, including the current administering carrier, to
submit proposals to serve as the administering carrier for the suc-
ceeding 3—-year period. Selection of the administering carrier for
the succeeding period shall be made at least 6 months prior to the
end of the current 3—-year period,

(3) (a) The administering carrier shall perform all eligibility
and administrative claims payment functions relating to the plan.

(b) The administering carrier shall establish a premium billing
procedure for collection of premiums from insured persons. Bill-
ings shall be made on a periodic basis ds determined by the board.

() The administering carrier shall perform all necessary func-
tions to assure timely payment of benefits to covered persons
under the plan, including:

1. Making available information relating to the proper man-
ner of submitting a claim for benefits under the plan and distribut-
ing forms upon which submissions shall be made.

2. Evaluatrng the elrgrbrhty of each claim for payment under
the plan.

3. Notifying each clarmant wrthrn 30 days after recervmg a
properly completed and executed proof of loss whether the claim
is accepted, rejected.or compromised.

'(d)' The-administering carrier shall submit regular reports to the
board régarding the operation of the plan. The ftequency, content
and form of the report shall be as determined by the board.

(e) The admrnrsterrng carrier shall pay claims expenses from
the premium payments recerved from or on behalf of covered per-
sons under the plan. If the admmrsterrng carrier’s payments for
claims expenses exceed the portion of premiums allocated by the
board for payment of claims expenses the board shall provide to
the carrier additional funds for payment of claims expenses.

(em) The administering carrier shall make any payments
requned by a contract entered into under s. 619.145 (3).

+(f) 1.. The administering carrier shall be paid as provided in the
board’s contract with the carrier for its ditect and indirect expenses
incurred in the performance»of' its services from the plan premi-
ums, -

~ 20 In this paragraph “direct and 1ndrrect expenses” shall -
rnclude that portion of the carrier’s audited administrative costs,
printing, claims-administration; management, building overhead
expenses, and other actual operating and administrative expenses
approved by the board as allocable to the administration of the
plan and included in the request for proposals

Hrstory 1979 ¢. 313; 1985 a, 29; 1991 a. 269.".

619, 165 Reductions in premiums for low-income
eligible persons. (1) (a) The board shall reduce the premiums
established by the commissioner under s. 619.11 in conformrty
with ss, 619.14 (5) and 619.17, for the eligible persons and in the
manner-set forth in pars ®)yto(d).

“(b). If the household rncome, as defined in s. 71 52 (5) and as
du;vuruuwd uud\.x par. \u/, of an euslule person i is e\.luar to or
greater than the. first amount and less than the 2nd amount listed
in any of the following, the board shall reduce the premium for the
eligible person, as established by the commissioner, to the rate
shown after the amounts:

1. If equalto or greater than $0 and less than.$10,000, to 100%
of the rate that a standard risk would be charged under an individ-
ual policy providing substantially the same coverage and deduct-
ibles as provided under the plan.

2, If equal to or greater than $10,000 and Iess than $14,000,
to 106.5% of the rate that a standard risk would be charged under
an individual policy providing substantially the same coverage
and deductibles-as provided under the plan.
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3. If equal to or greater than $14,000 and less than $17,000,
to 115.5% of the rate that a standard risk would be charged under
an individual policy providing substantially the same coverage
and deductibles as provided under the plan.

4. If equal to or greater than $17,000 and less than $20,000,
to 124.5% of the rate that a standard risk would be charged under

an individual policy providing substantially theé same coverage

and deductibles as provided under the plan.

(d) The board shall establish and implement the method for
determining the household income of an ehgxble person under pat.
).

(2) The board shall direct the admmlstenng carrier to collect,
under s. 619.16(3) (b), from the eligible persons under sub. (1) the
premiums as reduced under sub. (1) rather than the premiums
established by the commissioner.

(3) The commissioner shall forward to the board moneys
received under s. 20.145 (7) (a) and (g) in an amount sufficient to
reimburse the plan for premium reductions under sub. (1) and
deductible reductions under s. 619.14 (5) (a).

" 'History: 1985a729; 1987:a:27; 1987 a: 3125.17; 1991 a 39

619.17 Contents of plan. The plan shall include, but is
not limited to, the following:

RISK-SHARING PLANS 619.18

(1) Subject to s. 619.14 (5) (a), a rating plan calculated in
accordance with generally accepted actuarial principles.

(2) A schedule of premiums, deductibles and coinsurance
payments which complies with all requirements of this sub-
chapter.

(3) Procedures for applicants and participants to have griev-
ances reviewed by an impartial body.

(4) (a) Cost containment provisions established by the com-

missioner by rule.
History: 1979 ¢. 313; 1983 a. 27; 1987 a. 27,1991 a. 39.

619.175 Waiver or exemption from provisions pro-
hibited. Except as provided in s. 619.13 (1) (a), the commis-
sioner may not waive, or authorize the board to waive, any of the
requirements of this subchapter or exempt, or authorize the board
to exempt, an individual or a class of individuals from any of the
requiréments of this subchapter.

History: 1991 2. 39

619.18 Chapters 600 to 645 applicable. Except as
otherwise provided in this subchapter, the plan shall comply and
be administered in compliance with chs. 600 to 645.

" History: 1979 ¢c. 313; 1981 ¢. 314,
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