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Chapter Ins 3 

CASUALTY INSURANCE 

Ins 3.01 Accumulation benefit riders at- Ins 3.31 Elfebllity for and solicitntion, 
tached to health and accident un erwritlng and claililll prac-
policies h1>· 49) tices in ~up, blanket and (VOUP 

Ins 3.02 Automo ile fleets, vehicles not in- type accident and 11icknl!S9 lllllur-
eluded in (p. 49) ance err· 126) 

Ins 3.04 Dividends not deducted from Ins 3.32 Title llllUJ'WlCi!; prohibited prac-
premiums in computing 1099 Uces (p. 129) 
reserves ,if· 50) Ins 3.38 Coverage or newborn infants (p. 

Ins 3.08 Mun lcip bond insurance (p. 60) 182) 
Ins 3.09 Mortgage guaranty insurance (p. Ins 3.39 Standards for disability insur-

63) anee sold to the Medicare eligible 
Ins 3.11 M ultlple lzjil insurance con- ~133) 

traets (p. 2) Ins 3.40 rdlnation or benefi~ provi-
Ins 3.12 Filing procedures for disability Binns In group and blanket disa-

lnaurance forms (p. G3) biliey insurance p0licics (p. 14.S-
Ins 3.13 lndivfdunl 111:cidcnt and sickness 

i>idivid a1 · r · ( insurance (p. 64) Ins 3.41 u conversion po 1c1es p. 
Ins 3.14 Group accident nnd sickness in- 158-6) 

surance (p. 7.1) Ins 3.42 Plan.s of conversion coverage (p. 
Ins 3.15 Blanket accident and Bi.ckneea in- lli8-6J 

surance (p. 72) In.s 3.43 High Jmit comprehensive plan of 
Ins 3.17 Reserves for accident and sick- benefits (p. 158-8) 

neeatafolicies (p. 73) Ins 3.44 EJl'~tive date oh. 632.897, Stats. 
Ins 3.18 To consideration for accident &;1~) 

·rind aiclm~ insurance policies (p. Ins 3.45 nvOJ"!lion policies by inslu'Wll 

~Voup accident and sickness in-
olloring group policies only (p. 

Ins 3.19 1511--~ 
sumnce i11$Irln8 debtors or a Ins 3.46 Stan ds lor nursing home in-
creditor J:; 88) surnnce (p. 153-9) 

Ins 3.20 Subst:a.n d risk automobile Ins 3.47 Cancer insurunce solicitation (p. 
phyilical damage imrurance for Ii- 158--14) 
rm.nC(ld vehicles (p. 84) Ins 3.48 Prc.fenod provider glans (p. 160) 

Ins 3.23 Franchise accident and sickness Ins 3.49 Wisconsin automo ile imurnnce 
insurance (p. 85) ~anf/:·~ Ins 3.25 Credit life insurance and credit Ins 3.50 ealt 1 tenance organiza-
accident and sickness insurance tions (p. 163) 
Wi· 85) Ins 3.51 Llmiteil service health orga.niza-

Ins 3.26 nfair trade practices in credit tions~. 164-4) 
life and credit accident and sick- Ins 3.53 HTL -JU antibody testing (p. 
ness insurance (p. 98) 164-lOt 

Ins 3.27 Advertisements or and d~lve Ins 3.54 Home ealth care benefits under 
eiractices in accident end si ess disa.bility irumrance policies (p. 

BUTDJICC (p, 99) 164-12) 
Ins 3.28 Solicitation, underwriting and Ins 3.55 Benefit appeala under oursln~ 

claims practices in individual and home insurance policie..~ an 
franchise accident and sickness medicare replacement or supple-
insurance-(p.118) ment policies (p. 164-13) 

Ins 3.29 Re~ccment of accident and 
Ilic ess insurance (p. 122) 

Ins 3.30 O~e of beneficiary and rotated 
proyisions In accident and sick-
nesa insurance policies (p. 124) 

ms 3.01 Accumulation bcnefic riders atcacbed lo benlth and acciden.c poli
cies. Except where such rider is used only on a policy replacing the com
pany's own policy, and so recites, no rider providing for accumulations of 
benefits will be approved for use upon any policy of health and accident 
insurance, whether it is proP,osed to issue such rider with or without an 
additional premium. Such nder operates as an aid to twistintt the policies 
of another company in such manner as to make its use a direct encour
agement of this practice. 

Ins 3.02 Automobile fteets, vehicles not included in. Individually owned 
motor vehicles cannot be included or covered by fleet rates. The deter-

Register, May, 1989, No. 401 



50 WISCONSIN ADMINISTRATIVE CODE 
Ina 3 

mining factor for inclusion under fleet coverage must be ownership and 
not management or use. 

Ins 3.04 Dividends not deducted (rom premiums in computing loss 
reserves. Premiums returned to policyholders as dividends may not be 
deducted from the earned premiums in computing loss reserves under s. 
623.04, Stats. 

History: 1-2-56; emerg. am. elf. 6-22-76; am. Register, September, 1976, No. 249, elf. 10-1-
76. 

Ins 3.08 Municipal bond insurance. (1) PuRPOSE. This section imple
ments and interyrets ss. 601.42, 611.19 (1), 618.21, 623.03, 623.04, 
627.05, 628.34 (2), 632.14, and 632.17, Stats., for the purpose of estab
lishing minimum reQuirements for the transaction of a type of surety 
insurance known as municipal bond insurance. 

(2) SCOPE. This section shall apply to the underwriting, marketing, 
rating, accounting and reserving activities of insurers which write mu
nicipal bond insurance. 

(3) DEFINITIONS. (a) "Annual statement" means the fire and casualty 
annual statement form specified ins. Ins. 7.01 (5) (a). 

(b) "Contingency reserve" means a reserve established for the protec
tion of policyholders covered by policies insuring municipa1 bonds 
against the effect of excessive losses occurring during adverse economic 
cycles. 

(c) "Cumulative net liability" means one-third of one percent of the 
insured unpaid principal and insured unpaid interest covered by in-force 
policies of municipal bond insurance. 

(d) "Municipal bonds" means securities which are issued by or on be
half of or are paid or guaranteed by: 

1. Any state, territory or possession of the United States of America; 

2. Any political subdivision of any such state, territory or possession; 
or 

3. Any agency, authority or corporate or other instrumentality of any 
one or more of the foregoing, or which are guaranteed by any of the 
foregoing. 

(e) "Municipal bond insurance" means a type of surety insurance au
thorized bys. Ins 6.76 (2) (g) which is limited to the guaranteeing of the 
performance and obligat1ons of municipal bonds. 

(f) "Municipal bond insurer" means an insurer which issues municipal 
bond insurance. 

(g) "Total net liability" means the average annual amount due, net of 
reinsurance, for principal and interest on the insured amount of any one 
issue of municipal bonds. 

(h) "Person" means any individual, corporation for profit or not for 
profit, association, partnership or any other legal entity. 

(i) "Policyholders' surplus" means an insurer's net worth, the differ
ence between its assets and liabilities, as reported in its annual 
statement. 
Register, May, 1989, No. 401 
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$( 3. Part B deductible 
100% of Part B deductible 

$( 4. Part B usual and customary charges 
Difference between Medicare ap-
proved charges and the usual and cus-
tomary charges as determined by the 
insurer 

$( 5. Outpatient prescription drug deductible 
None in 1989. The deductible is lim-
ited to immunosuppressive and Home 
IV drugs. In 1991 the deductible ap-
plies to all outpatient prescription 
drugs. 

$( 6. Usual and customary outpatient prescrip-
tion drug charges 

In 1989 and 1990 benefits may be lim-
ited to 75%. In 1991 the rider covers 
the difference between the usual and 
customary charge and the Medicare-
approved charge. 

$( 7. Foreign travel rider 

(12) If premiums for each rating classification are not listed in the out
line of coverage under sub. (10), then the insurer shall give a separate 
schedule of premiums for each rating classification with the outline of 
coverage. 

Drafling Note: 'l'he term "certificate" should be substituted for the word "policy" through
out the outline of coverage where appropriate. The outline is subject to s. Ins 3.27 (5) (1) and 
(9) (u), (v) and (z.h) 2. and 4. 

Ins 3.40 Coordination of benefits provisions in group and blanket disabil
ity insurance policies. (1) PURPOSE. (a) This section establishes autho
rized coordination of benefits provisions for group and blanket disability 
insurance policies pursuant to s. 631.23, Stats. It has been found that 
these clauses are necessary to provide certainty of meaning. Regulation 
of contract forms will be more effective, and litigation will be substan
tially reduced il there is uniformity regarding coordination of benefits 
provisions in health insurance policies. 

(b) A Coordination of benefits (COB) provision as defined in sub. (3) 
(e) avoids claim payment delays by establishing an order in which Plans 
pay their claims and by providin~ the authority for the orderly transfer 
of information needed to pay clauns promptly. It avoids duplication of 
be,iefits by permitting a reduction of the benefits of a Plan when, by the 
rules established by this section, a Plan does not have to pay its benefits 
first. 

(c) Coordinating health benefits has been found to be an effective tool 
in containing health care costs. However, minimum standards of protec
tion and unilormity are needed to protect the insured's and the public's 
interest. 

(2) SCOPE. This section applies to all group and blanket disability in
surance policies subject to s. 631.01 (1), Stats., that provide 24-hour con
tinuous coverage for medical or dental care, treatment or expenses due to 
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either injury or sickness that contain a coordination of benefits provi
sion, an "excess," "anti-duplication," "non-profit" or "other insurance" 
exclusion by whatever name designated under which bene~ are reduced 
because of other insurance, other than an exclusion for expenses covered 
by worker's compensation, employer's liability insW'ance, Medicare, 
medical assistance or individual traditional automobile "fault" con
tracts. Except as permitted under s. 632.32 (4) (b), Stats., this section 
applies to the medical benefits provisions in an automobile "no fault" 
type or group or group-type "fault" policy. 

(3) DEFINITIONS. In this section: 

(a) "Allowable expense" means the necessary, reasonable, and cus
tomary item of expense for health care, when the item of expense is cov
ered at least in part by one or more Plans covering the person for whom 
the claim is made, except as provided in sub. (4). 

(b) "Claim" means a request that benefits of a PJan be provided or 
paid. The benefits claimed may be in the form of services (including sup
plies), payment for all or a portion of the expenses incurred, a combina
tion of the previous 2, or indemnification. 

(c) "Claim determination period" means the period of time, not le::is 
than 12 consecutive months, over which allowable expenses are com
pared with total be;nefits payable in the absence of COB to determine 
whether overinsurance exists and how much each Plan will pay or pro
vide. However, it does not include any part of a year before the date this 
COB provision or a similar provision takes effect. 

(d) "Complying Plan" means a Plan with order of benefit determina
tion rules which comply with this section. 

(e) A "Coordination of benefits ~COB) provision" means an insurance 
contract provision intended to avoid claims payment delays and duplica
tion of benefits when a person is covered by 2 or more plans providing 
benefits or services for medical, dental or other care or treatment. 

• 

(f) "Group-type contracts" mean contracts which are not available to 
the general public and may be obtained and maintained only because of 
membership in or connection with a particular organization or group. 
Group-type contracts answering this description may be included in the 
definition of Plan at the option of the insurer issuing group-type plans or 
the service provider and its contract-client, whether or not uninsured 
arrangements or individual contract Iorms are used and regardless of 
how the ir.;oup-type coverage is designated {for example, "franchise" or 
"blanket '). The use of payroll deductions by the employe, subscriber or 
member to pay for the coverage is not sufficient, of itself, to make an .A.. 
individual contract part of a group-type plan. Group-type contracts do ~ 
not include individually underwritten and issued, guaranteed renewable 
policies that may be pW'chased through payroll deduction at a premium 
savings to the insured. 

(g) "Hospital indemnity benefits" mean benefits for hospital confine
ment which are not related to expenses incurred but does not include 
plans that reimburse a person for actual hospital expenses incurred even 
if the plallil are designed or administered to give the insured the right to 
elect indemnity-type benefits at the time of claim. 
Register, August, 1989, No. 404 
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tion those people responsible for making the determination which re
sulted in the grievance. The preferred provider plan shall inform the en
rollee in writing of the time and place of the meeting at least 7 calendar 
days before the meeting. 

(e) Pars. (b), (c) and (d) do not apply in urgent care situations. Pre
ferred provider plans shall develop a separate grievance procedure for 
urgent care situations. This procedure shall require a preferred provider 
plan to reslove an urgent care situation grievance within 4 business days 
of receiving the grievance. 

(f) Preferred provider plans shall record, retain, and report records for 
each complaint and grievance in accordance with all of the following 
requirements: 

1. Each preferred provider plan shall keep and retain for at least a 
three-year period a record for each complaint and grievance submitted to 
the preferred provider plan. 

2. Each provider contract and administrative services agreement en
tered into between a preferred provider plan and a provider shall contain 
a provision under which the provider must identify complaints and 
grievances and forward these complaints and grievances in a timely man
ner to the preferred provider plan for recording and resolution. 

3. Each preferred provider plan shall submit the grievance experience 
report required by s. 609.15 (1) (c), Stats., to the commissioner by 
March 1 of each year. The report shall provide information on grievances 
that were formally reveiwed by a grievance panel of the preferred pro
vider plan during the previous calendar year. For purposes of this report, 
the preferred provider plan shall classify each grievance as follows: 

a. Plan administration. A grievance related to plan marketing, policy
holder service, billing, underwriting, or similar administrative functions; 
or 

b. Benefits denials. A grievance related to the denial of a benefit, in
cluding grievances related to refusals to refer enrollees or provide re
quested services. 

4. Each preferred provider plan shall keep together in a central loca
tion of the preferred provider plan all records on complaints and griev
ances resolved before a formal review by a grievance panel is completed 
or in which the enrollee does not pursue a resolution. Preferred provider 
plans shall make these records available for .review during examination 
by or on request of the commissioner. 

(g) The commissioner shall by June 1 of each year prepare a report 
that summarizes grievance experience reports received by the commis
sioner from preferred provider plans. The report shall also summarize 
complaints involving preferred provider plans that were received by the 
office during the previous calendar year. 

History: Cr. Register, June, 1984, No. 342, eff. 7-1-84; r. (7) under s. 13.93 (2m) (b) 16, 
Stats., Register, December, 1984, No. 348; am. (1) and (4) (a), r. (6), Register, September, 
1986, No. 369, eff. 10-1-86; renum. (2) to (5) to be (3) to (6), er. (2) and (7), Register, October, 
1989, No. 406, eff. 1-1-90. 

Ins 3.49 Wisconsin automobile insurance plan. (1) PURPOSE. This sec
tion interprets s. 619.01 (6), Stats., to continue a plan to make automo

Register, October, 1989, No. 406 
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bile insurance available to those who are unable to obtain it in the volun
tary market by providing for the equitable distribution of applicants 
among insurers and outlines access and grievance procedures for such a 
plan. 

(2) DEFINITIONS. In this section: 

(a) "Committee" means the governing committee of the Wisconsin A 
Automobile Insurance Plan which is the group of companies administer- W 
ing the Plan. 

(b) "Plan" means the Wisconsin Automobile Insurance Plan, an unin
corporated facility established bys. 204.51 [Stats., ( 1967)] and continued_ 
under s. 619.01 (6), Stats. 

(3) FILING AND ACCESS. The committee shall submit revisions to its 
rules, rates and forms for the Plan to the commissioner. Prior approval 
by the commissioner of the documents is required before they may be
come effective. The documents shall provide: 

(a) Reasonable rules governing the equitable distribution of risks by 
direct insurance, reinsurance or otherwise and their assignment to 
insurers; 

(b) Rates and rate modifications applicable to such risks which shall 
not be excessive, inadequate or unfairly discriminatory; 

( c) The limits of liability which the insurer shall be required to assume; 

( d) A method by which an applicant to the Plan denied insurance or an 
insured under the Plan whose insurance is terminated may request the 
committee to review such denial or termination and by which an insurer 
subscribing to the Plan may request the committee to review actions or 
decisions of the Plan which adversely affect such insurer. The method 
shall specify that such requests for review must be made in writing to the 
Plan and that the decision of the committee in regard to such review may 
be appealed by the applicant, insured, or company to the commissioner 
of insurance as provided for in ch. Ins 5. A review or appeal does not 
operate as a stay of termination. 

Note: These requirements reflect formers. 204.51 (2), Stats. 

(e) The commissioner shall maintain files of the Plan's approved rules, rates, and forms and 
such documents must be made available for public inspection at the office of the commissioner 
of insurance. 

History: Cr. Register, November, 1984, No. 347, eff. 12-1-84. 

Ins 3.50 Health maintenance organizations. (1) PURPOSE. This section 
establishes financial and other standards for health maintenance organi
zations doing business in Wisconsin. These requirements are in addition 
to any other statutory or administrative rule requirements which apply A 
to health maintenance organizations. W 

(2) SCOPE. Except for sub. ( 4), this section applies to all health mainte
nance organizations doing business in Wisconsin. Subsection ( 4) does not 
apply to health maintenance organizations operated as lines of business 
of licensed insurers unless the insurer does substantially all of its business 
as a health maintenance organization. 

(3) DEFINITIONS. (a) "Acceptable letter of credit" means a clean, un
conditional, irrevocable letter of credit issued by a Wisconsin bank or 
Register, October, 1989, No. 406 
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any other financial institution acceptable to the commissioner which re
news on an annual basis for at least a 3-year term unless written notice of 
nonrenewal is given to the commissioner and the health maintenance or
ganization at least 60 days prior to the renewal date. 

(b) "Complaint" means any dissatisfaction about an insurer or its con
tracted providers expressed by an enrollee. 

(c) "Grievance" means any dissatisfaction with the administration or 
claims practices of or provision of services by a health maintenance or
ganization which is expressed in writing by or on behalf of a plan 
enrollee. 

(d) "Health maintenance organization" means a health care plan as 
defined ins. 609.01 (2), Stats. 

(4) FINANCIAL REQUIREMENTS. (a) Minimum capital or minimum per
manent surplus. The minimum capital or minimum permanent surplus 
for a health maintenance organization shall be at least $200,000. 

(b) Compulsory surplus. The health maintenance organization shall 
maintain a compulsory surplus to provide security against contingencies 
which affect its financial position but which are not fully covered by pro
vider contracts, insolvency insurance, reinsurance, or other forms of fi
nancial guarantees. The compulsory surplus shall be equal to at least the 
greater of: 

1. 3% of the premiums earned by the insurer in the previous 12 
months; or 

2. $200,000. 

The commissioner may, by order, require a higher or lower compulsory 
surplus or may establish additional factors for determining the amount 
of compulsory surplus. 

( c) Operating funds. The health maintenance organization shall make 
arrangements satisfactory to the commissioner to provide sufficient 
funds to finance any operating deficits in the business and to prevent 
impairment of the health maintenance organization's capital or perma
nent surplus and its compulsory surplus. To determine the acceptability 
of these arrangements the commissioner shall take into account reason
able projections of enrollments, claims and administrative costs, finan
cial guarantees given to the organization, the financial condition of any 
guarantors, and any other relevant information. 

(d) Security surplus. The health maintenance organization should 
maintain a security surplus to provide an ample margin of safety and 
clearly assure a sound operation. The security surplus of an insurer shall 
be at least the greater of: 

1. Compulsory surplus plus 40% reduced by 1 % for each $33 million of 
premium in excess of $10 million earned in the previous 12 months; or 

2. 110% of its compulsory surplus. 

(e) Deposit or letter of credit. Each health maintenance organization 
shall maintain either a deposit of securities with the state treasurer or an 
acceptable letter of credit in all periods in which policyholder surplus 
does not exceed $500,000. The amount of the deposit or letter of credit 

Register, October, 1989, No. 406 
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shall be at least $150,000. The letter of credit shall be payable to the 
commissioner whenever rehabilitation or liquidation proceedings are ini
tiated against the health maintenance organization. 

(f) Insolvency protection for policyholders. Each health maintenance or
ganization is required to demonstrate that in the event of insolvency: 

1. Enrollees hospitalized on the date of insolvency will be covered until 
discharged; and 

2. Enrollees will be entitled to similar, alternate coverage which does 
not contain any medical underwriting or pre-existing limitation 
requirements. 

(g) Setting greater amounts. The commissioner may set greater 
amounts under (a), (c), (d), or (e) on finding that the financial stability 
of the organization requires it. 

(h) Existing insurers. For health maintenance organizations having a 
Certificate of Authority on September 29, 1986, this subsection shall be
come effective on January 1, 1988. 

(5) BUSINESS PLAN. All applications for certificates of incorporation 
and certificates of authority of a health maintenance organization shall 
include a proposed business plan. Health maintenance organizations 
subject to this section which are not separately licensed shall submit a 
proposed business plan prior to doing business as a health maintenance 
organization unless the commissioner waives this requirement. In addi
tion to the items listed in ss. 611.13 (2) and 613.13 (1), Stats., the follow
ing information shall be contained in the business plan: 

(a) ORGANIZATION TYPE. The type of organization, including whether 
the providers affiliated with the organization will be salaried employes or 
group or individual contractors. 

(b) FEASIBILITY STUDIES AND MARKETING SURVEYS. A summary of fea
sibility studies or marketing surveys which support the financial and en
rollment projections for the plan. The summary shall include the poten
tial number of enrollees in the operating territory, the projected number 
of enrollees for the first 5 years, the underwriting standards to be applied, 
and the method of marketing the organization. 

(c) GEOGRAPHICAL SERVICE AREA. The geographical service area by 
county including a chart showing the number of primary and specialty 
care providers with locations and service areas by county; the method of 
handling emergency care, with locations of emergency care facilities; and 
the method of handling out-of-area services. 

(d) PROVIDER AGREEMENTS. The extent to which any of the following 
will be included in provider agreements and the form of any provisions 
which: 

1. Limit the providers' ability to seek reimbursement for covered ser
vices from policyholders or enrollees; 

2. Permit or require the provider to assume a financial risk in the 
health maintenance organization, including any provisions for assessing 
the provider, adjusting capitation or fee-for-service rates, or sharing in 
the earnings or losses; and 
Register, October, 1989, No. 406 
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3. Govern amending or terminating agreements with providers. 

(e) PROVIDER AVAILABILITY. A description of how services will be pro
vided to policyholders in each service area including the extent to which 
primary care will be given by providers under contract to the 
organization. 

(f) PLAN ADMINISTRATION. A summary of how administrative services 
will be provided, including the size and qualifications of the administra
tive staff and the projected cost of administration in relation to premium 
income. If management authority for a major corporate function is dele
gated to a person outside the organization, the business plan shall in
clude a copy of the contract. The contract shall include the services to be 
provided, the standards of performance for the manager, the method of 
payment including any provisions for the administrator to participate in 
the profit or losses of the plan, the duration of the contract and any pro
visions for modifying, terminating or renewing the contract. Contracts 
for delegated management authority shall be filed for approval with the 
commissioner under ss. 611.67 and 618.22, Stats. 

(g) FINANCIAL PROJECTIONS. A summary of current and projected en
rollment, income from premiums by type of payor, other income, admin
istrative and other costs, the projected break even point, including the 
method of funding the accumulated losses until the break even point is 
reached, and a summary of the assumptions made in developing pro
jected operating results. 

(h) Financial guarantees. A summary of all financial guarantees by 
providers, sponsors, affiliates or parents within a holding company sys-
tern, or any other guarantees which are intended to ensure the financial 
success of the plan. These include hold harmless agreements by provid
ers, insolvency insurance, reinsurance or other guarantees. 

(i) Contracts with enrollees. A summary of benefits to be offered enroll
ees including any limitations and exclusions and the renewability of all 
contracts to be written. 

(6) CHANGES IN THE BUSINESS PLAN. (a) All substantial changes, alter
ations or amendments to the business plan shall be filed with the commis
sioner at least 30 days prior to their effective date and shall be subject to 
disapproval by the commissioner. These include changes in articles and 
bylaws, organization type, geographical service areas, provider agree
ments, provider availability, plan administration, financial projections 
and guarantees and any other change which might affect the financial 
solvency of the plan. Any changes in the items listed in sub. (5) (d) shall 
be filed under this section. 

(7) COPIES OF PROVIDER AGREEMENTS. All health maintenance organi
zations subject to this section shall file with the commissioner, prior to 
doing business, copies of all executed provider agreements and other con
tracts covering liabilities of the health maintenance organization, except 
that, for contracts with physicians, a list of physicians executing a stan
dard contract and a copy of the form of the contract may be filed instead 
of copies of the executed contracts. Executed copies of all provider agree
ments, including those with physicians, shall be maintained in the health 
maintenance organization's administrative office and shall be made 
available to the commissioner on request. 

Register, October, 1989. No. 406 
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(8) OTHER REPORTING REQUIREMENTS. (a) All separately licensed 
health maintenance organizations shall file with the commissioner by 
March 1 of each year an annual statement for the preceding year. The 
statement shall be on the current Health Maintenance Organization an
nual statement blank prepared by the national association of insurance 
commissioners. All health maintenance organizations which are not sep-
arately licensed shall file an annual report in a form prescribed by the A 
commissioner. W 

(b) A quarterly report, in a form prescribed by the commissioner, shall 
be filed within 45 days after the close of each of the first 3 quarters of the 
year unless the commissioner has notified the organization that another 
reporting schedule is appropriate. 

(9) POLICY AND CERTIFICATE LANGUAGE REQUIREMENTS. Each policy 
form marketed by a health maintenance organization and each certifi
cate given to enrollees shall contain: 

(a) A definition of geographical service area, emergency care, urgent 
care, out-of-area services, dependents and primary provider, if these 
terms or terms of similar meaning are used in the policy or certificate and 
have an effect on the benefits covered by the plan. The definition of geo
graphical service area need not be stated in the text of the policy or cer
tificate if such definition is adequately described in an attachment which 
is given to all enrollees along with the policy or certificate. 

(b) Clear disclosure of any provision which limits benefits or access to 
service in the exclusions, limitations, and exceptions sections of the pol
icy or certificate. Among the exclusions, limitations and exceptions 
which shall be disclosed are those relating to emergency and urgent care, 
restrictions on the selection of primary or referral providers, restrictions 
on changing providers during the contract period, out-of-pocket costs 
including copayments and deductibles, charges for missed appointments 
or other administrative sanctions, restrictions on access to care if copay
ments or other charges are not paid, and any restrictions on coverage for 
dependents who do not reside in the service area. 

(c) Clear disclosure of any benefits for home health care, skilled nurs
ing care, kidney disease treatment, diabetes, maternity benefits for de
pendent children, alcoholism and other drug abuse, and nervous and 
mental disorders. 

(10) GRIEVANCE PROCEDURE. (a) A health maintenance organization 
shall investigate each grievance pursuant to s. 609.15 (2), Stats. Each 
health maintenance organization shall develop an internal grievance pro
cedure which shall be described in each policy and certificate issued to 
enrollees. Policies and certificates shall include a definition of a 
grievance. 

(b ) In addition to the notice requirement under par. (a), each time the 
health maintenance organization denies a claim or benefit, including a 
refusal to refer an enrollee, or initiates disenrollment proceedings, the 
health maintenance organization shall notify the affected enrollee of the 
right to file a grievance and the procedure to follow. The notification 
shall state the specific reason for the denial or initiation. 

(c) The health maintenance organization shall resolve all grievances 
within 30 calendar days of receiving the grievance. If the health mainte
nance organization is unable to resolve the grievance within 30 calendar 
Register, October, 1989, No. 406 
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days, the time period may be extended an additional 30 calendar days if 
the health maintenance organization notifies, in writing, the person who 
filed the grievance that the health maintenance organization has not re
solved the grievance, when resolution may be expected, and the reason 
for why additional time is needed. 

( d) A grievance procedure shall include a method whereby the enrollee 
who made the grievance has the right to appear in person before the 
grievance committee to present written or oral information and to ques
tion those people responsible for making the determination which re
sulted in the grievance. The health maintenance organization shall in
form the enrollee in writing of the time and place of the meeting at least 7 
calendar days before the meeting. 

(e) Pars. (b), (c) and (d) do not apply in urgent care situations. Health 
maintenance organizations shall develop a separate grievance procedure 
for urgent care situations. This procedure shall require a health mainte
nance organization to resolve an urgent care situation grievance within 4 
business days of receiving the grievance. 

(f) The health maintenance organization shall acknowledge a griev
ance within 10 days of receiving it. 

(g) Health maintenance organizations shall record, retain, and report 
records for each complaint and grievance in accordance with all of the 
following requirements: 

1. Each health maintenance organization shall keep and retain for at 
least a three-year period a record for each complaint and grievance sub
mitted to the health maintenance organization. 

2. Each provider contract and administrative services agreement en
tered into between a health maintenance organization and a provider 
shall contain a provision under which the provider must identify com
plaints and grievances in a timely manner and forward these complaints 
and grievances in a timely manner to the health maintenance organiza
tion for recording and resolution. 

3. Each health maintenance organization shall submit a grievance ex
perience report required bys 609.15 (1) (c), Stats., to the commissioner 
by March 1 of each year. The report shall provide information on griev
ances received during the previous calendar year that were formally re
viewed by a grievance panel of the health maintenance organization. For 
purposes of this report, the health maintenance organization shall clas
sify each grievance as follows: 

a. Plan administration. A grievance related to plan marketing, policy
holder service, billing, underwriting, or similar administrative functions; 
or 

b. Benefits denials. A grievance related to the denial of a benefit, in
cluding grievances related to refusals to refer enrollees or provide re
quested services. 

4. Each health maintenance organization shall keep together in a cen
tral location of the health maintenance organization all records on com
plaints and grievances resolved before a formal review by a grievance 
panel is completed or in which the enrollee does not pursue a resolution. 
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The health maintenance organization shall make these records available 
for review during examinations by or on request of the commissioner. 

(h) The commiss~oner shall by. June 1 of each y~ar prepare a rep~rt 
that summarizes grievance experience reports received by the commis
sioner from health maintenance organizations. The report shall also sum
marize complaints involving health maintenance organizations that 
were received by the office during the previous calendar year. 

(11) OTHER NOTICE REQUIREMENTS. (a) Prior to enrolling members, 
the health maintenance organization shall provide to prospective group 
or individual policyholders information on the plan, including informa
tion on the services covered, a definition of emergency and out-of-area 
coverage, names and specific location of providers for each type of ser
vice, the cost of the plan, enrollment procedures, and limitations on ben
efits including limitations on choice of providers and the geographical 
area serviced by the organization. 

(b) If a health maintenance organization terminates its relationship 
with any clinic or medical group it shall notify all subscribers who receive 
primary health care services from that clinic or medical group at least 30 
days in advance of such termination. The health maintenance organiza
tion shall notify all subscribers in a geographical area served by the plan 
of any changes in it affiliations with providers which have a substantial 
effect on the availability of covered services in the area. 

(12) DISENROLLMENT. (a) The health maintenance organization shall 
clearly disclose in the policy and certificate any circumstances under 
which the health maintenance organization may disenroll an enrollee. 

(b) Except as provided ins. 632.897, Stats., the health maintenance 
organization may disenroll an enrollee from the health maintenance or
ganization for the following reasons only: 

1. The enrollee has failed to pay required premiums by the end of the 
grace period. 

2. The enrollee has committed acts of physical or verbal abuse which 
pose a threat to providers or other members of the organization. 

3. The enrollee has allowed a nonmember to use the health mainte
nance organization's certification card to obtain services or has know
ingly provided fraudulent information in applying for coverage. 

4. The enrollee has moved outside of the geographical service area of 
the organization. 

5. The enrollee is unable to establish or maintain a satisfactory physi
cian-patient relationship with the physician responsible for the enrollee's 
care. Disenrollment of an enrollee for this reason shall be permitted only 
if the health maintenance organization can demonstrate that it provided 
the enrollee with the opportunity to select an alternate primary care 
physician, made a reasonable effort to assist the enrollee in establishing a 
satisfactory patient-physician relationship and informed the enrollee 
that he or she may file a grievance on this matter. 

( c) The health maintenance organization may not disenroll an enrollee 
under par. (b) for reasons related to the physical or mental condition of 
the enrollee or for any of the following reasons: 
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1. Failure of the enrollee to follow a prescribed course of treatment. 

2. Administrative actions such as failure to keep an appointment, 

(d) A health maintenance organization which has disenrolled an en
rollee for any reason except failure to pay required premiums shall make 
arrangements to provide similar alternate insurance coverage to enroll
ees. In the case of group certificate holders, this insurance coverage shall 
be continued until the person finds his or her own coverage or until the 
next opportunity to change insurers, whichever comes first. In the case of 
an enrollee covered on an individual basis, coverage shall be continued 
until the anniversary date of the policy or for one year, whichever is 
earlier. 

(13) TIME PERIOD. In accordance withs. 227.116, Stats., the commis
sioner shall review and make a determination on an application for a 
certificate of authority within 60 business days after it has been received. 

History: Cr. Register, June, 1986, No. 366, eff. 9-29-86; renum. (3) (b) and (10) (c) to be (3) 
(d) and (10) (f), r. (10) (d), er. (3) (b) and (c), (10) (c) to (e), (g) and (h), am. (10) (a) and (b), 
Register, October, 1989, No. 406, eff. 1-1-90. 

Ins 3.51 Limited service health organizations. (1) PURPOSE. This section 
establishes financial and other standards for limited service health orga
nizations doing business in Wisconsin. The requirements in this section 
are in addition to any other statutory or administrative rule require
ments which apply to limited service health organizations. 

(2) SCOPE. Except for subs. (4) and (8), this section applies to all lim
ited service health organizations doing business in Wisconsin. Subsec
tions ( 4) and ( 8) do not apply to a limited service health organization 
operated as a line of business of a licensed insurer unless the insurer does 
substantially all of its bmiiness as a limited service health organization. 

(3) DEFINITIONS. (a) "Acceptable letter of credit" means a clean, un
conditional, irrevocable letter of credit issued by a Wisconsin bank or 
any other financial institution acceptable to the commissioner which re
news on an annual basis for a 3-year term unless written notice of nonre
newal is given to the commissioner and the limited service health organ
ization at least 60 days prior to the renewal date. 

(b) "Complaint" means any dissatisfaction about an insurer or its con
tracted providers expressed by an enrollee. 

(c) "Grievance" means any dissatisfaction with the administration or 
claims practices of or provision of services by a limited service health 
organization which is expressed in writing by or on behalf of a plan 
enrollee. 

(a) "Limited service health organization" means a health care plan as 
defined ins. 609.01 (3), Stats. 

( 4) FINANCIAL REQUIREMENTS. (a) Minimum capital or permanent sur
plus. The minimum capital or permanent surplus requirement for a lim
ited service health organization shall be not less than $75,000. 

(b) Security deposit. l. Each limited service health organization shall 
maintain either a deposit of securities with the state treasurer or an ac
ceptable letter of credit on file with the commissioner's office. The 
amount of the deposit or letter of credit shall be not less than $75,000 for 
limited service health organizations. The letter of credit shall be payable 
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to the commissioner whenever rehabilitation or liquidation proceedings 
are initiated against the limited service health organization. 

2. The commissioner may accept the deposit or letter of credit under 
subd. 1. to satisfy the minimum capital or permanent surplus require
ment under par. (a), if the limited service health organization demon
strates to the satisfaction of the commissioner that it does not retain any 
risk of financial loss because all risk of loss has been transferred to provid
ers through provider agreements. 

(c) Compulsory surplus. 1. Each limited service health organization 
shall maintain a compulsory surplus to provide security against contin
gencies that affect its financial position but which are not fully covered 
by provider contracts, insolvency insurance, reinsurance, or other forms 
of financial guarantees. The compulsory surplus is equal to not less than 
the greater of: 

a. 3% of the premiums earned by the limited service health organiza
tion in the previous 12 months; or 

b. $75,000. 

2. The commissioner may accept the deposit or letter of credit under 
par. (b) to satisfy the compulsory surplus requirement if the limited ser
vice health organization demonstrates to the satisfaction of the commis
sioner that it does not retain any risk of financial loss because all risk of 
loss has been transferred to providers through provider agreements. The 
commissioner may, by order, require a higher or lower compulsory sur
plus or may establish additional factors for determining the amount of 
compulsory surplus required for a particular limited service health 
organization. 

( d) Security surplus. The limited service health organization should 
maintain a security surplus to provide an ample margin of safety and 
clearly assure a sound operation. The security surplus of a limited service 
health organization shall be equal to not less than 110% of compulsory 
surplus. 

( e) Operating funds. The limited service health organization shall make 
arrangements, satisfactory to the commissioner, to provide sufficient 
funds to finance any operating deficits in the business and to prevent 
impairment of the insurer's initial capital or permanent surplus or its 
compulsory surplus. To determine the acceptability of these arrange
ments the commissioner shall take into account reasonable projections of 
enrollments, claims and administrative costs, financial guarantees given 
to the organization, the financial condition of any guarantors and other 
relevant information. 

(f) Setting greater amounts. The commissioner may require, based on 
the actual operating experience of a particular insurer, greater amounts 
under pars. (a), (d) and (e) on finding that the financial stability of the 
organization requires it. Higher financial standards may be applied to a 
limited service health organization which does not transfer all of the risk 
to individual providers. 

(g) Insolvency protection for policyholders. Each limited service health 
organization which provides hospital benefits shall demonstrate that, in 
the event of an insolvency, enrollees hospitalized at the time of an insol
vency will be covered until discharged. 
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(5) BUSINESS PLAN. All applications for certificates of incorporation 
and certificates of authority of a limited service health organization shall 
include a proposed business plan. Limited service health organizations 
that are not separately licensed shall submit a proposed business plan 
prior to doing business as a limited service health organization unless the 
commissioner waives this requirement. In addition to the items listed in 
ss. 611.13 (2) and 613.13 (1), Stats., the business plan shall contain the 
following information: 

(a) Identity of organization. The name and address of the limited ser
vice health organization and the names and addresses of individual pro
viders, if any, who control the limited service health organization. 

(b) Organization type. The type of organization, including information 
on whether providers will be salaried employes of the organization or 
individual or group contractors. 

(c) Feasibility study. A feasibility study which supports the financial 
and enrollment projections of the plan, including the potential number of 
enrollees in the geographical service area, the estimated number of en
rollees for the first 5 years, the underwriting standards to be applied, and 
the method of marketing the organization. 

( d) Geographical service area. The geographical service area by county 
including a chart showing the number of primary and specialty care pro
viders with locations and service areas by county; the method of han
dling emergency care, with locations of emergency care facilities; and the 
method of handling out-of-area services. 

( e) Provider agreements. The extent to which any of the following are or 
are not included in provider agreements and the form of any provisions 
which: 

1. Limit the providers' ability to seek reimbursement for covered ser
vices from policyholders or enrollees; 

2. Permit or require the provider to assume a financial risk in the lim
ited services health organization, ,including any provisions for assessing 
the provider, adjusting capitation or fee-for-service rates, or sharing in 
the earnings or losses of the organization; or 

3. Govern amending or terminating the agreement or the effect of 
amending or terminating the agreement. 

(f) Plan administration. 1. A copy of the administrative agency con
tract if management or administrative authority for the operation of the 
limited service health organization is delegated to a person or organiza
tion outside of the limited service health organization. This administra
tion contract shall include a description of the services to be provided, 
the standards of performance for the administrative agent, the method 
of payment, including any provisions for the administrative agent to 
participate in profit or losses in the plan, the duration of the contract and 
any provisions for modifying, terminating, or renewing the contract. 

2. A summary of how the limited service health organization will pro
vide administrative services, including size and qualifications of the ad
ministrative staff, and the projected cost of administration in relation to 
premium income shall accompany the application if a limited service 
health organization provides its own administrative services and does 
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not delegate these functions to a person or organization outside of the 
limited service health organization. 

(g) Financial proiections. A summary of current and projected enroll
ment, income from premiums by type of payor, other income, adminis
trative and other costs, the projected break even point, including the 
method of funding the accumulated losses until the income and expense ~ 
reach the break even point, and a summary of the assumptions made in W 
developing projected operating results. 

(h) Financial guarantees. A summary of all financial guarantees by 
providers, sponsors, affiliates or parents within a holding company sys
tem, or any other guarantees which are intended to ensure the financial 
success of the plan. Such guarantees include, but are not limited to, hold 
harmless agreements by providers, insolvency insurance, reinsurance or 
other guarantees. 

(i) Contracts with enrollees. A summary of benefits to be offered enroll
ees including any limitations and exclusions and the renewability of all 
contracts to be written. 

(6) CHANGES IN THE BUSINESS PLAN. All substantial changes, altera
tions or amendments to the business plan shall be filed with the commis
sioner at least 30 days prior to their effective date and shall be subject to 
disapproval by the commissioner. These include changes to articles and 
bylaws, organization type, geographical service area, provider agree
ments, provider availability, plan administration, financial projections 
and guarantees and any other change which might affect the financial 
solvency of the plan. Any changes in the items listed in sub. (5) (e) shall 
be filed under this section. 

(7) PROVIDER AGREEMENTS. (a) Prior to doing business, all limited ser
vice health organizations shall file with the commissioner copies of all 
executed provider agreements and other contracts covering its liabilities 
except that a limited service health organization may file a list of provid
ers executing a standard contract and a copy of the form of the contract 
instead of copies of the individual executed contracts. 

(b) A limited service health organization shall maintain executed cop
ies of all provider agreements in its administrative office and shall make 
the copies available to the commissioner on request. 

(8) OTHER REPORTING REQUIREMENTS. (a) A limited service health or
ganization shall file an annual statement for the preceding year with the 
commissioner by March 1 of each year and shall put the statement on the 
current health maintenance organization annual statement blank pre
pared by the national association of insurance commissioners. 

(b) The commissioner may require other reports on a regular or other 
basis as appropriate. 

(9) POLICY AND CERTIFICATE LANGUAGE REQUIREMENTS. Each policy 
form marketed by a limited service health organization and each certifi
cate given to enrollees shall contain: 

(a) A definition of geographical service area, emergency care, urgent 
care, out-of-area services, dependents and primary provider, if these 
terms or terms of similar meaning are used in the policy or certificate and 
have an effect on the benefits covered by the plan. The definition of geo
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graphical service area need not be stated in the text of the policy or cer
tificate if the definition is adequately described in an attachment which is 
given to all enrollees along with the policy or certificate. 

(b) Clear disclosure in the exclusions, limitations, and exceptions sec
tion of any provision which limits benefits or access to service. The exclu
sions, limitations and exceptions which shall be disclosed include those 
relating to emergency and urgent care, restrictions on the selection of 
primary or referral providers, restrictions on changing providers during 
the contract period, out-of-pocket costs including copayments and de
ductibles, charges for missed appointments or other administrative sanc
tions, restrictions on access to care if copayments or other charges are not 
paid, and any restrictions on coverage for dependents who do not reside 
in the service area. 

(10) GRIEVANCE PROCEDURE. (a) A limited service health organization 
shall investigate each grievance pursuant to s. 609.15 (2), Stats. Each 
limited service health organization shall develop an internal grievance 
procedure which shall be described in each policy and certificate issued to 
enrollees. Policies and certificates shall include a definition of a 
grievance. 

(b) In addition to the notice requirement in par. (a ), each time the 
limited service health organization denies a claim or benefit, including a 
refusal to refer an enrollee, and each time it initiates disenrollment pro
ceedings under sub. (12) (b) 5, the limited service health organization 
shall notify the affected enrollee of the right to file a grievance and the 
procedure to follow. The notification shall state the specific reason for the 
denial or initiation. 

(c) A limited service health organization shall resolve all grievances 
within 30 calendar days of receiving the grievance. If the limited service 
health organization is unable to resolve the grievance within 30 calendar 
days, the time period may be extended an additional 30 calendar days if 
the limited service health organization notifies, in writing, the person 
who filed the grievance that the limited service health organization has 
not resolved the grievance, when resolution may be expected, and the 
reason for why additional time is needed. 

( d) A grievance procedure shall include a method whereby the enrollee 
who made the grievance has the right to appear in person before the 
grievance committee to present written or oral information and to ques
tion those people responsible for making the determination which re
sulted in the grievance. The limited service health organization shall in
form the enrollee in writing of the time and place of the meeting at least 7 
calendar days before the meeting. 

(e) Pars. (b), (c) and (d) do not apply in urgent care situations. Lim
ited service health organizations shall develop a separate grievance pro
cedure for urgent care situations. This procedure shall require a limited 
service health organization to resolve an urgent care situation grievance 
within 4 business days of receiving the grievance. 

(f) The limited service health organization shall acknowledge a griev
ance within 10 days of receiving it. 

(g) Limited service health organizations shall record, retain, and re
port records for each complaint and grievance with all of the following 
requirements: 
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1. Each limited service health organization shall keep and retain for at 
least a three-year period a record for each complaint and grievance sub
mitted to the limited service health organization. 

2. Each provider contract and administrative services agreement en
tered into between a limited service health organization and a provider 
shall contain a provision under which the provider must identify com
plaints and grievances and forward these complaints and grievances in a 
timely manner to the limited service health organization for recording 
and resolution. 

3. Each limited service health organization shall submit a grievance 
experience report required bys. 609.15 (1) (c), Stats., to the commis
sioner by March 1 of each year. The report shall provide information on 
grievances received during the previous calendar year that were formally 
reviewed by a grievance panel of the limited service health organization. 
For purposes of this report, the limited service health organization shall 
classify each grievance as follows: 

a. Plan administration. A grievance related to plan marketing, policy
holder sevice, billing, underwriting, or similar administrative functions; 
or 

b. Benefit denials. A grievance related to the denial of a benefit, includ
ing grievances related to refusals to refer enrollees or provide requested 
services. 

4. Each limited service health organization shall keep together in a 
central location of the limited service health organization all records on 
complaints and grievances resolved before a formal review by a griev
ance panel is completed or in which the enrollee does not pursue a resolu
tion. The limited service health organization shall make these records 
available for review during examinations by or on request of the 
commissioner. 

(h) The commissioner shall by June 1 of each year prepare a report 
that summarizes grievance experience reports received by the commis
sioner from limited service health organizations. The report shall also 
summarize complaints involving limited service health organizations 
that were received by the office during the previous calendar year. 

( 11) OTHER NOTICE REQUIREMENTS. Prior to enrolling members, the 
limited service health organization shall provide to all prospective group 
or individual policyholders information on the plan, including informa
tion on the services covered, a definition of emergency and out-of-area 
coverage, names and specific location of providers for each type of ser
vice, the cost of the plan, enrollment procedures, and limitations on ben
efits including limitations on choice of providers and the geographical 
area served by the organization. 

(12) DISENROLLMENT. (a) The limited service health organization 
shall clearly disclose in the policy and certificate any circumstances 
under which the limited service health organization may disenroll an 
enrollee. 

(b) The limited service health organization may disenroll a member 
from the limited service health organization for the following reasons 
only: 
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1. The policyholder has failed to pay required premiums by the end of 
the grace period. 

2. The enrollee has committed acts of physical or verbal abuse which 
pose a threat to providers or other members of the organization . 

3. The enrollee has allowed a nonmember to use the limited service 
health organization's membership card or has knowingly provided fraud
ulent information in applying for coverage with the limited service 
health organization or in receiving services. 

4. The enrollee has moved outside of the geographical service area of 
the organization. · 

5. The enrollee is unable to establish or maintain a satisfactory pro
vider-patient relationship with the provider responsible for the enrollee's 
care. Disenrollment of an enrollee for this reason shall be permitted only 
if the limited service health organization can demonstrate that it pro
vided the enrollee with the opportunity to select an alternate primary 
care provider, made a reasonable effort to assist the enrollee in establish
ing a satisfactory provider-patient relationship and informed the en
rollee that he or she may file a grievance on this matter. 

(c) A limited service health organization that has disenrolled an en
rollee for any reason except failure to pay required premiums shall make 
arrangements to provide similar insurance coverage to the enrollee. In· 
the case of group certificate holders this insurance coverage shall be con
tinued until the person is able to find similar coverage or until the next 
opportunity to change insurers, whichever comes first. In the case of an 
enrollee covered on an individual basis, coverage shall be continued until 
the anniversary date of the policy or for one year, whichever is earlier. 

(13) TIME PERIOD FOR REVIEW. In accordance withs. 227.116, Stats., 
the commissioner shall review and make a determination on an applica
tion for a certificate of authority within 60 business days after it has been 
received. 

(14) Subs. (9), (10), (11) and (12) shall apply to all policies issued or 
renewed on or after January 1, 1987. 

Note: Section Ins 3.51 shall not apply to policies issued or renewed before January 1, 1987. 

History: Cr. Register, November, 1986, No. 371, eff. 12-1-86; renum. (3) (b) and (10) (c) to 
be (3) (d) and (10) (f), r. (10) (d), er. (3) (b) and (c), (10) (c) to (e), (g) and (h), am. (10) (a) 
and (b), Register, October, 1989, No. 406, eff. 1-1-90. 

Ins 3.53 HTLV-IH antibody testing. (1) FINDINGS. The commissioner of 
insurance finds and designates that the series of HTLV-III antibody 
tests found by the state epidemiologist in a report entitled "Serologic 
tests for the presence of antibody to human T-lymphotropic virus type 
III" and dated July 28, 1986, to be medically significant and sufficiently 
reliable for detecting the presence of the HTLV-111 antibody is also suffi
ciently reliable for use in the underwriting of individual life, accident and 
health insurance. The state epidemiologist found that the combination 
of repeatedly reactive ELISA tests validated by a Western blot assay is 
highly predictive of a true infection with the HTLV-111 virus, also 
known as the HIV or Human Immunodeficiency Virus. While this series 
of tests does not indicate that a person has AIDS, the use of this series for 
underwriting purposes is sufficiently reliable to indicate the presence of 
infection with the HTLV-III virus. 
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(2) PURPOSE. This section interprets s. 631.90 (3) (a), Stats., by 
designating which test or series of tests used to detect the HTLV-111 
antibody is sufficiently reliable for use in the underwriting of individual 
life, accident and health insurance policies. 

(3) SCOPE. This section applies to any insurer writing individual life, 
accident and health insurance coverage in Wisconsin. Except as provided 
in sub. (6) (c), this section does not apply to any insurer writing group 
life, accident and health insurance coverage in Wisconsin, including 
group life, accident and health insurance coverage which is individually 
underwritten. 

( 4) DEFINITIONS. (a) "Alternate test site" means a human T-lympho
tropic virus type III virus antibody counseling and testing facility desig
nated by the state epidemiologist as an alternate test site. 

(b) "ELISA" means an enzyme-linked immunosorbent assay serologic 
test which has been licensed by the federal food and drug administration. 

(c) "Health care provider" has the meaning given under s. 146.81 (1), 
Stats. 

( d) "Informed consent for testing or disclosure" has the meaning given 
under s. 146.025 (1) (d), Stats. 

(e) "Informed consent for testing or disclosure form" has the meaning 
given under s. 146.025 (1) (e), Stats. 

(f) "Medical information bureau, inc." means the non-profit Delaware 
incorporated trade association whose members are life insurance compa
nies and which operates an information exchange on behalf of its 
members. 

(g) "Positive ELISA test" means an ELISA test licensed by the fed
eral food and drug administration, performed in accordance with the 
manufacturer's specifications and resulting in a single serum or plasma 
specimen which is reactive, both on an initial testing and on at least one 
of 2 additional tests of the same specimen. 
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