
STATE OF WISCONSIN ) 
) 

OFFICE OF THE COMMISSIONER OF INSURANCE) 

RECEIVED 
JAN 12 1993 

Revisor of Statutes 
Bureau 

I, John W. Torgerson, Deputy Commissioner of Insuranee and 

eustodian of the offieia1 reeords of this offiee, eertify that the 

attaehed is a eorreeted eopy of a ru1e-making order affeeting s. Ins 3.60, 

Wis. Adm. Code, re1ating to Data Co1leetion and Dise10sure of Information 

on Hea1th Insurers' C1aim Sett1ement Methodo1ogy and Estimates of Amounts 

to be Paid for Speeifie Hea1th Care Proeedures and Serviees, whieh was 

origina11y fi1ed by this offiee on November 4, 1992, and refi1ed with 

eorreetions on November 19, 1992. 

I further eertify that I have eompared this eopy with the 

original on fi1e in this offiee and that it is a true eopy of the whole of 

the origina1. 

Dated at Madison, Wiseonsin, this 11th day of January, 1993. 

Attaehment 
35833T 

RECEIVED 
JAN 121993 
« ;'I5?"~ 

Revisor of Statutes 
Sureau 



REce'VED 
JAN 12 1993 

Revisor of Statute$ 
Bureau 

JAN' I j993 

ORDER OF THE OFFICE OF THE COMMISSIONER OF INSURANCE 

CREATING li. RULE 

To create Ins 3.60, relating to data collection and disclosure of 

information on heal th insurers' claim settlement methodology and estimates of 

amounts to be paid for speeific health care procedures and serviees. 

ANALYSIS PREPARED BY THE OFFICE OF THE COMMISSIONER OF INSURANCE 

Statutory authority: ss. 601.41 (3) and 628.34 (12), Stats. 

Statutes interpreted: s. 628.34 (12), Stats. 

This rule requires insurers to provide their insureds and lieensed 

health care professionals (providers) with eertain information relating to 

payment of health insuranee elaims. li. health care insurance policyholder or 

certificate holder may request that the insurer provide an estimate of the 

amount the insurer will pay for a speeifie proeedure or service in a given 

geographical area and with information on how the insurer determines the 

eligible amount of a claim. The insurer must respond within 5 working days to 

a reasonably specifie request from an insured and may require the insured to 

furnish the provider's estimated charge before responding to the request. 

Insurers must also furnish a requester with specified information on policy 

772R1 
01111/93 

i 
I 

f , 
! 



provisions that may affect claim payments. Inquiries and responses may be 

oral or in writing. An insurer is not bound by a good faith estimate. 

The rule applies to a health maintenance organization (HMO) only if 

it makes claim settlement determinations for out-of-plan services based on a 

specific methodology. 

Each insurer that uses a specific methodology, such as usual, 

customary and reasonable charges or prevailing rate in the community, to 

determine eligible claim amounts must base that methodology on a data base 

which meets eertain conditions speeified in the proposed rule. Data bases 

must be updated at least every 6 months. Information on the specific 

methodology must be provided to an insured upon request, but an insurer need 

not diselose proprietary information if disclosure is prohibitedby a eontraet 

between the insurer and the souree of the data. 

If an insurer pays less than the billed amount of a claim based on 

its specific methodology, it must furnish the insured or the provider with the 

medical or dental code it us ed for the procedure, the date of the service and 

a telephone number at the company which may be used to abtain further 

information, including information on the insurer's specific methodology, on 

the payment determination. 

The rule also requires health insurers to disclose with each policy 

or certificate it issues that it settles claims based on a specific 

methodology and that a provider's bill may not be paid in full if the charge 

exceeds the amount determined by that methodology. Closed panel HMOs that do 

not provide coverage for nonemergency services by noncontracted providers are 

exempt from this requirement. If the policy or certificate includes a 

provision offering to defend the insured if a provider attempts to colleet the 

balanee of a bill in excess of the amount determined by the insurer's speeific 
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methodology, the policy or eertifieate must inform the insured that this 

provision is inapplieable if the insured signs an agreement with the provider 

to pay any balanee due. The insurer must also provide each insured, at the 

time a policy or eertifieate is issued, with the telephone number of a contaet 

person or seetion of the company that ean furnish the insured with further 

information on the methodology used and with payment estimates. 

The rule also provides that a pattern of providing inaecurate or 

misleading estimates to insureds is an unfair marketing practice and may 

subjeet an insurer to administrative action, ineluding the possibility of a 

forfeiture, by the offi ee of the eommissioner of insuranee. 

The rule will take effeet on the first day of the month beginning 

after publieation and it will first apply to polieies and eertifieates issued 

on the first day of the 4th month after the effeetive date. 

SECTION 1. Ins 3.60 is ereated to read: 

Ins 3.60 DISCLOSURE OF INFORMATION ON HEALTH CARE CLAIM SETTLEMENTS. 

(1) PURPOSE. This section imp1ements and interprets s. 628.34 (1) (a) and 

(12), Stats., for the purpose of allowing insureds and providers access to 

information on the methodology health insurers use to determine the eligible 

amount of a hea1th insuranee claim and permitting insureds to obtain estimates 

of amounts that their insurers will pay for speeifie health care proeedures 

and serviees. 

(2) DEFINITIONS. In this seetion: 

(a) "C.D.T." means the American dental association's current dental 

terminology. 

(b) "C.P.T." means the American medical association's current 

proceduraI terminology. 
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(3) APPLICABILITY. (a) This section applies to an individual or 

group health insurance contract or certificate of individual coverage issued 

in this state that provides for settlement of claims based on a specific 

methodology, including but not limited to, usual, customary and reasonable 

charges or prevailing rate in the community, by which the insurer determines 

the eligible amount of a provider's charge. 

(b) This section applies to a health maintenance organization to the 

extent that it makes claim settlement determinations for out-of-plan services 

as described in par. (a). 

(4) DATA REQUIREMENTS. Any insurer that issues a policy or 

certificate subject to this section shall base its specific methodology on a 

data base that meets all of the following conditions: 

(a) The fees in the data base shall accurately reflect the amounts 

charged by providers for health care procedures and services rather than 

amounts paid to or collected by providers, and may not include any medicare 

charges or discounted charges from preferred provider organization providers. 

(b) The data base shall be capable of all of the following: 

1. Compiling and sorting information for providers by C.D.T. code, 

C.P.T. code or other similar coding acceptable to the commissioner of 

insurance. 

2. Compiling and sorting by zip code or other regional basis, so that 

charges may be based on the smallest geographic area that will generate a 

statistically credible claims distribution. 

(c) The data base shall be updated at least every 6 months. 

(d) No data in the data base at the time of an update under par. (c) 

may be older than 18 months. 

(e) If the insurer uses an outside vendor's data base the insurer may 

supplement it with data from the insurer's own c1aim experience. 
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(f) An insurer may supplement a statistieal data base with other 

information that establishes that providers accept as payment without balance 

billing amounts less than their initial or represented charge only if: 

1. The insurer makes the disclosure required under sub. (6) (a) 1. e: 

2. The information establishes that the provider generally and as a 

practice accepts the payment without balance billing regardless of which 

insurer is providing coverage: and 

3. The information is no older than 18 months before the date of an 

update under par. (e), clearly establishes the practice, is documented and is 

maintained in the insurer's records during the period that the information is 

us ed and for 2 years after that date. 

(5) DISCLOSURE REQUIREMENTS UPON ISSUANCE OF POLICY. (a) Each policy 

and certificate subject to this section shall include all of the following: 

1. A clear statement, printed prominently on the first page of the 

policy or in the form of a sticker; letter or other form ineluded with the 

policy, that the insurer settles claims based on a speeifie methodology and 

that the eligible amount of a claim, as determined by the speeifie 

methodology, may be less than the provider's billed eharge. This subdivision 

does not apply to a elosed panel healthmaintenance organization that does not 

provide eoverage for nonemergeney serviees by noneontracted providets. 

2. If the policy or eertifieate ineludes a provision offering to 

defend the insured if a provider attempts to colleet any amount in exeess of 

that determined by the insurer's specifie methodology, less eoinsuranee and 

deductibles, a elear statement that such a provision does not apply if the 

insured signs a separate agreement with the provider to pay any ba1ance due. 
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(b) At the time a policy or certificate is issued, the insurer shall 

provide the policyholder or certificate holder with the telephone number of a 

contact person or section of the company that ean furnish insureds with the 

information required to be diselosed under sub. (6). 

(6) REQUESTS FOR DISCLOSURE. (a) Each insurer issuing a policy or 

certificate subjeet to this section shall, upon request, provide the insured 

with any of the following: 

1. A description of the insurer's speeific methodology including, but 

not limited to, the following: 

a. The source of the data used, such as the insurer's claim 

experience, trade association's data, an\expert panel of providers or other 

source. 

b. How frequently the data base is updated. 

c. The geographic area us ed in determining the eligible amount. 

d. If applicable, the percentile used to determine usual, customary 

and reasonable charges. 

e. The conditions and procedures under which a statistical data base 

is supplemented under suh. (4) (f). 

2. The amount allowable under the insurer's guidelines for 

determination of the eligible amount of a provider's charge for a specific 

health eare procedure or service in a given geographic area. The insurer is 

required to disclose the specific amount which is an allowable charge under 

the insurer's guidelines only if the provider's charge exceeds the allowable 

charge under the guidelines. The estimate may be in the form of a range of 

payment or maximum payment. 

(b) Paragraph (a) does not require an insurer to disclose 

specifieally enumerated proprietary information prohibited from disclosure by 

a contract between the insurer and the souree of the data in the data base. 
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(e) Arequest under par. (a) may be oral or written. The insurer may 

require the insured to provide reasonably speeifie details, ineluding the 

provider's estimated eharge and the C.P.T. or e.D.T. eode, about the health 

eare proeedure or service before responding to the request. The response may 

be oral or written and the insurer shall respond within 5 working days after 

the date it receives a sufficient request. As part of the response, the 

insurer shall inform the requester of all of the following: 

1. That the policy benefits are available only to individuals who are 

eligib1e for benefits at the time a health care procedure or service is 

provided. 

2. That policy provisions inc1uding, but not 1imited to, preexisting 

eondition and eontestable elauses and medical necessity requirements, may 

eause the insurer to deny a claim. 

3. That policy limitations inc1uding, but not 1imited to eopayments 

and deductibles, may reduee the amount the insurer will pay for a health eare 

procedure or service. 

4. That a policy may eontain exelusions from coverage for speeified 

heal th care proeedures or services. 

(d) An insurer that provides a good faith estimate under par. (a) 2, 

based on the information provided at the time the estimate is requested, is 

not bound by the estimate. 

(e) Upon request, an insurer shall provide the eommissioner of 

insurance with information concerning the insurer's specific methodology. 

(7) DISCLOSURE ACCOMPANYING PAYMENT. If an insurer, based on its 

specific methodology, determines that the eligib1e amount of a claim is less 

than the amount billed, the insurer shall disclose on the explanation of 

benefits or other document aecompanying payment to the provider or the insured 

all of the following: 
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(a) The C.D.T. eode, C.P.T. eode or other eode aeeeptable to the 

eommissioner of insuranee and the date of service used in regard to eaeh 

speeifie health eare proeedure or service for whieh the eligible amount is 

less than the amount billed. 

(b) A telephone number of a eontaet person or seetion of the company 

from whom the provider or the insured may request the information speeified 

unde r s ub • (6) ( a) 1. 

(8) VIOLATION. A pattern of ~roviding inaeeurate or misleading 

responses under sub. (6) (e) is a violation of s. 628.34 (1) (a), Stats. 

SECTION 2. INITIAL APPLICABILITY. This rule first applies to 

polieies issued or renewed on the first day of the 4th month beginning after 

the effeetive date. 

SECTION 3. EFFECTIVE DATE. This rule will take effeet on the first 

day of the month after publieation, as provided in s. 227.22 (2) (intro.), 

Stats. 

Dated at Madison, Wiseonsin, this 11th day of January, 1993. 

772R8 
01111/93 

n W. Torgerson 
eputy Commissioner 

RECElVED 
JAN 121993 

Revlsor of Statutes 
Bureau 



State of Wisconsin / OFFICE OF THE COMMISSIONER OF INSURANCE 

Tommy G. Thompson 
Governor 

MR GARY paULSaN 

January 11, 1993 

DEPUTY REVISOR OF STATUTES 
131 W WilSON ST STE 800 
MADISON W153703-2233 

Re: Clearinghouse Rule No. 92-82 

RECE~VED 

JAN 121993 

Revisor of Stal"utes 
Bureal! 

Section Ins 3.60, Wis. Adm. Code, Relating to Data Collection 
and Disclosure of Information on Health Insurers' Claim 
Settlement Methodology and Estimates of Amounts to be Paid 
for Specific Health Care Procedures and Services 

Dear Mr. Poulson: 

Robert D. Hoose 
Commissioner 

121 East Wilson Street 
P.O. Box 7873 

Madison, Wisconsln 53707-7873 
(608) 266-3585 

I am enclosing a copy of a second corrected draft of this administrative rule which has 
been filed with the Secretary of State. The first corrected copy filed on November 19, 
1992, inadvertently omitted three provisions which were included in a germane 
modification submitted to the legislative committees, at the request of the assembly 
committee, during the review process. I am al so enclosing a copy of the draft 
incorporating the missing language as it was submitted to the committees with that 
language highlighted. 

I would greatly appreciate it if you will make these corrections in the rule as it appears 
in the Wisconsin Administrative Code. 

Thank you very much for your assistance in this matter. 

JWT:MAC:mle 
Enclosures 
23530 

SinQ-~~ 
~n W. Torgerson a~puty Commissioner 



State of Wisconsin. / OFFICE OF THE COMMISSIONER OF INSURANCE 

Tommy G. 7hompson 
Governor 

October 13, 1992 

The Honorable Jerome Van Sistine 
Chair, Committee on Tourism, Commeree, 
Labor, Veterans' & Military Affairs 
14 South, State Capital 
Madison, WI 53702 

Re: ClearinghouseRule 92-82; Germane Amendment 

Dear Senator Van Sistine: 

Robert D. Haase 
Commlssloner 

121 East Wilson Street 
P.O. 80)( 7873 

Madison. Wlsconsln 53707-7873 
(608) 266-3585 

RECEIVED 
JAN 12 1993 

Revisor of Statutes 
Sursau 

The Office of the Commissioner of Insuranee submits the attached germane 
amendment to the above rule. If you have any questions regarding these 
changes, please contaet me. 

RDH:FN:bm 
1168b 
Attachrnent 

Sincerely yours, 

Commissioner of Insurance 

ce: Representative David Clarenbaeh 
Chair, Assembly Special Committee 
on Reform of Health Insurance 

Mr. Gordon Anderson 
Attorney, Wisconsin Legislative Couneil 



State of WiscoDsiD / OFFICE OF THE COMMISSIONER OF INSURANCE 

Tommy G. 7hompson 
Governor 

October 13, 1992 

The Honorable David Clarenbach 
Chair, Assembly Special Committee 
on Reform of Health Insurance 
4 West, State Capitol 
Madison, WI 53702 

Re: Clearinghouse Rule 92-82; Germane i\mendment 

. Dear Representative Clarenbach: 

Roberl D. Name 
Comm/sstoner 

121 East Wilson Street 
P.O. Box 7873 

Madison. Wlsconsln 53707-7873 
(608) 266-3585 

The Office of the Commissioner of Insurance submits the attached germane 
amendment to the above rule. If you have any questions reqarding these 
changes, please eontact me. 

RDH:FN:bm 
1168b 
Attachment 

Robert D. Haase 
Commissioner of Insuranee 

ee: Senator Jerome Van Sistine 
Chair, Committee on Tourism, Commerce, 
Labor, Veterans' & Military Affairs 

Mr. Gordon Anderson 
Attorney, Wisconsin Legislative Couneil 



CHANGES SUBMITTED TO CLEARINGHOUSE RULE 92-82 AS GERMANE AMENDMENTS 

The following revisions are ineluded in the revised final draft rule submitted 
to the eommittee: 

1. The revised rule adds s. Ins 3.60 (4) (e) whieh makes it elear that 
insurers may inelude in their database for determining usual and eustomary 
charges their own experience with provider charges in elaims they have paid. 

2. The revised rule adds s. In.s 3.60 (4) (f) whieh allows insurers to inelude 
in their database for determining usual and eustomary charges the amounts 
accepted by providers for a proeedure withoui balanee billing, even if the 
provider initially bills, or represents that it imposes, a higher eharge. The 
insurer may inelude this data only if the insurer has and maintains 
doeumentation that the provider aeeepts the amount asa practice generally, 
not just for elaims payable by the insurer, and the insurer diseloses that it 
uses this type of data in its responses to requests for allowable eharge 
information. 

3. The revised rule ehanges s Ins 3.60 (6) (a) 2 to provide that an insurer 
need not diselose the speeific amount whieh is an allowable charge under its 
usual and eustomary guidelines if the provider's eharge for the intended 
proeedure does not exeeed the allowable eharge. 

4. The revis~rule ehanges s Ins 3.60 (6) (e) to make it elear that the 
insurer mayask the insured to supply a eode identifying the intended 
proeedure when the insured asks for diselosure of effeet of allowable charges 
guidelines under the rule. 
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PROPOSED ORDER OF THE OFFICE OF THE COMMISSIONER OF INSURANCE 

CREATING A RULE 

To create Ins 3.60, relating to data collection and disclosure of 

information on health insurers' claim settlement methodology and estimates of 

amounts to be paid for specific health care procedures and services •. 

ANALYSIS PREPARED BY THE OFFICE OF THE COMMISSIONER OF. INSURANCE 

Statutory authority: ss. 601.41 (3) and 628.34 (12), Stats. 

Statutes interpreted: s. 628.34 (12), Stats. 

This pro.posed rule requires insurers to provide their insureds and 

licensed health care professionals (providers) with certain information 

relating to payment of health insurance claims. A health care insurance 

policyholder or certificate holder may request that the insurer provide an 

estimate of the amount the insurer will pay for a specific procedure or 

service in a given geographical area and with information on how the insurer 

determines the eligible amount of a claim. The insurer must respond within 

5 working days to a reasonably specific request from an insured and may 

require the insured to furnish the provider's estimated charge before 
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responding to the request. Insurers must also furnish a requester with 

speeified information on policy provisions that may affeet elaim payments. 

Inquiries and responses may be oral or in writing. An insurer is not bound by 

a good faith estimate. 

The proposed rule applies to a health maintenanee organization (EMO) 

only if it makes elaim settlement determinations for out-of-plan serviees 

based on a speeifie methodology. 

Eaeh insurer that uses a speeifie methodology, such as usual, 

customary and reasonable charges or prevailing rate in the community, to 

determine eligible claim amounts must base that methodology on a data base 

which meets certain conditions specified in the proposed rule. Data bases 

must be updated at least every 6 months. Information on the specific 

methodology must be provided to an insured upon request, but an insurer need 

not disclose proprietary information if disclosure is prohibited by a eontraet 

between the insurer and the source of the data. 

If an insurer pays less than the billed amount of a claim based on 

its specific methodology, it must furnish the insured or the provider with the 

medical or dental code it used for the procedure, the date of the service and 

a telephone number at the company which may be used to obtain further 

information, ineluding information on the insurer's specific methodology, on 

the payment determination. 

The proposed rule also requires health insurers to diselose with eaeh 

policy or certificate it issues that it settles elaims based on a specifie 

methodology and that a provider's bill may not be paid in full if the eharge 

exceeds the amount determined by that methodology. Closed panel EMOs that do 

not provide eoverage for nonemergeney serviees by noncontraeted providers are 
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exempt from this requirement. If the policy or eertifieate ineludes a 

provision offering to defend the insured if a provider attempts to colleet the 

balanee of a bill in exeess of the amount determined by the insurer's speeifie 

methodology, the policy or certificate must inform the insured that this 

provisio~ is inapplicable if the insured signs an agreement with the provider 

to pay any balanee due. The insurer must also provide each insured, at the 

time a policy or certificate is issued, with the telephone number of a contact 

person or section of the company that can furnish the insured with further 

information on the methodology used and with payment estimates. 

The proposed rule also provides that a pattern of providing 

inaccurate or misleading estimates to insureds is an unfair marketing practice 

and may subject an insurer to administrative action, including the possibility 

of a forfeiture, by the office of· the commissioner of insurance. 

The rule will take effeet on the first day of the month beginning 

after publication and it will first apply to policies and eertificates issued 

on the first day of the 4th month after the effective date. 

SECTIDNI. Ins 3.60 is created to read: 

Ins 3.60 DISCLOSURE OF INFORMATION ON HEALTH CARE CLAIM SETTLEMENTS. 

(1) PURPOSE. This section implements and interprets s. 628.34 (1) (a) and (12), 

Stats., for the purpose of allowing insureds and providers access to information 

on the methodology health insurers use to determine the eligible amount of a 

health insurance claim and permitting insureds to obtain estimates of amounts 

that their insurers will pay for specific health care procedures and services .• 
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(2) DEFINITIONS. In this seetion: 

(a) "C.D.T." means the American dental assoeiation's eurrent dental 

terminology. 

(b) "C.P.T." means the American medical assoeiation's eurrent 

proceduraI terminology. 

(e) "Provider" means a lieensed health eare professional. 

(3) APPLICABILITY. (a) This seetion applies to an individual or 

group health insuranee eontraet or eertifieate of individual eoverage issued 

in this state that provides for settlement of elaims based on a speeifie 

methodology, ineluding but not limited to, usual, eustomary and reasonable 

charges or prevailingrate in the community, by whieh the insurer determines 

the eligible amount of a provider's eharge. 

(b) This seetion applies to a health maintenanee organization to the 

extent that it makes claim settlement determinations for out-of-plan serviees 

as described in par. (a). 

(4) DATA REQUIREMENTS. Any insurer that issues a policy or 

certificate subjeet to this seetion shall base its specific methodology on a 

data base that meets all of the follo~ing conditions: 

(a) The fees in the data base shall accurately refleet the amounts 

eharged by providers for health care proeedures and serviees rather than 

amounts paid to or eolleeted by providers, and may not inelude any medieare 

charges or diseounted charges from preferred provider organization providers. 

(b) The data base shall be capable of all of the following: 

1. eompiling and sorting information for providers by C.D.T. code, 

e.p.T. eode or other similar eoding aeeeptab1e to the eommissioner of 

insuranee. 
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2. Compiling and sorting by zip code or other regional basis, so that 

charges may be based on the smallest gedgraphic area that will generate a 

statistieally credible elaims distribution. 

(e) The data base shall be updated at least every 6 months. 

(d) No data in the data base at the time of an update under par. (e) 

may be older than 18 months. 

(e) If the insurer uses an outside vendor's database the insurer may 

supplement it with data from the insurer's own e1aim experience. 

(f) An insurer may supplement a statistieal database with other 

information that establishes that providers accept as payment without balanee 

bil1ing amounts less than their initia1 or represented eharge only if: 

1. The insurer makes the disclosure required under sub.(6) ,(a) 1 ei 

2. The information estab1ishes that the provider generally and as a 

practice aecepts the payment without balanee billing regard1ess of which 

insurer is providing coverage; and 

3. The information is no older than 18 months before the date of an 

update under par. '(e), e1early estab1ishes the practice, isdoeumented and is 

maintained in the insu+er's reeords during the period that the information is 

used and for two years after that date. 

(5) DISCLOSURE REQUIREMENTS UPON ISSUANCE OF POLICY. (a) Eaeh policy 

and certificate subjeetto this seetion shall inelude all of the following: 
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1. A clear statement, printed prominently on the first page of the 

policy or in the form of a stieker, letter or other form included with the 

policy, that the insurer settles claims based on a speeific methodology and 

that the eligible amount of a claim, as determined by the speeifie 

methodology, may be less than the provider's billed charge. This subdivision 

does not apply to a closed panel health maintenance organization that does not 

provide coverage for nonemergency services by noncontracted providerso 

2. If the policy or certificate includes a provision offering to 

defend the insured if a provider attemps to collect any amount in excess of 

that determined by the insurer's specific methodology, less eoinsuranee and 

deductibles, a clear statement that such a provision does not apply if the 

insured signs a separate agreement with the provider to pay any balanee due. 

(b) At the time a policy or certificate is issued, the insurer shall 

provide the policyholder or certificate holder with the telephone number of a 

contact person or section of the company that can furnish insureds with the 

information required to be disclosed under sub. (6). 

(6) REQUESTS FOR DISCLOSURE. (a) Eaeh insurer issuing a policy or 

certificate subject to this section shall, upon request, provide the insured 

with any of the following: 

1. A description of the insurer's specific methodology including, but 

not limited to, the following: 

a. The source of the data used, such as the insurer's elaim 

experience, trade association's data, an expert panel of providers or other 

souree. 

749R6 
10/13/92 



b. How frequently the data base is updated. 

c. The geographic area used in determining the eligible arnount. 

d. If applicable, the percentile used to determine usual, customary 

and reasonable charges. 

e. The conditions and procedures under which a statistieal database 

is supplemented under sub (4) (f). 

2. The amount allowable under the insurer's quidelines for 

determination of eligible arnount of a provider's eharge for a speeifie health 

eare proeedure or service in a given geographie area. The insurer is required 

to diselose the speeifie amount whieh is an allowable eharge under the 

insurer's guidelines only if the provider's eharge exeeeds the allowable 

eharge under the guidelines. The estimate may be in the form of a range of 

payment or maximum payment. 

(b) Paragraph (a) does not require an insurer to diselose 

speeifieally enumerated proprietary information prohibited from diselosure by 

a eontraet between the insurer and the souree of the data in the data base. 

(e) Arequest under par. (a) may be oral or written. The insurer may 

require the insured to provide reasonably speeifie details., ineluding the 

provider's estimated eharge and the C.P.T. or .C.D.T. eode, about the health 

eare proeedure or service before responding to the request. The response may 

be oral or written and the insurer shall respond within 5 working days after 

the date it reeeives a suffieient request. As part of the" response,. the 

insurer shall inform the requester of all of the following: 

1. That the policy benefits are available only to individuals who are 

eligible for benefits at the time a health eare proeedure or service is 

provided. 
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2. That policy provisions including, but not limited to, preexisting 

condition and contestable clauses and medical necessity requirements, may 

cause the insurer to deny a claim. 

3. That policy limitations including, but not limited to copayments 

and deductibles, may reduce the amount the insurer willpay for a health care 

procedure or service. 

4. That a policy may contain exclusions from coverage for specified 

health care procedures or services. 

(d) An insurer that provides a good faith estimate under par. (a) 2, 

based on the information provided at the time the estimate is requested, is 

not bound by the estimate. 

(e) Upon request, an insurer shall provide the commissioner of 

insurance with information concerning the insurer's specific methodology. 

(7) DISCLOSURE ACCOMPANYING PAYMENT. If an insurer, based on its 

specific methodology, determines that the allowable charge for a claim is less 

than the amount billed, theinsurer shall disclose on the explanation of 

benefits or other document accompanying payment to the provider or the insured 

all of the following: 

(a) The e.D.T. code, C.P.T. code or other code acceptable to the 

commissioner of insurance and the date of service used in regard to each 

specific health care procedure or service for which the eligible amount is 

less than the amount billed. 

(b) A telephone number of a contact person or section of the company 

from whom the provider or the insured may request the information specified 

.under sub. (5) (a) 1. 
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(8) VIOLATION. A pattern of providing inaeeurate or misleading 

responses under sub. (6) (e) is a violation of s. 628.34 (1) (a), Stats. 

SECTION 2. INITIAL APPLICABILITY. This rule first applles to 

polieies issued or renewed on the first day of the 4th month beginning after 

the effeetive date. 

SECTION 3. EFFECTIVE DATE. This rule will take effeet on the first 

day of the month after publieation, as provided in s. 227.22 (2) (intro.), 

Stats. 

Dated at Madison, Wiseonsin, this 
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day of 1992. 

John W. Torgerson 
Deputy Commissioner of Insuranee 
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I, Robert D. Haase, Commissioner of Insuranee and eustodian of 

the offieia1 reeords of this offiee, eertify that the attaehed is a 

eorreeted eopy of a ru1e-making order affeeting s. Ins 3.60, Wis. Adm. 

Code, re1ating to Data Co11eetion and Dise10sure of Information on Hea1th 

Insurers' C1aim Settlement Methodo1ogy and Estimates of Amounts to be Paid 

for Speeifie Hea1th Care Proeedures and Serviees, whieh was fi1ed by this 

offiee on November 4, 1992. 

I further eertify that I have eompared this eopy with the 

origina1 on fi1e in this offiee and that it is a true eopy of the whole of 

the origina1. 

Dated at Madison, Wiseonsin, 

Attaehment 
34786T 

this ~day of J1.~/YfJd. , 

Robert D. Haase 
Commissioner of Insuranee 
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SECRETARV OF STATE 

ORDER OF THE OFFICE OF THE COMMISSIONER OF INSURANCE 

CREATING A RULE 

To create Ins 3.60, relating to data collection and disclosure of 

information on health insurers' claim settlement methodology and estimates of 

amounts to be paid for specific health care procedures and services. 

ANALYSIS PREPARED BY THE OFFICE OF THE COMMISSIONER OF INSURANCE 

Statutory authority: ss. 601.41 (3) and 628.34 (12), Stats. 

Statutes interpreted: s. 628.34 (12), Stats. 

This rule requires insurers to provide their insureds and licensed 

heal th care professionals (providers) with certain information relating to 

payment of health insurance claims. A health care insurance policyholder or 

certificate holder may request that the insurer provide an estimate of the 

amount the insurer will pay for a specific procedure or service in a given 

geographical area and with information on how the insurer determines the 

eligible amount of a claim. The insurer must respond within 5 working days to 

a reasonably specific request from an insured and may require the insured to 

furnish the provider's estimated charge before responding to the request. 

Insurers must also furnish a requester with specified information on policy 
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provisions that may affect claim payments. Inquiries and responses may be 

oral or in writing. An insurer is not bound by a good faith estimate. 

The rule applies to a health maintenance organization (HMO) only if 

it makes claim settlement determinations for out-of-plan services based on a 

specific methodology. 

Each insurer that uses a sp~cific methodology, such as usual, 

customary and reasonable charges or prevailing rate in the community, to 

determine eligible claim amounts must base that methodology on a data base 

which meets certain conditions specified in the proposed rule. Data bases 

must be updated at least every 6 months. Information on the specific 

methodology must be provided to an insured upon request, but an insurer need 

not disclose proprietary information if disclosure is prohibited by a contract 

between the insurer and the source of the data. 

If an insurer pays less than the billed amount of a claim based on 

its specific methodology, it must furnish the insured or the provider with the 

medical or dental code it used for the procedure, the date of the service and 

a telephone number at the company which may be used to abtain further 

information, including information on the insurer's specifie methodology, on 

the payment determination. 

The rule also requires health insurers to diselose with each policy 

or certifieate it issues that it settles claims based on a specifie 

methodology and that a provide~'s bill may not be paid in full if the eharge 

exceeds the amount determined by that methodology. elosed panel HMOs that do 

not provide eoverage for nonemergency serviees by noneontraeted providers are 

exempt from this requirement. If the policy or eertificate includes a 

provision offering to defend the insured if a provider attempts to calleet the 

balanee of a bill in exeess of the amount determined by the insurer's speeific 
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methodology, the policy or certificate must inform the insured that this 

provision is inapplicable if the insured signs an agreement with the provider 

to pay any balanee due. The insurer must also provide each insured, at the 

time a policy or certificate is issued, with the telephone number of a contact 

person or section of the company that can furnish the insured with further 

information on the methodology used and with payment estimates. 

The rule also provides that a pattern of providing inaccurate or 

misleading estimates to insureds is an unfair marketing practice and may 

subject an insurer to administrative action, including the possibility of a 

forfeiture, by the office of the commissioner of insuranee. 

The ~ule will take effeet on the first day of the month beginning 

after publieation and it will first apply to polieies and eertifieates issued 

on the first day of the 4th month after the effective date. 

SECTION 1. Ins 3.60 is created to read: 

Ins 3.60 DISCLOSURE OF INFORMATION ON HEALTH CARE CLAIM SETTLEMENTS. 

(1) PURPOSE. This section implements and interprets s. 628.34 (1) (a) and (12), 

Stats., for the purpose of allowing insureds and providers access to information 

on the methodology health insurers use to determine the e1igible amount of a 

health insurance elaim and permitting insureds to obtain estimates of amounts 

that their insurers wil1 pay for specific health eare procedures and serviees. 

(2) DEFINITIONS. In this section: 

(a) "C.D.T." means the American dental association's eurrent dental 

tetminology. 

(b) "C.P.T." means the American medical association's current 

proceduraI terminology. 
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(3) APPLICABILITY. (a) This seetion applies to an individual or group 

health insuranee eontraet or eertifieate of individual eoverage issued in this 

state that provides for settlement of elaims based on a speeifie methodology, 

ineluding but not limited to, usual, eustomary and reasonable charges or 

prevailing rate in the community, by whieh the insurer determines the eligible 

amount of a provider's eharge. 

(b) This seetion applies to a health maintenanee organization to the 

extent that it makes elaim settlement determinations for out-of-plan serviees as 

deseribed in par. (a). 

(4) DATA REQUIREMENTS. Any insurer that issues a policy or eertifieate 

subjeet to this seetion shall base its speeifie methodology on a data base that 

meets all of the following eonditions: 

(a) The fees in the data base shall aeeurately refleet the amounts 

eharged by providers for health eare proeedures and serviees rather than amounts 

paid to or eolleeted by providers, and may not inelude any medieare charges or 

diseounted charges from preferred provider organization providers. 

(b) The data base shall be eapable of all of the following: 

1. Compiling and sorting information for providers by C.D.T. eode, 

C.P.T. eode or other similar eoding aeeeptable to the eommissioner of insuranee. 

2. Compiling and sorting by zip eode or other regional basis, so that 

charges may be based on the smallest geographie area that will generate a 

statistieally eredible elaims distribution. 

(e) The data base shall be updated at least every 6 months. 

(d) No data in the data base shall be older than 18 months prior to the 

date the elaim under eonsideration was reeeived by the insurer. 

(e) If the insurer uses an outside vendor's data base the insurer may 

supplement it with data from the insurer's own elaim experience. 
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(f) An insurer may supplement a statistieal data base with other 

information that establishes that providers accept as payment without balanee 

billing amounts less than their initial or represented eharge only if: 

1. The insurer makes the diselosure required under sub. (6) (a) 1. e; 

2. The information estab1ishes that the provider generally and as a 

practice aeeepts the payment without balanee billing regard1ess of whieh insurer 

is providing eoverage; and 

3. The information is no older than 18 months before the date of an 

update under par. (e), elearly establishes the practice, is doeumented and is 

maintained in the insurer's reeords during the period that the information is 

used and for 2 years after that date. 

(5) DISCLOSURE REQUIREMENTS UPON ISSUANCE OF POLICY. (a) Eaeh policy 

and eertifieate subjeet to this seetion shall inelude all of the following: 

1. A elear statement, printed prominently on the first page of the 

policy or in the form of a stieker, letter or other form ine1uded with the 

pOlicy, that the insurer settles elaims based on a speeifie methodology and that 

the eligible amount of a claim, as determined by the speeifie methodo1ogy, may 

be less than the provider's billed eharge. This subdivision does not apply to a 

elosed panel health maintenanee organization that does not provide eoverage for 

nonemergeney serviees by noneontraeted providerso 

2. If the policy or eertifieate ineludes a provision offering to defend 

the insured if a provider attemps to colleet any amount in exeess of that 

determined by the insurer's speeifie methodology, 1ess eoinsuranee and 

deduetibles, a elear statement that such a provision does not apply if the 

insured signs a separate agreement with the provider to pay any balanee due. 
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(b) At the time a policy or eertifieate is issued, the insurer shall 

provide the policyholder or eertifieate holder with the telephone number of a 

eontaet person or seetion of the company that ean furn~sh insureds with the 

information required to be diselosed under sub. (6). 

(6) REQUESTS FOR DISeLOSURE. (a) Eaeh insurer issuing a policy or 

eertifieate subjeet to this seetion shall, upon request, provide the insured 

with any of the following: 

1. A deseription of the insurer's speeifie methodology ine1uding, but 

not limited to, the following: 

a. The souree of the data used, such as the insurer's elaim experience, 

trade assoeiation's data, an expert panel of providers or other souree. 

b. How frequently the data base is updated. 

e. The geographie area used in determining the eligible amount. 

d. If applieable, 'the percentile used to determine usual, eustomary and 

reasonable charges. 

e. The eonditions and procedures under whieh a statistiea1 data base is 

supp1emented under sub. (4) (f). 

2. An estimate of the amount the insurer wil1 pay for a speeifie health 

eare proeedure or service in a given geographie area. The estimate may be in 

the form of a range of payment or maximum payment. 

(b) Paragraph (a) does not require an insurer to diselose speeifieally 

enumerated proprietary information prohibited from diselosure by a eontraet 

between the insurer and the souree of the data in the data base. 

(e) Arequest under par. (a) may be oral or written. The insurer may 

require the insured to provide reasonably speeifie details, ineluding the 

provider's estimated eharge, about the heal th eare proeedure or service before 

responding to the request. The response may be oral or written and the insurer 
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shall respond within 5 working days after the date it receives a sufficient 

request. As part of the response, the insurer shall inform the requester of all 

of the following: 

1. That the policy benefits are available only to individuals who are 

eligible for benefits at the time a health care procedure or service is provided. 

2. That policy provisions including, but not limited to, preexisting 

condition and contestable clauses and medical necessity requirements, may cause 

the insurer to deny a claim. 

3. That policy limitations including, but not limited to copayments and 

deductibles, may reduce the amount the insurer willpay for a health care 

procedure or service. 

4. That a policy may contain exclusions from coverage for specified 

health care procedures or services. 

(d) An insurer that provides a good faith estimate under par. (a) 2, 

based on the information provided at the time the estimate is requested, is not 

bound by the estimate. 

(e) Upon request, an insurer shall provide the commissioner of 

insurance with information concerning the insurer's specific methodology. 

(7) DISCLOSURE ACCOMPANYING PAYMENT. If an insurer, based on its 

specific methodology, determines that the eligible amount of a claim is less 

than the amount billed, the insurer shall disclose on the explanation of 

benefits or other document accompanying payment to the provider or the insured 

all of the following: 

(a) The C.D.T. code, C.P.T. code or other code acceptable to the 

commissioner of insurance and the date of service us ed in regard to each 

specific health care procedure or service for which the eligible amount is less 

than the amount billed. 
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(b) A telephone number of a eontaet person or seetion of the company 

from whom the provider or the insured. may request the information speeified 

unde r s ub • ( 6 ) ( a) 1. 

(8) VIOLATION. A pattern of providing inaeeurate or misleading 

responses under sub. (6) (e) is a violation of s. 628.34 (1) (a), Stats. 

SECTION 2. INITIAL APPLICABILITY. This ru1e first applies to polieies 

issued or renewed on the first day of the 4th month beginning after the 

effeetive date. 

SECTION 3. EFFECTIVE DATE. This rule will take effeet on the first 

day of the month after publieation, as provided in s. 227.22 (2) (intro.), Stats. 

Dated at Madison, Wiseonsin, this ...!.'-l9,--~-=-.:::: ___ day of ~ 
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Robert D. Haase 
Commissioner of Insuranee 

REce'VED 
NOV 1 91992 

fit~Vis.w Q! yl. ... ;.. ." 
~H ,·\\d.I.IJ\:) 

T;.HJf~~U 

1992. 
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~ State of Wisconsin / OFFICE OF THE COMMISSIONER OF INSURANCE 

Tommy G. 1hompson 
Govemor 

October 13, 1992 

The Honorable Jerome Van Sistine 
Chair, Cornrnittee on Tourism, Cornrnerce, 
Labor, Veterans' & Military Affairs 
14 South, State Capitol 
Madison, WI 53702 

Re: Clearinghouse :Rule 92-82; Germane Arnendrnent 

Dear Senator Van Sistine: 

Robeit D. Haase 
Commlssloner 

121 East Wilson Street 
P.O. Box 7873 

Madison, Wlsconsln 53707-7873 
(608) 266-3585 

The Office of the Cornrnissioner of Insurance submits the attached germane 
arnendrnent to the above rule. If you have any questions regarding these 
changes, please contact me. 

RDH:FN:bm 
1168b 
Attachrnent 

Sincerely yours, 

Cornrnissioner of Insurance 

cc: Representative David Clarenbach 
Chair, Assembly Special Cornrnittee 
on Reform of Health Insurance 

Mr. Gordon Anderson 
Attorney, Wisconsin Legislative Council 

RECEIVED 
NOV 1 91992 

Revisor of Statutes 
Sursau 
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Tommy G. 1homp!Oll 
Governor 

October 13, 1992 

The Honorable David Clarenbaeh 
Chair, Assembly Speeial Committee 
on Reform of Health Insuranee 
4 West, State Capitol 
Madison, WI 53702 

Re: Clearinghouse Rule 92-82; Germane Amendment 

. Dear Representative Clarenbaeh: 

Robert D. Haase 
Commlssloner 

121 East Wilson Street 
P.O. Box 7873 

MadIson. Wlsconsln 53707·7873 
(608) 266·3585 

RECEIVED 
NOV 1 91992 

Revisor of Statutes 
Sureau 

The Office of the Commissioner of Insuranee submits the attaehed germane 
amendment to the above rule. If you have any questions regarding these 
ehanges, please eontaet me. 

RDH:FN:bm 
1168b 
Attaehment 

Robert D. Haase 
Commissioner of Insurance 

ee: Senator Jerome Van Sistine 
Chair, Committee on Tourism, Commeree, 
Labor, Veterans' & Military Affairs 

Mr. Gordon Anderson 
Attorney, Wiseonsin Legislative Couneil 



RECEIVED 
NOV 191992 

Revisor of Statutes 
8ureau 

PROPOSED ORDER OF THE OFFICE OF THE COMMISSIONER OF INSURANCE 

CREATING 11. RULE 

To ereate Ins 3.50, relating to data eollection and disclosure of 

information on health insurers' elaim settlement methodology and estimates of 

amounts to be paid for specifie health eare proeedures and serviees. 

ANALYSIS PREPARED BY THE OFFICE OF THE COMMISSIONER OF INSURANCE 

Statutoryauthority: ss. 501.4i (3) and 528.34 (12), Stats. 

Statutes interpreted: s. 528.34 (12), Stats. 

This proposed rule requires insurers to provide their insureds and 

licensed health care professionals (providers) with certain information 

relating to payment of health insurance claims. 11. health care insurance 

policyholder or certificate holder mayrequest. that the insurer provide an 

estimate of the amount the insurer willpay for a speeifie procedure or 

service in a given geographieal area and with information on how the insurer 

determines the eligible amount of a claim. The insurer must respond within 

5 working days to a reasonably specific request from an insured and may 

require the insured to furnish the provider's estimated charge before 

749R1 
10/13/92 



responding to the request. Insurers must also furnisha requester with 

specified information on policy provisions that may affect claim payments. 

Inquiries and responses may be oral or in writing. An insurer is not bound by 

a good faith estimate. 

The proposed rule applies to a health maintenance organization (HMO) 

only if it makes claim settlement determinations for out-of-plan services 

based on a specific methodology. 

Each insurer that uses a specific methodology, such as usual, 

customary and reasonable charges or prevailing rate in the community, to 

determine eligible claim amounts must base that methodology on a data base 

which meets certain conditions specified in the proposed rule. Data bases 

must be updated at least every 6 months. Information on the specific 

methodology must be provided to an insured upon request, but an insurer need 

not disclose proprietary information if disclosure is prohibited by a contract 

betwe'en the insurer and the source of the data. 

If an insurer pays less ,than the billed amount of a claim based on 

its specific methodology, it must furnish'the insured or the provider with the 

medical or dental code it used for the procedure, the date of the service and 

a telephone number at the company which may be used to obtain further 

information, including information on the insurer's specific methodology, on 

the payment determination. 

The proposed rule also requires health insurers to disclose with each 

policy or certificate it issu~s that it settles claims based on a specific 

methodology and that a provider's bill may not be paid in full if the charge 

exceeds the amount determined by that methodology. Closed panel HMOs that do 

not provide coverage for nonemergency services by noncontracted providers are 
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exempt from this requirement. If the policy or certificate includes a 

provision offering to defend the insured if a provider attempts to colleet the 

balanee of a bill in excess of the amount determined by the insurer's specific 

methodology, the policy or certificate must info rm the insured that this 

provision is inapplicable .if the insured signs an agreement with the provider 

to pay any balanee due. The insurer must also provide each insured, at the 

time.a policy or certificate is issued, with the telephone number of a contact 

person or section of the company that can furnish the insured with further 

information on the methodology used and with payment estimates. 

The proposed rule also provides that a pattern of providing 

inaccurate or misleading estimates to insureds is an unfair marketing practice 

and may subject an insurer to administrative action, including the possibility 

of a forfeiture, by the office of the commissioner of insurance. 

The rule will take effeet on the first day of the month beginning 

after pUblication and it will first apply to policies and certificates issued 

on the first day of the 4th month after the effective date. 

SECTION 1. Ins 3.60 is created to read: 

Ins 3.60 DISCLOSURE OF INFORMATION ON HEALTH CARE CLAIM SETTLEMENTS. 

(1) PURPOSE. This section implements and interprets s. 628.34 (1) (a) and (12), 

Stats., for the purpose of allowing insureds and providers access to information 

on the methodology health insurers use to determine the eligible amount of a 

health insurance claim and permitting insureds to obtain estimates of amounts 

that their insurers will pay for specifie heal th care procedures and serviees. 
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(2) DEFINITIONS. In this seetion: 

(a) "C.D.T." means the American dental association's eurrent dental 

terminology. 

(b) "C.P.T." means the American medical assoeiation's eurrent 

proceduraI terminology. 

(e) "Provider" means a lieensed health eare professional. 

(3) APPLICABILITY. (a) This seetion applies to an individual or 

group health insuranee eontraet or eertifieate of individual eoverage issued 

in this state that provides for settlement of elaims based on a speeifie 

methodology, ineluding but not limited to, usual, eustomary and reasonable 

charges or prevailing rate in the community, by whieh the insurer determines 

the eligible amount of a provider's eharge. 

(b) This seetion applies to a health maintenance organization to the 

extent that it makes claim settlement determinations for out-of-plan serviees 

as deseribed in par. (a). 

(4) DATA REQUIREMENTS. Any insurer that issues a policy or 

eertifieate subjeet to this seetion shall base its speeifie methodology on a 

data base that meets all of the following eonditions.: 

(a) The fees in the data base shall aeeurately refleet'the amounts 

eharged by providers for health eare proeedures and serviees rather than 

amounts paid to or colleeted by providers, and may not include any medicare 

charges or diseounted charges from preferred provider organization providerso 

(b) The data base shall be eapable of all of the following: 

1. Compiling and sorting information for providers by C.D.T. eode, 

C.P.T. code or other similar coding acceptable to the commissioner of 

insurance. 
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2. Compiling and sorting by zip eode or other regional basis, so that 

charges may be based on the smallest geographie area that will generate a 

statistieally eredible elaims distribution. 

(e) The data base shall be updated at least every 6 months. 

(d) No data in the data base at the time of an update under par. (e) 

may be older than 18 months. 

(e) If the insurer uses an outside vendor's database the insurer may 

supplement it with data from the insurer's own elaim experience. 

(f) An insurer may supplement a statistieal database with other 

information that establishes that providers accept as payment without balanee 

billing amounts less than their initial or represented charge only if: 

1. The insurer makes the disclosure required under sub.(6)(a) 1 e; 

2. The information establishes that the provider generally and as a 

practice accepts the payment without balanee billing regardless of whieh 

insurer is providing eoverage; and 

3. The information is no older than 18 months before the date of an 

update under par. '(c), c1early estab1ishes the practice, is documented and is 

maintained in the insurer's records during the period that the information is 

used and for two years after that date. 

(5) DISCLOSURE REQUIREMENTS UPON ISSUANCE OF POLICY. (a) Eaeh policy 

and eertifieate subjeet to this section shall include all of the following: 
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1. A clear statement, printed prominently on the first page of the 

policy or in the form of a sticker, letter or other form included with the 

policy, that the insurer settles claims based on a speeifie methodology and 

that the e1igible amount of a Claim, as determined by the specific 

methodology, may be less than the provider's billed charge. This subdivision 

does not apply to a closed panel health maintenance organization that does not 

provide coverage for nonemergency services by noncontracted providerso 

2. If the policy or certificate includes a provision offering to 

defend the insured if a provider attemps to colleet any amount in excess of 

that determined by the insurer's specific methodology, less coinsurance and 

deductibles, a clear statement that such a provision does not apply if the 

insured signs a separate agreement with the provider to pay any balanee due. 

(b) At the time a policy or certificate is issued, the insurer shall 

provide the policyholder or certificateholder with the telephone number o~ a 

contact person or seetion of the company that can furnish insureds with the 

information required to be disclosed under sub. (6). 

(6) REQUESTS FOR DISCLOSURE. (a) Each insurer issuing a policy or 

certificate subjeet to this section shall, upon request, provide the insured 

with any of the following: 

1. A description of the insurer's specific methodology including, but 

not limited to, the following: 

a. The source of the data used, such as the insurer's claim 

experience, trade association's data, an expert panel of providers or other 

source. 
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b. How frequently the data base is updated. 

e. The geographie areaused in determining the eligible amount. 

d. If applieable, the percentile used to determine usual, eustomary 

and reasonable charges. 

e. The eonditions and proeedures under whieh a statistieal database 

is supplemented under sub (4) (f). 

2. The arnount allowable under the insurer's quidelines for 

determination of eligible amount of a provider'seharge for a speeifie health 

eare proeedure or service in a given geographie area. The insurer is required 

to diselose the speeifie amount whieh is an allowable eharge under the 

insurer's guidelines only if the provider's eharge exeeeds the allowable 

eharge under the guidelines. The estimate may be in the form of a range of 

payment or maximum payment. 

(b) Paragraph (a) does not require an insurer to diselose 

speeifieally enumerated proprietary information prohibited from diselosure by 

a eontraet between the insurer and the souree of the data in the data base. 

(e) Arequest under par. (a) may be oral or written. The insurer may 

require the insured to pr.ovide reasonably speeifie details., ineluding the 

provider's estimated eharge and the e.p.T. or e.D.T. eode, about the health 

eare proeedure or service before responding to the request. The response may 

be oral or written and the insurer shall respond within 5 working days after 

the date it reeeives a suffieient request. As part of the response, the 

insurer shall inform the requester of all of the following: 

1. That the policy benefits are available only to individuals who are 

eligible for benefits at the time a health eare proeedure or service is 

provided. 
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2. That policy provisions including, but not limited to, preexisting 

condition and contestable clauses and medical necessity requirements, may 

cause the insurer to deny a claim. 

3. That policy limitations including, but not limited to copayments 

and deductibles, may reduce the amount the insurer will pay for a health care 

procedure or service. 

4. That a policy may contain exclusions from coverage for specified 

health care procedures or services. 

(d) An insurer that provides a good faith estimate under par. (a) 2, 

based on the information provided at the time the estimate is requested, is 

not bound by the estimate. 

(e) Upon request,an insurer shall provide the commissioner of 

insurance wi th information concerning the insurer I s specif,ic methodology. 

(7) DISCLOSURE ACCOMPANYING PAYMENT. If an insurer, based on its 

specific methodology, determines that the allowable charge for a claim is less 

than the amount billed, theinsurer shall disclose on the explanation of 

. benefits or other document accompanying payment to the provider or the .insured 

all of thefollowing: 

(a) The C.D.T. code, C.P.T. code or other code acceptanle to the 

commissioner of insurance and the date of service used in regard to each 

specific health care procedure or service for which the eligible amount is 

less than the amount billed. 

(b) A telephone number of a contact person or section of the company 

from whom the provider or the insured may request the information specified 

.under sub. (6) (a) 1. 
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(8) VIOLATION. A pattern of providing inaeeurate or misleading 

responses under sub. (6) (e) is a violation of s. 628.34 (1) (a), Stats. 

SECTION 2. INITIAL APPLICABILITY. This rule first applies to 

polieies issued or renewed on the first day of the 4th month beginning after 

the effeetive date. 

SECTION 3. EFFECTIVE DATE. This rule will take effeet on the first 

day of the month after publieation, as provided in s. 227.22 (2) (intro.), 

Stats. 

Dated at Madison, Wiseonsin, this __________ __ day of ___ -----------
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John W. Torgerson 
Deputy Commissioner of Insuranee 
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State of Wisconsin / OFFICE OF THE COMMISSIONER OF INSURANCE 

Tommy G. Jhompson 
Governor 

MR GARY paULSaN 

November 20, 1992 

ASSISTANT REVISOR OF STATUTES 
119 MARTIN LUTHER KING JR BLVD 
MADISON WI 53702 

Re: Clearinghouse Rule No. 92-82 

RECEIVED 
NOV 191992 

Revisor of Statutes 
Sureau 

Seetion Ins 3.60, Wis. Adm. Code, Relating to Data Colleetion 
and Diselosure of Information on Health Insurers' Claim 
Settlement Methodology and Estimates of Amounts to be Paid 
for Speeifie Health Care Proeedures and Serviees 

Deur Mr. Poulson: 

RobedD. Haase 
Commlssloner 

121 East Wilson Street 
P.O. Box 7873 

Madison, Wlsconsln 53707-7873 
(608) 266-3585 

I am enelosing a eopy of a eorreeted eopy of this administrative rule whieh 
has been filed with the Seeretary of State. The eopy originally filed 
inadvertently omitted s. Ins 3.60 (6) (a) 1. e, Wis. Adm. Code, whieh was part 
of a germane modifieation submitted to the legislative committees, at the 
request of the assembly committee, during the review process. I am also 
enelosing a eopy of the draft ineorporating the missing language as it was 
submitted to the committees. 

I would greatly appreeiate it if you will make the eorreetion in the rule that 
will be printed in the Deeember 1992 Administrative Register. 

Thank you very mueh for your assistanee in this matter. 

RDH:imk 
Enelosures 
2292Q 

~Je\),y Yi)ur- .A<

R~~ 
Commissioner of Insuranee 



STATE OF WISCONSIN ) 
) 

OFFICE OF THE COMMISSIONER OF INSURANCE) 

RECEIVED 
NOV .. 41992 

Ravisci,. ö9~s J/~ 
Bureau' 

, 

STATE OF W/SCONSIN r RECEIVED & FllED 

"'"1 
;. lIIV - .4 lt'W1 li 
[ ~ ij 

DOUGLAS LA F .J 
SECRETARY Of§fÄNE 

I, Robert D. Haase, Commissioner of Insuranee and eustodian of 

the offieial reeords of this offiee, eertify that the attaehed rule-making 

order affeeting s. Ins 3.60, Wis. Adm. Code, relating to Data Colleetion 

and Diselosure of Information on Health Insurer's Claim Settlement 

Methodology and Estimates of Amounts tobe Paid for Speeifie Health Care 

Proeedures and Serviees, was issued by this offiee on 

I further eertify that I have eompared this eopy with the 

original on file in this offiee and that it is a true eopy of the whole of 

the original. 

Dated at Madison, Wiseonsin, this 9-#- day of ~. /111- . 

'Robert D. Haase 
Commissioner of Insuranee 
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REce, VEO 
NOV - 41992 

Aevisor of Statutes 
Sureau 

RECEIVED 
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~Ii STATE OF WISCONSIN 
RECEIVED & FILED 

r ! 

NOV - 41992 i 
! 

ORDER OF THE OFFICE OF THE COMMISSIONER OF INSURANCE 

CREATING A RULE 

To create Ins 3.60, relating to data collection and disclosure of 

information on health insurers' claim settlement methodology and estimates of 

,amounts to be paid for specific health care procedures and services. 

ANALYSIS PREPARED BY THE OFFICE OF THE COMMISSIONER OF INSURANCE 

Statutory authority: ss. 601.41 (3) and 628.34 (12), Stats. 

Statutes interpreted: s. 628.34 (12), Stats. 

This rule requires insurers to provide their insureds and licensed 

health care professionals (providers) with certain information relating to 

payment of health insurance claims. A health care insurance policyholder or 

certificate holder may request that the insurer provide an estimate of the 

amount the insurer will pay for a specific procedure or service in a given 

geographical area and with information on how the insurer determines the 

eligible amount of a claim. The insurer must respond within 5 working days to 

a reasonably specific request from an insured and may require the insured to 

furnish the provider's estimated charge before responding to the request. 

Insurers must also furnish a requester with specified information on policy 
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provisions that may affeet elaim payments. Inquiries and responses may be 

oral or in writing. An insurer is not bound by a good faith estimate. 

The rule applies to a health maintenanee organization (HMO) only if 

it makes claim settlement determinations for out-of-plan services based on a 

specific methodology. 

Each insurer that uses a specific methodology, such as usual, 

customary and reasonable charges or prevailing rate in the community, to 

determine eligible claim amounts must base that methodology on a data base 

which meets certain conditions specified in the proposed rule. Data bases 

must be updated at least every 6 months. Inforrnation on the specific 

methodology must be provided to an insured upon request, but an insurer need 

not disclose proprietary information if disclosure is prohibited by a contract 

between the insurer and the source of the data. 

If an insurer pays less than the billed amount of a claim based on 

its specific methodology, it must furnish the insured or the provider with the 

medical or dental code it us ed for the procedure, the date of the service and 

a telephone number at the company which may be used to obtain further 

information, including information on the insurer's specific methodology, on 

the payment determination. 

The rule also requires health insurers to disclose with each policy 

or certificate it issues that it settles claims based on a specific 

methodology and that a provider's bill may not be paid in full if the charge 

exceeds the amount determined by that methodology. Closed panel HMOs that do 

not provide coverage for nonemergency services by noncontracted providers are 

exempt from this requirement. If the policy or certificate includes a 

provision offering to defend the insured if a provider attempts to colleet the 

balanee of a bill in excess of the amount deterrnined by the insurer's specific 
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methodology, the policy or eertifieate must inform the insured that this 

provision is inapplieable if the insured signs an agreement with the provider 

to pay any balanee due. The insurer must also provide eaeh insured, at the 

time a policy or eertifieate is issued, with the telephone number of a eontaet 

person or seetion of the company that ean furnish the insured with further 

information on the methodology used and with payment estimates. 

The rule also provides that a pattern of providing inaeeurate or 

misleading estimates to insureds is an unfair marketing practice and may 

subjeet an insurer to administrative action, ineluding the possibility of a 

forfeiture, by the office of the eommissioner of insuranee. 

The rule will take effeet on the first day of the month beginning 

after publieation and it will first apply to polieies and eertifieates issued 

on the first day of the 4th month after the effeetive date. 

SECTION 1. Ins 3.60 is ereated to read: 

Ins 3.60 DISCLOSURE OFINFORMATION ON HEALTH CARE CLAIM SETTLEMENTS. 

(1) PURPOSE. This seetion implements and interprets s. 628.34 (1) (a) and (12), 

Stats., for the purpose of allowing insureds and providers access to information 

on the methodology health insurers use to determine the eligible amount of a 

health insuranee elaim and permitting insureds to obtain estimates of amounts 

that their insurers will pay for speeifie health eare proeedures and serviees. 

(2) DEFINITIONS. In this seetion: 

(a) "C.D.T." means the American dental association's current dental 

termino1ogy. 

(b) "C.P.T." means the American medical association's eurrent 

proceduraI terminology. 
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(3) APPLICABILITY. (a) This seetion applies to an individual or group 

health insuranee eontraet or eertifieate of individual eoverage issued in this 

state that provides for settlement of elaims based on a speeifie methodology, 

ineluding but not limited to, usual, eustomary and reasonable charges or 

prevailing rate in the community, by whieh the insurer determines the eligible 

amount of a providerts eharge. 

(b) This seetion applies to a health maintenanee organization to the 

extent that it makes elaim settlement determinations for out-of-plan serviees as 

deseribed in par. (a). 

(4) DATA REQUIREMENTS. Any insurer that issues a policy or eertificate 

subjeet to this seetion shall base its speeifie methodology on a data base that 

meets all of the following eonditions: 

(a) The fees in the data base shall aceurately refleet the amounts 

charged by providers for healtheare proeedures and serviees rather than amounts 

paid to or eolleeted by providers, and may not include any medicare charges or 

diseounted charges from preferred provider organization providerso 

(b) The data base shall be eapable of all of the following: 

1. Compiling and sorting information for providers by C.D.T. code, 

C.P.T. eode or other similar eoding aeeeptable to the commissioner of insuranee. 

2. Compiling and sorting by zip eode or other regional basis, so that 

charges may be based on the smallest geographic area that will generate a 

statistieally eredible claims distribution. 

(e) The data base shall be updated at least every 6 months. 

(d) No data in the data base shall be older than 18 months prior to the 

date the elaim under eonsideration was reeeived by the insurer. 

(e) If the insurer uses an outside vendorts data base the insurer may 

supplement it with data from the insurerts own elaim experience. 
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(f) An insurer may supplement a statistical data base with other 

information that establishes that providers accept as payment without balanee 

billing amounts less than their initial or represented charge only if: 

1. The insurer makes the disclosure required under sub. (6) (a) 1. e; 

2. The information establishes that the provider generally and as a 

practice accepts the payment without balanee billing regardless of whieh insurer 

is providing eoverage; and 

3. The information is no older than 18 months before the date of an 

update under par. (e), elearly establishes the practice, is documented and is 

maintained in the insurer's records during the period that the information is 

used and for 2 years after that date. 

(5) DISCLOSURE REQUIREMENTS UPON ISSUANCE OF POLICY. (a) Each policy 

and eertificate subjeet to this seetion shall inc1ude all of the following: 

1. A elear statement, printed prominent1y on the first page of the 

policy or in the form of a stieker, letter or other form ineluded with the 

policy, that the insurer settles elaims based on a specifie methodology and that 

the eligible amount of a claim, as determined by the speeific methodology, may 

be less than the provider's bil1ed charge. This subdivision does not apply to a 

elosed panel health maintenanee organization that does not provide coverage for 

nonemergency services by noncontraeted providerso 

2. If the policy or eertificate ineludes a provision offering to defend 

the insured if a provider attemps to colleet any arnount in excess of that 

determined by the insurer's specifie methodology, less eoinsurance and 

deduetibles, a elear statement that sueh a provision does not apply if the 

insu,red signs a separate agreement with the provider to pay any balanee due. 
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(b) At the time a policy or eertifieate is issued, the insurer shall 

provide the policyholder or eertifieate holder with the telephone number of a 

eontaet person or seetion of the company that ean furnish insuredswith the 

information required to be diselosed' under sub. (6). 

(6) REQUESTS FOR DISCLOSURE. (a) Eaeh insurer issuing a policy or 

certificate subject to this sectian shall, upon request, provide the insured 

with any of the following: 

1. A deseription of the insurer's speeifie methodology ineluding, but 

not limited to, the following: 

a. The souree of the data used, such as the insurer's claim experience, 

trade assoeiation's data, an expert panel of providers or other source. 

b. How frequently the data base is updated. 

e. The geographie area used in determining the eligible amount. 

d. If applieable, the percentile used to determine usual, eustomary and 

reasonable charges. 

2. An estimate of the amount the insurer will pay for a specifie health 

care procedure or service in a given geographie area. The estimate may be in 

the form of a range of payment or maximum payment. 

(b) Paragraph (a) does not require an insurer to disclose speeifically 

enumerated proprietary information prohibited from disclosure by a contract 

between the insurer and the souree of the data in the data base. 

(e) Arequest under par. (a) may be oral or written. The insurer may 

require the insured to provide reasonably specific details, ineluding the 

provider's estimated charge, about the health care proeedure or service before 

responding to the request. The response may be oral or written and the insurer 

shall respond within 5 working days after the date it reeeives a suffieient 
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request. As part of the response, the insurer shall info rm the requester of all 

of the following: 

1. That the policy benefits are available only to individuals who are 

eligible for benefits at the time a health care procedure or service is provided. 

2. That policy provisions including, but not limited to, preexisting 

condition and contestable clauses and medical necessity requirements, may cause 

the insurer to deny a claim. 

3. That policy limitations including, but not limited to copayments and 

deductibles, may reduce the amount the insurer will pay for a health care 

procedure or service. 

4. That a policy may contain exclusions from coverage for specified 

health care procedures or services. 

(d) An insurer that provides a good faith estimate under par. (a) 2, 

based on the information provided at the time the estimate is requested, is not 

bound by the estimate. 

(e) Upon request, an insurer shall provide the commissioner of 

insurance with information concerning the insurer's specific methodology. 

(7) DISCLOSURE ACCOMPANYING PAYMENT. If an insurer, based on its 

specific methodology, determines that the eligible amount of a claim is less 

than the amount billed, the insurer shall disclose on the explanation of 

benefits or other document accompanying payment to the provider or the insured 

all of the following: 

(a) The C.D.T. code, C.P.T. code or other code acceptable to the 

commissioner of insurance and the date of service used in regard to each 

specific health care procedure or service for which the eligible amount is less 

than the amount billed. 
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(b) A telephone number of a eontaet person or seetion of the company 

from whom the provider or the insured may request the information speeified 

under sub. (6) (a) 1. 

(8) VIOLATION. A pattern of providing inaeeurate'or misleading 

responses under sub. (6) (e) is a violation of s. 628.34 (1) (a), Stats. 

SECTION 2. INITIAL APPLICABILITY. This rule first applies to pOlieies 

issued or renewed on the first day of the 4th month beginning after the 

effeetive date. 

SECTION 3. EFFECTIYE DATE. This rule will take effeet on the first 

day of the month after publieation, as provided in s. 227.22 (2) (intro.), Stats. 

Dated at Madison, Wiseonsin, this ___ ~~~ ______ __ day of ~ /qq2.. 1992. 
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Robert D. Haase 
Commissioner of Insuranee 

RECEIVED 
NOV - 41992 

Revisor ot Statutes 
Suraau 


