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pursuant to the provisions of Part XXIX of Chapter | of Title
22 of the Louisiana Revised Statutes of 1950; provided,
however, that such a hearing will be held privately, unless
the insurer requests a public hearing, in which case the
hearing shall be public.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:2(H).

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 18:1408 (December
1992).

Chapter 15. Regulation
44— Accelerated Benefits

81501. Purpose

A. The purpose of this regulation is to regulate
accelerated benefit provisions of individual and group life
insurance policies and to provide required standards of
disclosure. This regulation shall apply to all accelerated
benefits provisions of individual and group life insurance
policies except those subject to the Long-Term Care
Insurance Model Act, issued or delivered in this state, on or
after the effective date of this regulation.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:644.

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 18:1409 (December
1992).

81503. Definitions

Accelerated Benefits covered under this
regulation—benefits payable under a life insurance contract:

1. to a policy owner or certificate holder, during the
lifetime of the insured, in anticipation of death or upon the
occurrence of specified life-threatening or catastrophic
conditions, as defined by the policy or rider; and

2. which reduce the death benefit otherwise payable
under the life insurance contract; and

3. which are payable upon the occurrence of a single
qualifying event which results in the payment of a benefit
amount fixed at the time of acceleration.

Qualifying Event—includes one or more of the following:

1. a medical condition which would result in a
drastically limited life span as specified in the contract, for
example, 24 months or less; or

2. a medical condition which has required or requires
extraordinary medical intervention, such as, but not limited
to, major organ transplant or continuous artificial life
support, without which the insured would die; or

3. any condition which usually requires continuous
confinement in an eligible institution, as defined in the
contract, if the insured is expected to remain there for the
rest of his or her life; or

4. a medical condition which would, in the absence of
extensive or extraordinary medical treatment, result in a
drastically limited life span. Such conditions may include,
but are not limited to, one or more of he following:
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a. coronary artery disease resulting in an acute
infarction or requiring surgery;

b. permanent neurological deficit resulting from
cerebral vascular accident;

c. end stage renal failure;
d. Acquired Immune Deficiency Syndrome; or

e. other medical conditions which the commissioner
shall approve for any particular filing; or

5. other qualifying events which the commissioner
shall approve for any particular filing.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:644.

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 18:1409 (December
1992).

81505. Type of Product

A. Accelerated benefit riders and life insurance policies
with accelerated benefit provisions are primarily mortality
risks rather than morbidity risks. They are life insurance
benefits subject to R.S. 22:161-181; 22:191-197; and the
applicable portions of Part XIV, (22:611-672).

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:644.

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 18:1409 (December
1992).

81507. Assignee/Beneficiary

A. Prior to the payment of the accelerated benefit, the
insurer is required to obtain from any assignee or irrevocable
beneficiary a signed acknowledgment of concurrence for
payout. If the insurer making the accelerated benefit is itself
the assignee under the policy, no such acknowledgment is
required.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:644.

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 18:1409 (December
1992).

81509. Criteria for Payment

A. Lump Sum Settlement Option Required. Contract
payment options shall include the option to take the benefit
as a lump sum. The benefit shall not be made available as an
annuity contingent upon the life of the insured.

B. Restrictions on Use of Proceeds. No restrictions are
permitted on the use of the proceeds.

C. Accidental Death Benefit Provision. If any death
benefit remains after payment of an accelerated benefit, the
accidental death benefit provision, if any, in the policy or
rider shall not be affected by the payment of the accelerated
benefit.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:644.

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 18:1409 (December
1992).
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81511. Disclosures

A. Descriptive Title. The terminology accelerated benefit
shall be included in the descriptive title. Products regulated
under this regulation shall not be described or marketed as
long-term care insurance or as providing long-term care
benefits.

B. Tax Consequences. A disclosure statement is required
at the time of application for the policy or rider and at the
time the accelerated benefit payment request is submitted
that receipt of these accelerated benefits may be taxable and
that assistance should be sought from a personal tax advisor.
The disclosure statement shall be prominently displayed on
the first page of the policy or rider and any other related
documents.

C. Solicitations

1. A written disclosure including, but not necessarily
limited to, a brief description of the accelerated benefit and
definitions of the conditions or occurrences triggering
payment of the benefits shall be given to the applicant. The
description shall include an explanation of any effect of the
payment of a benefit on the policy's cash value,
accumulation account, death benefit, premium, policy loans
and policy liens.

a. In the case of agent solicited insurance, the agent
shall provide the disclosure form to the applicant prior to or
concurrently with the application. Acknowledgment of the
disclosure shall be signed by the applicant and writing agent.

b. In the case of a solicitation by direct response
methods, the insurer shall provide disclosure form to the
applicant at the time the policy is delivered, with a notice
that a full premium refund shall be received if policy is
returned to the company within the free look period.

c. In the case of group insurance policies, the
disclosure form shall be contained as part of the certificate
of coverage or any related document furnished by the insurer
for the certificate holder.

2. If there is a premium or cost of insurance charge,
the insurer shall give the applicant a generic illustration
numerically demonstrating any effect of the payment of a
benefit on the policy's cash value, accumulation account,
death benefit, premium, policy loans and policy liens.

a. Inthe case of agent solicited insurance, the agent
shall provide the illustration to the applicant prior to or
concurrently with the application.

b. In the case of a solicitation by direct response
methods, the insurer shall provide the illustration to the
applicant at the time the policy is delivered.

c. In the case of group insurance policies, the
disclosure form shall be contained as part of the certificate
of coverage or any related document furnished by the insurer
for the certificate holder.
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3. Disclosure of Premium Charge

a. Insurers with financing options other than as
described in §1519.A.2 and 3 of this regulation shall disclose
to the policy owner any premium or cost of insurance charge
for the accelerated benefit. These insurers shall make a
reasonable effort to assure that the certificate holder is aware
of any additional premium or cost of insurance charge if the
certificate holder is required to pay such charge.

b. Insurers shall furnish an actuarial demonstration
to the state insurance department when filing the product
disclosing the method of arriving at their cost for the
accelerated benefit.

c. Disclosure of Administrative Expense Charge.
The insurer shall disclose to the policy owner any
administrative expense charge. The insurer shall make a
reasonable effort to assure that the certificate holder is aware
of any administrative expense charge if the certificate holder
is required to pay such charge.

D. Effect of the Benefit Payment. When a policy owner
or certificate holder requests an acceleration, the insurer
shall send a statement to the policy owner or certificate
holder and irrevocable beneficiary showing any effect that
the payment of the accelerated benefit will have on the
policy's cash value, accumulation account, death benefit,
premium, policy loans and policy liens. The statement shall
disclose that receipt of accelerated benefit payments may
adversely affect the recipient's eligibility for Medicaid or
other government benefits or entitlements. In addition,
receipt of an accelerated benefit payment may be taxable and
assistance should be sought from a personal tax advisor.
When a previous disclosure statement becomes invalid as a
result of an acceleration of the death benefit, the insurer shall
send a revised disclosure statement to the policy owner or
certificate holder and irrevocable beneficiary. When the
insurer agrees to accelerate death benefits, the insurer shall
issue an amended schedule page to the policyholder or notify
the certificate holder under a group policy to reflect any new,
reduced in-force face amount of the contract.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:644.

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 18:1409 (December
1992).

81513. Effective Date of the Accelerated Benefits

A. The accelerated benefit provision shall be effective
for accidents on the effective date of the policy or rider. The
accelerated benefit provision shall be effective for illness no
more than 30 days following the effective date of the policy
or rider.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:644.

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 18:1409 (December
1992).
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81515. Waiver of Premiums

A. The insurer may offer a waiver of premium for the
accelerated benefit provision in the absence of a regular
waiver of premium provision being in effect. At the time the
benefit is claimed, the insurer shall explain any continuing
premium requirement to keep the policy in force.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:644.

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 18:1409 (December
1992).

§1517. Discrimination

A. Insurers shall not unfairly discriminate among
insureds with differing qualifying events covered under the
policy or among insureds with similar qualifying events
covered under the policy. Insurers shall not apply further
conditions on the payment of the accelerated benefits other
than those conditions specified in the policy or rider.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:644.

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 18:1409 (December
1992).

81519. Actuarial Standards
A. Financing Options

1. The insurer may require a premium charge or cost
of insurance charge for the accelerated benefit. These
charges shall be based on sound actuarial principles. In the
case of group insurance, the additional cost may also be
reflected in the experience rating.

2. The insurer may pay a present value of the face
amount. The calculation shall be based on any applicable
actuarial discount appropriate to the policy design. The
interest rate or interest rate methodology used in the
calculation shall be based on sound actuarial principles and
disclosed in the contract or actuarial memorandum. The
maximum interest rate used shall be no greater than the
greater of:

a. the current yield on 90 day treasury bills; or

b. the current maximum statutory adjustable policy
loan interest rate.

3. The insurer may accrue an interest charge on the
amount of the accelerated benefits. The interest rate or
interest rate methodology used in the calculation shall be
based on sound actuarial principles and disclosed in the
contract or actuarial memorandum. The maximum interest
rate used shall be no greater than the greater of:

a. the current yield on 90 day treasury bills; or

b. the current maximum statutory adjustable policy
loan interest rate. The interest rate accrued on the portion of
the lien which is equal in amount to the cash value of the
contract at the time of the benefit acceleration shall be no
more than the policy loan interest rate stated in the contract.
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B. Effect on Cash Value

1. Except as provided in 81519.B.2, when an
accelerated benefit is payable, there shall be no more than a
pro rata reduction in the cash value based on the percentage
of death benefits accelerated to produce the accelerated
benefit payment.

2. Alternatively, the payment of accelerated benefits,
any administrative expense charges, any future premiums
and any accrued interest can be considered a lien against the
death benefit of the policy or rider, and the access to the cash
value may be restricted to any excess of the cash value over
the sum of any other outstanding loans and the lien. Future
access to additional policy loans could also be limited to any
excess of the cash value over the sum of the lien and any
other outstanding policy loans.

C. Effect of Any Outstanding Policy Loans on
Accelerated Death Benefit Payment. When payment of an
accelerated benefit results in a pro rata reduction in the cash
value, the payment may not be applied toward repaying an
amount greater than a pro rata portion of any outstanding
policy loans.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:644.

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 18:1409 (December
1992).

81521. Actuarial Disclosure and Reserves

A. Actuarial Memorandum. A qualified actuary should
describe the accelerated benefits, the risks, the expected
costs and the calculation of statutory reserves in an actuarial
memorandum accompanying each state filing. The insurer
shall maintain in its files descriptions of the bases and
procedures used to calculate benefits payable under these
provisions. These descriptions shall be made available for
examination by the commissioner upon request.

B. Reserves

1. When benefits are provided through the
acceleration of benefits under group or individual life
policies or riders to such policies, policy reserves shall be
determined in accordance with the Standard Valuation Law.
All valuation assumptions used in constructing the reserves
shall be determined as appropriate for statutory valuation
purposes by a member in good standing of the American
Academy of Actuaries. Mortality tables and interest
currently recognized for life insurance reserves by the NAIC
may be used as well as appropriate assumptions for the other
provisions incorporated in the policy form. The actuary must
follow both actuarial standards and certification for good
and sufficient reserves. Reserves in the aggregate should be
sufficient to cover:

a. policies upon which no claim has yet arisen;

b. policies upon which an accelerated claim has
arisen.
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2. For npolicies and certificates which provide
actuarially equivalent benefits, no additional reserves need
to be established.

3. Policy liens and policy loans, including accrued
interest, represent assets of the company for statutory
reporting purposes. For any policy on which the policy lien
exceeds the policy's statutory reserve liability such excess
must be held as a non-admitted asset.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:644.

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 18:1409 (December
1992).

81523. Filing Requirement

A. The filing and prior approval of forms containing an
accelerated benefit is required.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:644.

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 18:1409 (December
1992).

Chapter 17. Regulation 45—Filing of
Affirmative Action Plans

§1701. Purpose

A. The purpose of this regulation is to implement R.S.
22:1923.A.(I), which requires an insurer to file an
affirmative action plan upon the violation of a cease and
desist order issued by the commissioner after hearing.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:1923.A.(2).

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 19:1581 (December
1993).

§1703. Applicability and Scope

A. This regulation applies to any insurer that is called for
hearing before the commissioner for violating Part X of the
Insurance Code (Equal Opportunity In Insurance) and found
to be in violation of a Cease and Desist Order issued in
accordance with the provisions of R.S. 22:1923.A. It sets
forth the minimum content and procedures for the filing of
an affirmative action plan by an insurer who violates Part X
of the Insurance Code, and who then violates a cease and
desist order issued by the commissioner after hearing.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:1923.A.(2).

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 19:1581 (December
1993).

§1705. Content and Procedure

A. The commissioner shall notify an insurer of its
violation of a cease and desist order issued pursuant to Part
X of the Insurance Code by Certified U.S. Mail, return
receipt requested. Said notification shall also direct the
insurer to file an affirmative action plan.
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B. The notice shall require the insurer to file its plan
within 20 days of receipt of the notice.

C. The insurer shall file its plan by means of the U.S.
Mail, and it shall contain the minimum requirements stated
in R.S. 22:1923.C(4)(a) and (b).

D. The insurer shall address the plan to the attention of
the Office of Minority Affairs.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:1923.A.(2).

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 19:1581 (December
1993).

§1707. Effective Date

A. This regulation shall become effective upon final
promulgation in the Louisiana Register.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:1923.A.(2).

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 19:1581 (December
1993).

Chapter 19. Regulation 46—Long-
Term Care Insurance

§1901. Purpose

A. The purpose of this regulation is to implement R.S.
22:1731-1741, Long-Term Care Insurance Act, to promote
the public interest; to promote the availability of long-term
care insurance coverage; to protect applicants for long-term
care insurance, as defined, from unfair or deceptive sales or
enrollment practices; to facilitate public understanding and
comparison of long-term care insurance coverages; and to
facilitate flexibility and innovation in the development of
long-term care insurance.

AUTHORITY NOTE: Promulgated in accordance with R.S.
22:1736(A), 22:1736(E), 22:1738(C), 22:1739, and 22:1740.

HISTORICAL NOTE: Promulgated by the Department of
Insurance, Office of the Commissioner, LR 19:1153 (September
1993), amended LR 23:975 (August 1997), LR 31:462 (February
2005).

§1903. Applicability and Scope

A. Except as otherwise specifically provided, this
regulation applies to all long-term care insurance policies,
including qualified long-term care contracts and life
insurance policies that accelerate benefits for long-term care
delivered, or issued for delivery, in this state on or after
February 20, 2005, by insurers; fraternal benefit societies;
nonprofit health, hospital and medical service corporations;
prepaid health plans; health maintenance organizations; and
all similar organizations to the extent they are authorized to
issue life or health insurance. Certain provisions of this
regulation apply only to qualified long-term care insurance
contracts as noted. Renewal policies shall comply with this
regulation as amended.

B. Additionally, this regulation is intended to apply to
policies having indemnity benefits that are triggered by
activities of daily living and sold as disability income
insurance, if:
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	J. All lawsuits, demands, notices, summons, or other legal documents pertaining to claims are to be forwarded immediately to the Office of Risk Management's Claim Office for further handling.
	K. Any objects and/or products which may have caused, contributed to, or which are suspected of causing any accident are to be retained and preserved as evidence.
	L. Any claim paid by legislative appropriation is to be reported to the Office of Risk Management by Appropriations Control.

	§709. Reporting of State Automobile Liability and Physical Damage Claims
	A. All claims must be reported as soon as possible, but no later than the prescription period outlined in Book III, Title 24, Chapter 4 of the Louisiana Civil Code. In most cases, prescription periods are one year. ORM will pay only for covered losses...
	B. The state of Louisiana provides insurance coverage for liability and physical damage to state-owned and leased licensed vehicles and excess liability coverage for employee's private automobiles while being operated with proper authorization during ...
	C. All claims for liability or physical damage to state-owned and leased licensed vehicles are to be reported to the Office of Risk Management's Transportation Claims Unit in writing. If a loss involves property damage estimated at $5,000 or more or i...
	D. All claims are to be submitted to the Office of Risk Management, Transportation Unit, P.O. Box 91106, Baton Rouge, LA 70821-9106 on a DA 2041 (revised 12/98) accident report form. This form must be completed within 48 hours after an automobile acci...
	E. The Automobile Accident Form (DA 2041) must be completed and submitted to the Office of Risk Management, Transportation Unit, P.O. Box 91106, Baton Rouge, LA 70821-9106 or faxed to (225) 342-4470 within 48 hours after the accident occurred.
	F. Automobile accident reports are to be submitted with as much information as possible; however, if certain information is unavailable, the report is to still be submitted. Information which is unavailable can be obtained at a later date.
	G. All lawsuits, demands, notices, summons, or other legal documents pertaining to a claim against a state agency are to be submitted immediately to the Office of Risk Management's Claim Office for further handling.
	H. Any objects and/or products which may have caused, contributed to, or which are suspected of causing an accident are to be retained and preserved as evidence.
	I. If a loss occurs or a claim arises, do not assume any obligation or incur any expenses without authority from the Office of Risk Management.
	J. If repair or replacement of a state vehicle is not completed within 12 months of the loss date, or if approval is not obtained from the commission of administration within the same period of time for expenditure of insurance proceeds for some other...
	K. More information relative to the reporting of state automobile liability and physical damage claims such as reimbursement of collision deductible on employees' personally-owned vehicle used on state business, towing of state vehicles, reduction of ...

	§711. Reporting of Aviation Claims
	A. All claims must be reported as soon as possible, but no later than the prescription period outlined in Book III, Title 24, Chapter 4 of the Louisiana Civil Code. In most cases, prescription periods are one year. ORM will pay only for covered losses...
	B. The state of Louisiana provides insurance coverage for aviation losses which includes liability and hull coverage. All claims are to be reported to the Office of Risk Management's Transportation Claims Unit.
	C. Claims are to be submitted within 48 hours after an accident/incident to the Office of Risk Management, Transportation Unit, P.O. Box 91106, Baton Rouge, LA 70821-9106 on the Aviation Accident Report form furnished by the Office of Risk Management....
	D. All lawsuits, demands, notices, summons, or other legal documents pertaining to a claim against a state agency are to be forwarded immediately to the Office of Risk Management's Transportation Claims Unit for further handling.
	E. Any objects and/or products which may have caused, contributed to, or which are suspected of causing an accident are to be retained and preserved as evidence.
	F. If a loss occurs or a claim arises, the agency is not to assume any obligations or incur any expenses without authority from the Office of Risk Management.

	§713. Reporting of Wet Marine Claims (Over 26 Feet)
	A. All claims must be reported as soon as possible, but no later than the prescription period outlined in Book III, Title 24, Chapter 4 of the Louisiana Civil Code. In most cases, prescription periods are one year. ORM will pay only for covered losses...
	B. The state of Louisiana provides insurance for liability and hull damage for marine vessels over 26 feet in length.
	C. All claims involving vessels in excess of 26 feet are to be reported, in writing, to the Office of Risk Management's Transportation Unit. All bodily injury claims are to be reported by telephone to the Office of Risk Management's Transportation Unit.
	D. Claims are to be submitted in writing within 48 hours after an accident/incident to the Office of Risk Management, Transportation Unit, P.O. Box 91106, Baton Rouge, LA 70821-9106.
	E.1. Information required to be submitted when a claim is reported to the Office of Risk Management's Transportation Unit includes the following:
	a. complete description of vessel, including hull identification and coast guard certificate number;
	b. name of captain or master and passengers;
	c. exact location of incident;
	d. date and time of incident;
	e. names and addresses of third parties involved if known;
	f. description of damages;
	g. contact persons who can assist in investigation;
	h. circumstances surrounding and/or cause of accident.
	2. All accidents/incidents involving ferry boats are to be reported to the Office of Risk Management on the Department of Transportation (DOTD) accident report forms: DOTD 03-18-3023 for private vehicles and DOTD 03-18-3024 for passenger(s) injured.

	F. All lawsuits, demands, notices, summons, or other legal documents pertaining to a claim against a state agency are to be forwarded immediately to the Office of Risk Management's Transportation Claims Unit for further handling.
	G. Any objects and/or products which may have caused, contributed to, or which are suspected of causing an accident are to be retained and preserved as evidence.
	H. If a loss occurs or a claim arises, the agency is not to assume any obligation or incur any expenses without authority from the Office of Risk Management.
	I. Refer to the Office of Risk Management's web site, www.doa.louisiana.gov/orm, for procedures for repairing water vessels (over 26 feet) covered by the commercial insurance market.

	§715. Reporting of Bond and Crime Claims
	A. All claims must be reported as soon as possible, but no later than the prescription period outlined in Book III, Title 24, Chapter 4 of the Louisiana Civil Code. In most cases, prescription periods are one year. ORM will pay only for covered losses...
	B. The state of Louisiana provides insurance coverage for bond and crime which includes performance, money and securities. All claims are to be reported, in writing, to the Office of Risk Management's Property Claims Unit, P.O. Box 91106, Baton Rouge,...
	C. Information required to be submitted includes the following:
	1. name of insured agency;
	2. date of loss;
	3. location of loss;
	4. circumstances surrounding the occurrence;
	5. approximate value of loss; and
	6. name of person reporting claim, listing job title and telephone number.

	D. Claims are to be submitted, in writing, to the Office of Risk Management, P.O. Box 91106, Baton Rouge, LA 70821-9106.
	E. Any objects and/or products which may have caused, contributed to, or which are suspected of causing an accident are to be retained and preserved as evidence.
	F. If a loss occurs or a claim arises, the agency is not to assume any obligation or incur any expenses without authority from the Office of Risk Management.

	§717. Reporting of Medical Malpractice Liability Claims
	A. All claims must be reported as soon as possible, but no later than the prescription period outlined in Book III, Title 24, Chapter 4 of the Louisiana Civil Code. In most cases, prescription periods are one year. ORM will pay only for covered losses...
	B. Prior to July 1, 1988 the state of Louisiana provided medical malpractice coverage in accordance with the provision of R.S. 40:1299.39 which details coverage and liability provisions. Effective July 1, 1988, the state of Louisiana became self-insur...
	C. Coverage excludes the following:
	1. premises liability;
	2. bodily injury to employees arising out of employment by the insured;
	3. all obligations under worker's compensation or similar laws; and
	4. bodily injury in handling or maintenance of automobiles, aircraft, watercraft, or transportation of mobile equipment by an auto owned, operated, rented, or loaned to any insured.

	D. Claims are to be submitted, in writing, to the Office of Risk Management, P. O. Box 91106, Baton Rouge, LA 70821-9106.
	E. If a loss is serious in nature, it is to be reported by telephone to the Office of Risk Management for review to determine if coverage is applicable.
	F. Claims which are made against a state agency by a third party are to be submitted to the Office of Risk Management for review to determine if coverage is applicable.
	G. All lawsuits, demands, notices, summons, or other legal documents pertaining to a claim against a state agency are to be forwarded immediately to the Office of Risk Management's Medical Malpractice Claim Unit for further handling.
	H. Any objects and/or products which may have caused, contributed to, or which are suspected of causing an accident are to be retained and preserved as evidence.
	I. If a loss occurs or a claim arises, the agency is not to assume any obligation or incur any expenses without authority from the Office of Risk Management.

	§719. Reporting of Road and Bridge Hazard Claims (Department of Transportation and Development)
	A. All claims must be reported as soon as possible, but no later than the prescription period outlined in Book III, Title 24, Chapter 4 of the Louisiana Civil Code. In most cases, prescription periods are one year. ORM will pay only for covered losses...
	B. The state of Louisiana provides road and bridge hazard liability coverage for bodily injury and property damage claims resulting from the establishment, design, construction, existence, ownership, maintenance, use, extension, improvement, repair, o...
	C. All road and bridge hazard claims are to be submitted, in writing, to the Office of Risk Management on the DOTD/ORM Report of Road Hazard Incident form. Forms can be obtained from the Office of Risk Management's Road and Bridge Hazard Claims Unit o...
	D. Claims are to be submitted, in writing, to the Office of Risk Management, P.O. Box 91106, Baton Rouge, LA 70821-9106.
	E. If a loss is serious in nature, it is to be reported by telephone to the Office of Risk Management for review to determine if coverage is applicable.
	F. Claims which are made against a state agency by a third party are to be submitted to the Office of Risk Management for review to determine if coverage is applicable.
	G. All lawsuits, demands, notices, summons, or other legal documents pertaining to a claim against a state agency are to be forwarded immediately to the Office of Risk Management's Claim Office for further handling.
	H. Any objects and/or products which may have caused, contributed to, or which are suspected of causing an accident are to be retained and preserved as evidence.
	I. If a loss or a claim arises, the agency is not to assume any obligation or incur any expenses without authority from the Office of Risk Management.
	J. It would be the responsibility of the district office of the Department of Transportation and Development to verify the following:
	1. that the alleged accident occurred on a state maintained highway/road;
	2. existence of the damage;
	3. whether the state had knowledge of the defect prior to the alleged accident;
	4. the existence of any contract which may exist between the state and any municipality, contractor or other party.


	§721. Claims Unit Contacts
	A. For further information on reporting a claim or requesting information regarding a specific claim, contact the Office of Risk Management, in writing, at P.O. Box 91106, Capitol Station, Baton Rouge, LA 70821-9106 or telephone the appropriate claims...


	Chapter 9.  Risk Analysis and Loss Prevention
	§901. Risk Analysis and Loss Prevention
	A. R.S. 39:1543 requires the development of a comprehensive loss prevention program, for implementation by all state agencies, including basic guidelines and standards of measurement.
	B. In order to fully comply with this statute a comprehensive loss prevention plan has been developed, and the following are to be implemented by every state department, agency, board, or commission that employs 15 or more employees.
	Any Other Loss Prevention Program―developed by the Office of Risk Management, Loss Prevention Unit in conjunction with the Interagency Advisory Council for the prevention and reduction in accident events that may cause injury, illness, or property dam...
	Aviation Safety Program―program to provide a systematic method of screening, training, and accountability for employees and supervisors required to assign or operate state-owned aircraft in the scope of their employment.
	Driver Safety Program―program to provide a systematic method of screening, training, and accountability for employees and supervisors required to assign or drive state-owned vehicles or personal vehicles in the course and scope of their employment.
	Employee Training―training to establish a systematic method of training employees to perform the required tasks in a safe and efficient manner and to insure all employees receive periodic refresher training.
	Equipment Management Program―written loss prevention maintenance program to include, but not limited to, a history of each piece of equipment, designate responsibility, schedule of when maintenance is to be performed, list of equipment to be maintaine...
	First Aid―adoption of a first aid program which will provide a trained first aid person at each job site and shift. This policy covers all facilities and crews.
	Hazard Control Program―program to establish a systematic method of recognizing, evaluating, and controlling hazards prior to them producing injury, illness, or property damage.
	Housekeeping Program―program to provide a method for systematically inspecting and eliminating safety and fire hazards that result from uncontrolled sources. To establish clearly defined areas of responsibility for orderliness and cleanliness through ...
	Inspections Program―a program to maintain a safe environment and control unsafe acts, roadway hazard inspection reports, and medical malpractice records.
	Investigation Program―a program to thoroughly investigate and identify, as soon as possible, the actual causes and contributing factors of losses in an attempt to prevent recurrences.
	Job Safety Analysis―a procedure to be used to review job methods and hazards that relate to the work environment. The job safety analysis should be performed on all tasks or processes that have a higher than normal rate of producing bodily injury or p...
	Management Policy Statement―an expression of management, philosophies and goals toward safety.
	Record Keeping―records to establish a procedure for the uniform development and maintenance of loss prevention and control documents to be retained for one year. This will include inspection reports, accident investigation reports, minutes of safety m...
	Responsibility for Safety in an Organization―a written document to clearly define supervisory responsibilities at all levels.
	Safety Meetings―meetings to be conducted by supervisors with employees on a quarterly basis, unless otherwise specified by ORM, to educate, inform, motivate and examine work practices for potentially unsafe acts that could produce bodily injury and pr...
	Safety Rules―general instructions developed by agencies regarding the employees' responsibilities.
	Water Vessel Operator Safety Program―program to provide a systematic method of screening, training, and accountability for employees and supervisors required to assign or operate state-owned water vessels in the scope of their employment.

	C. The minimum requirements are in no way intended to require revisions of existing safety plans which meet or exceed these minimum requirements. However, these existing plans are subject to the loss prevention unit for review and acceptance.
	D. The loss prevention unit will audit each department, agency, board, or commission to insure compliance of the development, implementation, and adherence to the program. Audits will be conducted once every three years with a re-certification review ...
	1. workers compensation―regular;
	2. workers compensation―maritime;
	3. general liability;
	4. auto liability and auto physical damage;
	5. property and inland marine;
	6. boiler and machinery;
	7. bond and crime risk;
	8. aviation;
	9. marine.



	Chapter 11.  Law Enforcement Officers' and Firemen's Survivor Benefit Review Board
	§1101. Survivors Benefits
	A. Purpose
	1. To establish an effective and efficient mechanism for fulfilling the provisions of R.S. 39:1533.A, 33:1981, 33:1947, and 33:2201.B.
	2. To govern the submission, evaluation and determination of claims submitted pursuant to R.S. 33:1947, 33:2201, and 33:1981.

	B. Application
	1. The rules will apply to all claims arising from R.S. 33:1947, 33:2201, and 33:1981.

	C. Definitions
	Board―the Law Enforcement Officers and Firemen's Survivors Benefit Board.
	Child―as defined in R.S. 33:1947.C.
	Fireman―as defined in R.S. 33:1981.
	Law Enforcement Officer―as defined in R.S. 33:2201.B.
	Line of Duty―any activity performed in which a law enforcement officer suffers death as a result of:
	a. an injury arising out of and in the course of the performance of his official duties; or
	b. arising out of any activity while on or off duty, in his official enforcement capacity, involving the protection of life or property.

	Qualifying Claim―those claims meeting the criteria of claims request documentation, and the meaning ascribed to line of duty.
	Spouse―as defined in R.S. 33:1947.C.

	D. Board Membership and Domicile
	1. The board's official domicile will be located in Baton Rouge. All claims hearings, presentations etc. will be held in the board's official domicile. Claimant expenses related to claim preparation and presentation are not allowable for reimbursement...
	2. The board will be comprised of those individuals or their designees as stated in R.S. 33:1947.

	E. Claims Requests
	1. All claims shall be submitted to the chairman of Louisiana Law Enforcement and Firemen's Survivors Benefit Board through the Department of Justice-Attorney General.
	2. All claim requests must include the following documentation:
	a. notarized affidavit for decedent's date of employment, rank, duty assignment, routine work schedule, work responsibilities, brief statement outlining injuries;
	b. copy of decedent's commission as police officer/fireman;
	c. notarized affidavits from any witnesses to incident;
	d. certified copy of investigative report, or uncertified copy accompanied by notarized affidavit of reporting investigative officer, which identifies copy of report as accurate reproduction of original report;
	e. certified copy of decedent's death certificate and autopsy protocol report;
	f. notarized affidavit from decedent's surviving spouse stating full their full name, address, date of marriage, and that they were not legally separated or divorced at time of death. Also, a certified copy of marriage license;
	g. list of names and birth dates of each minor child born to or adopted by decedent, certified copies of birth certificates;
	h. certified copy of letters of tutorship;
	i. notarized affidavit of tutor or legal representative of surviving child stating child is unmarried and under the age of 18, or alternately, is unmarried, under the age of 23, and a student;
	j. notarized affidavit of caretaker of surviving child which states the major child is physically and/or mentally handicapped, totally and permanently disabled, and solely dependent upon decedent for support. Also, copy of the major child's medical an...
	k. if decedent was not survived by a spouse, a notarized affidavit from parents which state that decedent was their child, the date and place of decedent's birth, and full name and address of each surviving parent. Also, a copy of decedent's birth cer...


	F. Procedures for Hearings
	1. Upon receipt of a claim, the chairman will schedule the claim for board hearing within 60 days after all required documentation is received. Each claim shall be assigned a sequential number claim code which shall be utilized for official references.
	2. The chairman shall notify the board members, claimant, and appointing authority of the claimant of the claim items up for consideration no later than 10 days prior to hearing.
	3. At the hearing date described the board shall officially receive and act upon all claims received.
	4. The board may, at its discretion, entertain additional oral presentations from outside parties regarding the claim.
	5. The board shall have the following options with regards to the claim action:
	a. approval of the qualifying claim;
	b. denial of the claim;
	c. deferral pending receipt of additional data.

	6. The board shall inform the claimant, in writing, of its determination.
	7. If approved, the board chairman shall certify to the commissioner of administration and request payment in accordance with R.S. 39:1533.

	G. Appeals
	1. Claimant may appeal within 60 days of being advised of the board's decision;
	2. This appeal shall be filed in the 19th JDC.




	Subpart 2.  Worker's Compensation Fee Schedule
	Chapter 25.  Fees
	§2501. Fee Schedule
	A. The director, Office of Risk Management, Division of Administration, pursuant to notice of intent published December 20, 1987, and pursuant to provisions of R.S. 23:1034.2 and R.S. 39:1527 et seq., adopted effective April 1, 1988 a fee schedule for...



	Part III.  Patients' Compensation Fund Oversight Board
	Chapter 1.  General Provisions
	§101. Scope
	A. The rules of Part III provide for and govern the organization, administration, and defense of the Patients' Compensation Fund (the fund or PCF) by the Louisiana Patients' Compensation Fund Oversight Board (the board), within the Office of the Gover...

	§103. Source and Authority
	A. These rules are promulgated by the board to provide for and implement its authority and responsibility to administer and defend the Patients' Compensation Fund pursuant to the Louisiana Medical Malpractice Act (the Act), R.S. 40:1299.41-1299.48.

	§105. Patients' Compensation Fund: Description
	A. The Patients' Compensation Fund is a special fund established by R.S. 40:1299.44, funded by surcharges paid by private health care providers enrolled with the fund, to provide just compensation to patients suffering loss, damages, or expense as the...

	§107. Purpose and Objective of Rules; Construction, Application
	A. These rules are adopted and promulgated to ensure that the Patients' Compensation Fund is organized, administered, and operated on a financially and actuarially sound basis so as to achieve the purpose for which it was established, by providing tha...

	§109. General Definitions
	A. As used in these rules, the following terms shall have the meanings specified:
	1. Terminology Definitions
	Act―the Louisiana Medical Malpractice Act, Act 1975, Number 817, as amended, R.S. 40:1299.41-1299.48.
	Board―the Louisiana Patients' Compensation Fund Oversight Board established pursuant to R.S. 40:1299.44 .D.
	Executive Director―the Executive Director of the Louisiana Patients' Compensation Fund Oversight Board, as designated, appointed, and delegated authority pursuant to §303.

	2. Coverage Definitions
	Claims-Made Coverage―a form of professional liability coverage which provides coverage for a claim arising from an incident which both occurred and was reported during the effective period of qualification with the fund. Provider must meet all require...
	Extended Reporting Endorsement―tail coverage.
	Occurrence Coverage―a form of professional liability coverage which provides coverage for a claim arising from an incident which occurred during the effective period of qualification, regardless of whether the provider was actively enrolled on the dat...
	Self-Insured Coverage―a form of professional liability coverage which provides coverage for a claim arising from an incident which occurred during the effective period of qualification, regardless of whether the provider was actively enrolled on the d...
	Tail Coverage―an endorsement which, when purchased by a provider at the end of his claims-made coverage period, provides coverage for a claim arising from an incident which occurred during the effective period of enrollment but was reported following ...

	3. Provider Definitions
	Enrolled Provider―an enrolled provider is one who has met the requirements for qualification in the Louisiana Patients' Compensation Fund (including the financial responsibility requirements of R.S. 40:1299.42) who also:
	i. is currently actively involved in medical practice and/or providing medical services in Louisiana; and
	ii. has paid the appropriate surcharge for such practice to the fund for their current policy year.
	Qualified Provider―any provider who has met the statutory requirements for malpractice coverage with the Louisiana Patients' Compensation Fund. Qualified providers may be currently either active or inactive in the practice of medicine in Louisiana, de...

	4. General Definitions
	Accept or Collect―with reference to the acceptance or collection of payments of applicable surcharges for enrollment with the fund, such surcharges will be deemed to have been accepted or collected by the commercial professional health care liability ...
	Disability―for purposes of determining eligibility for the provisions of §715.D of these rules, the inability to continue the practice of medicine due to a permanent illness, injury, or physical impairment. However, for purposes of consideration for a...



	§111. Interpretive Definitions
	A. As used in these rules and in the Act, the following terms are interpreted and deemed to have the meanings specified.
	Certified Nurse Assistant―a certified nurse aide certified by the Board of Examiners of Nursing Facility Administrators, pursuant to R.S. 37:2504, as amended.
	Certified Registered Nurse Anesthetist―a registered nurse who administers any form of anesthetic to any person in Louisiana in accordance with the conditions specified by R.S. 37:930, as amended.
	Chiropractor―a person holding a license to engage in the practice of chiropractic in the state of Louisiana, pursuant to R.S. 37:2801-2830, as amended.
	Dentist―a person holding a license to engage in the practice of dentistry in the state of Louisiana, pursuant to R.S. 37:751-793, as amended.
	Licensed Practical Nurse―a person holding a license to engage in the practice of practical nursing in the state of Louisiana, pursuant to R.S. 37:961-979, as amended.
	Non-Profit Cancer Treatment Facility―a non-profit facility considered tax-exempt under §501(c)(3), Internal Revenue Code, pursuant to 26 U.S.C. §501(c)(3), for the diagnosis and treatment of cancer or cancer-related diseases, whether or not such a fac...
	Nurse Midwife―a registered nurse certified by the Louisiana State Board of Nursing as a certified nurse midwife.
	Nursing Home―a private home, institution, building, residence or other place, licensed or provisionally licensed by the Department of Health and Hospitals, pursuant to R.S. 40:2009.2, as amended.
	Optometrist―a person holding a license to engage in the practice of optometry in the state of Louisiana, pursuant to R.S. 37:1041-1068, as amended.
	Person―an individual, natural person.
	Pharmacist―a person holding a certificate of registration issued by the Louisiana Board of Pharmacy pursuant to R.S. 37:1171-1208, as amended.
	Physical Therapist―a person holding a license to engage in the practice of physical therapy in the state of Louisiana, pursuant to R.S. 37:2401-2418, as amended.
	Podiatrist―a person holding a license to engage in the practice of podiatry in the state of Louisiana, pursuant to R.S. 37:611-628, as amended.
	Professional Corporation―any professional corporation a health care provider is authorized to form under the provisions of Title 12 of the Louisiana Revised Statutes of 1950, as amended.
	Psychologist―a person holding a license to engage in the practice of psychology in the state of Louisiana, pursuant to R.S. 37:2351-2366, as amended.
	Registered Nurse―a person holding a license to engage in the practice of nursing in the state of Louisiana, pursuant to R.S. 37:911-931, as amended.


	§113. Severability
	A. If any provision of these rules, or the application or enforcement thereof, is held invalid, such invalidity shall not affect other provisions or applications of these rules which can be given effect without the invalid provisions or applications, ...


	Chapter 3.  Organization, Functions, and Delegations of Authority
	§301. Board Organization
	A. Before taking office, each member of the board duly appointed by the governor shall subscribe before a notary public, and cause to be filed with the secretary of the board, an oath in substantially the following form:
	B. The board shall annually, at its first meeting following the first day of July of each year, elect from among its members as a chairman, a vice-chairman, and a secretary, each of whom shall serve in such office until their successors are duly elect...
	C. Meetings of the board shall be noticed, convened, and held not less frequently than quarterly during each calendar year and otherwise at the call of the chairman or on the written petition for a meeting signed by not less than that number of board ...
	D. Five members of the board shall constitute a quorum for all purposes, including the call and conduct of meetings, the rulemaking functions of the board, and the exercise of all other powers and authorities conferred on the board by law. No member o...

	§303. Executive Director of the Patients' Compensation Fund Oversight Board
	A. The position of executive director of the Louisiana Patients' Compensation Fund Oversight Board is hereby established by the board as an unclassified position. The executive director shall be employed by the board and, subject to other provisions o...
	B. The executive director shall be responsible, and accountable to the board for the overall administration, operation, conservation, management, and defense of the fund to the extent of the responsibilities imposed on the board by the Act. Without li...
	1. receiving and processing health care provider applications for enrollment with the fund;
	2. determining whether applicants for enrollment satisfy the standards of financial responsibility and possess the other qualifications for enrollment specified by these rules;
	3. timely collection of surcharges from, or paid by insurers on behalf of, enrolled health care providers;
	4. certification of enrollment upon the presentation of claims against health care providers enrolled with the fund;
	5. processing claims against enrolled health care providers and the fund in accordance with the Act and these rules;
	6. collection, accumulation, and maintenance of comprehensive historical claims experience data from enrolled health care providers and insurance companies providing professional liability coverage to health care providers in the state of Louisiana, i...
	7. maintenance of accurate, current, and complete data on pending and concluded and closed claims against the fund;
	8. coordination of the defense and disposition of claims against the fund;
	9. payment of judgments, settlements, arbitration awards, and medical expenses;
	10. retention of an actuary for the fund in accordance with §701;
	11. development and submission, in conjunction with the PCF's actuary, of surcharge rate and rate change filings with the Louisiana Insurance Rating Board, based on annual actuarial studies;
	12. financial accounting for the fund in accordance with generally accepted accounting principles;
	13. development and submission of an annual budget and appropriation request as provided by §§1305-1307 of these rules;
	14. preparation and submission of such reports on the status, administration, and operation of the fund, and on the disposition of individual claims against the fund, as required by law or as directed by the board; and
	15. the discharge and performance of such other duties, responsibilities, functions, and activities as are expressly or impliedly imposed on the board by the Act or as specified by these rules.

	C. All authority for the administration and operation of the fund vested in the board by the Act is hereby delegated to the executive director. In the exercise of such authority, the executive director shall be accountable to, and subject to the super...
	D. Without limitation on the generality of the provision made by §307 for the payment of the expenses of administration and defense of the fund, the salary and employment benefits of the executive director and any expenses properly and lawfully incurr...

	§305. Fund Property
	A. The board is the custodian of all tangible and intangible property, assets, rights, and interests of the fund and the repository for all of the fund's records, files, information, and data. All furniture, fixtures, equipment, goods, supplies, files...
	B. The board shall annually conduct and record an inventory of all of the property, assets, rights, and interests of the fund and shall at all times maintain a current, accurate, and complete schedule of the property, assets, rights, and interests of ...

	§307. Expenses of Administration and Defense
	A. All expenses incurred for, by, or on behalf of the executive director or the board in their administration, operation, and defense of the fund, pursuant to the Act and these rules, shall be borne by the fund, subject to the provision of these rules...


	Chapter 5.  Enrollment with the Fund
	§501. Scope of Chapter
	A. The rules of Chapter 5 provide for and govern the qualifications, conditions, and procedures requisite to enrollment with the fund, demonstration and maintenance of financial responsibility, and termination or cancellation of enrollment.

	§503. Basic Qualifications for Enrollment
	A. To be eligible for enrollment with the fund, a person, professional corporation, professional partnership, or institution shall:
	1. be a health care provider, as defined by the Act or by these rules, who or which is engaged in the provision of health care services within the state of Louisiana, and which is not organized solely or primarily for the purpose of qualifying for enr...
	2. demonstrate and maintain, to the satisfaction of and in the manner specified by the executive director and in accordance with the standards prescribed by §§503-511 hereof, or as otherwise provided by law, financial responsibility for, and with resp...
	3. make application for enrollment upon forms prescribed and supplied by the executive director, pursuant to §513 of these rules; and
	4. pay the applicable surcharges to the fund.


	§505. Financial Responsibility: Insurance
	A. A health care provider shall be deemed to have demonstrated the financial responsibility requisite to enrollment with the fund by submitting certification that the health care provider is or will be insured on a specific date under a policy of insu...
	B. To be acceptable as evidence of financial responsibility pursuant to §505, an insurance policy:
	1. must be issued:
	a. by an insurance company admitted to do business in this state; or
	b. by an unauthorized insurer which is on the list of approved unauthorized insurers maintained by the Commissioner of Insurance pursuant to R.S. 22:1262.1 and which has:
	i. a rating by A.M. Best and Co. of "A-" or higher; or
	ii. a rating by Standard and Poor's of "AA-" or higher; or
	iii. a rating by Moody's of "Aa" or higher; or

	c. by a risk retention group organized and operating in this state pursuant to the Federal Liability Risk Retention Act of 1986, 15 U.S.C. 3901 et seq., and which has given notice of its operation within this state to the Commissioner of Insurance and...
	d. by the Louisiana Residual Malpractice Insurance Authority, R.S. 40:1299.46;

	2. shall be of a form approved by the Commissioner of Insurance of the state of Louisiana and specifically approved by the executive director;
	3. must provide for the insurer's assumption of the defense of any covered claim, without limitation on the insurer's maximum obligation respecting the cost of defense;
	4. shall be nonassessable;
	5. shall not be subject to a retention or deductible payable by the insured health care provider, with respect to liability, costs of defense or claim adjustment expenses, in excess of $25,000, provided that an insurance policy provision which require...
	6. must, by provision or endorsement, obligate the insurer to give immediate notice to the executive director of cancellation, termination, or lapse of the policy, or of modification of the scope or limits of its coverage by endorsement or otherwise.

	C. The certification required by §505.A shall be issued and executed by an officer or authorized agent of the applicant health care provider's insurer and shall specifically identify the policyholder, the named insureds under such policy, the policy p...
	D. Upon request, the executive director shall advise applicants as to whether any specified policy form has been approved pursuant to §505, or provide a list of all policy forms so approved.
	E. The insurance coverage required by this rule to demonstrate the requisite financial responsibility for qualification with the fund shall be deemed to be continuing without a lapse in coverage by the fund, provided that the health care provider meet...

	§507. Financial Responsibility: Self-Insurance
	A. A health care provider shall be deemed to have demonstrated the financial responsibility requisite to enrollment with the fund by depositing with the board $125,000, in money or represented by irrevocable letters of credit, federally insured certif...
	B. For purposes of §507, upon approval by the board of an application filed by the group, any group of health care providers organized to and actually practicing together or otherwise related by ownership, whether as a corporation, partnership, limite...
	1. This proof of group status shall be submitted to the board:
	a. with the group's original application;
	b. within 30 days of any change in the group's status, organization, or membership; and
	c. within 10 calendar days of receipt of a written demand therefor from the board.

	2. It shall be insufficient for qualification under this rule if a group is organized solely or primarily for the purpose of qualifying for enrollment with the fund.

	C.1 The following bonds and securities shall be deemed approved by the board for purposes of the deposit required by §507:
	a. bonds or securities not in default as to principal or interest which are the direct obligations of, or which are secured or guaranteed as to principal and interest by full faith and credit of the United States, any state or territory of the United ...
	b. government sponsored AAA rated securities which carry an implied guarantee from the United States Government;
	c. bonds or evidence of indebtedness not in default as to principal or interest which are the direct obligations of, or which are secured or guaranteed as to principal and interest by the issuing body, the state, or political subdivision of this state...
	d. the bond of an authorized surety company engaged in business in the state of Louisiana which has an A.M. Best rating of A+ VIII or better. In addition, the company should meet the stated minimum rating criteria for two of the following rating servi...
	i. Standard and Poor AA;
	ii. Duff and Phelps AA;
	iii. Moody's Aa2;

	e. an unconditional letter of credit with an automatic renewal provision where the issuing bank carries a commercial paper rating of P-1 by Moody's and/or an A-1 by Standard and Poor;
	f. an escrow account in the name of Patients' Compensation Fund where the issuing bank carries a commercial paper rating of P-1 by Moody's and/or an A-1 by Standard and Poor.
	2. In addition to the above, a health care provider may apply to the board for approval of any other security which, if approved by the board, shall constitute proof of financial responsibility.
	3. In addition to depositing the money or original instrument evidencing the approved security with the board, a self-insured health care provider shall be required to execute a pledge agreement prescribed and supplied by the executive director and to...

	D. Money, accounts, certificates of deposit, or other approved insurance or securities deposited, pledged or assigned to the board pursuant to §507 shall not be assigned, transferred, sold, mortgaged, pledged, hypothecated or otherwise encumbered by t...
	E. To maintain financial responsibility for continuing enrollment or qualification with the fund, a health care provider shall at all times maintain the unimpaired principal value of the deposit provided for by §507 at not less than $125,000. The valu...
	F.1. Reserves for claims against a self-insured health care provider shall, for the purposes of §507, be established in any of the following ways:
	a. the self-insured health care provider shall, within 90 days of notice of a claim and no less than every 90 days thereafter, submit a proposed reserve amount to the executive director, along with appropriate supporting documentation. Unless rejected...
	b. the self-insured health care provider may contract with a consultant company approved by the board to set its reserves;
	c. the self-insured health care provider may set its reserves with the assistance of in-house counsel and/or risk managers and/or defense attorneys when approved to do so by the board.
	2. In granting approval under either §507.F.b or c, the board shall give consideration to the qualifications of the consultant company, in-house counsel, risk managers and/or defense attorneys including, but not limited to, experience in reserve setti...

	G. A self-insured health care provider who evidences financial responsibility pursuant to §507 may, upon 45 days prior written notice to the executive director, withdraw any portion of the deposit prescribed by §507 provided that, following such withd...
	H.1. A self-insured health care provider who has evidenced financial responsibility pursuant to §507 may withdraw the deposit prescribed by §507 upon authorization of the executive director. The security furnished as proof of financial responsibility,...
	a. the date the health care provider terminated enrollment with the fund as a self-insured health care provider;
	b. that there are no medical malpractice claims pending with the board or in a court of competent jurisdiction;
	c. that there are no unpaid final judgments or settlements against or made by the health care provider in connection with or arising out of a malpractice claim; and
	d. that there are no unasserted medical malpractice claims which are probable of assertion against the health care provider.
	2. Effective as of the date on which a self-insured health care provider's deposit is withdrawn pursuant to §507, the health care provider's enrollment and qualification with the fund shall be terminated.


	§509. Financial Responsibility: Self-Insurance Trusts
	A. The shareholders of a professional corporation, the partners of a professional partnership, a solo practitioner, a health care provider institution, or a group of such institutions may demonstrate the financial responsibility requisite to enrollmen...
	B.1. The following bonds and securities shall be deemed approved by the board for purposes of the deposit required by §509:
	a. bonds or securities not in default as to principal or interest which are the direct obligations of, or which are secured or guaranteed as to principal and interest by full faith and credit of the United States, any state or territory of the United ...
	b. government sponsored AAA rated securities which carry an implied guarantee from the United States Government;
	c. bonds or evidence of indebtedness not in default as to principal or interest which are the direct obligations of, or which are secured or guaranteed as to principal and interest by the issuing body, the state, or political subdivision of this state...
	d. the bond of an authorized surety company engaged in business in the state of Louisiana which has an A.M. Best rating of A+ VIII or better. In addition, the company should meet the stated minimum rating criteria for two of the following rating servi...
	i. Standard and Poor AA;
	ii. Duff and Phelps AA;
	iii. Moody's Aa2;

	e. an unconditional letter of credit with an automatic renewal provision where the issuing bank carries a commercial paper rating of P-1 by Moody's and/or an A-1 by Standard and Poor;
	f. an escrow account in the name of Patients' Compensation Fund where the issuing bank carries a commercial paper rating of P-1 by Moody's and/or an A-1 by Standard and Poor.
	2. In addition to the above, a health care provider may apply to the board for approval of any other security which, if approved by the board, shall constitute proof of financial responsibility.
	3. In addition to depositing the money or original instrument evidencing the approved security with the board, a self-insured trust shall be required to execute a pledge agreement prescribed and supplied by the executive director and to provide eviden...

	C. Application to the executive director for approval of a self-insurance trust as evidence of financial responsibility shall include:
	1. identification of, by name, address, and category of practitioner or each shareholder of an applicant professional corporation, each partner of an applicant professional partnership or each health care institution participating in the self-insuranc...
	2. a certified copy of the self-insurance trust instrument and any related organizational or operational documents;

	D. The executive director shall approve of a self-insurance trust if such trust meets the requirements of the Health Care Financing Administration's (HCFA) Medicare Provider Reimbursement Manual, Part 1, §2162.7, related to self-insurance trusts. Thos...
	E. Each self-insurance trust approved by the executive director as evidence of financial responsibility pursuant to §509 shall be subject to audit or examination upon reasonable prior notice to the trustees thereof, and each such trust shall, within 6...
	F. Each self-insurance trust approved by the executive director as evidence of financial responsibility pursuant to §509 shall give written notice to the executive director within 10 days of any date that:
	1. the trust instrument or other organizational or operational documents are amended; or
	2. any participating member of the trust ceases to be a member or any new member begins participation with the trust.

	G. For the purpose of determining whether the deposit required of an approved self-insurance trust is impaired, the unpaid final judgments, court-approved settlements, and reserves against claims against all members of a self-insurance trust shall be ...
	H.1. Reserves for claims against a self-insurance trust shall, for the purposes of §509, be established either of the following ways:
	a. the self-insurance trust shall, within 90 days of notice of a claim and no less than every 90 days thereafter, submit a proposed reserve amount to the Office of Risk Management, along with appropriate supporting documentation. Unless rejected by th...
	b. the self-insurance trust may contract with a consultant company approved by the board to set its reserves; or
	c. the self-insurance trust may set its reserves with the assistance of in-house counsel and/or risk managers and/or defense attorneys when approved to do so by the board.
	2. In granting approval under either §509.H.1.b or c, the board shall give consideration to the qualifications of the consultant company, in-house counsel, risk manager and/or defense attorneys including, but not limited to, experience in reserve sett...

	I. A self-insurance trust approved by the executive director as evidence of financial responsibility shall be treated the same as insurance, and each health care provider covered by such a self-insurance trust shall be considered to have evidenced fin...
	J. In the event that a self-insurance trust's deposit becomes impaired, the executive director shall give written notice of such impairment to the self-insurance trust, and the self-insurance trust shall, unless a shorter or longer period is provided ...
	K. A self-insurance trust which evidences financial responsibility pursuant to §509 may, upon 45 days prior written notice to the executive director, withdraw any portion of the deposit prescribed by §509 provided that following such withdrawal, the v...
	L.1. A self-insurance trust which has evidenced financial responsibility pursuant to §509 may withdraw the deposit prescribed by §509 upon authorization of the executive director. The security furnished as proof of financial responsibility, or a subst...
	a. the date that the last remaining member(s) of the trust terminated enrollment with the fund as self-insured health care provider(s);
	b. that there are no medical malpractice claims against the trust or any of its members pending with the board or in a court of competent jurisdiction;
	c. that there are no unpaid final judgments or settlements against or made by the trust or any of its members in connection with or arising out of a malpractice claim; and
	d. that there are no unasserted medical malpractice claims which are probable of assertion against the trust or any of its members.
	2. Effective as of this date on which a self-insurance trust's deposit is withdrawn pursuant to §509, the member's deposit of the trust enrollment and qualification with the fund shall be terminated.


	§511. Coverage: Partnerships and Professional Corporations
	A. When, and during the period that, each shareholder, partner, member, agent, officer, or employee of a corporation, partnership, limited liability partnership, or limited liability company, who is eligible for qualification as a health care provider...
	B. The corporation, partnership, limited liability partnership, or limited liability company shall furnish to the board, concurrently with its enrollment and renewal application, the name(s) of each shareholder, partner, member, agent, officer, or emp...

	§513. Enrollment Procedure
	A. Application for enrollment with the fund shall be made upon forms prescribed and supplied by the executive director. The executive director shall require that each applicant supply his or its proper legal name, the applicant's principal professiona...
	B. The application shall be accompanied by evidence of financial responsibility in the form prescribed by §§505-509 of these rules, as applicable.
	C. Upon receipt of a completed application, the executive director shall advise the applicant, in writing, of the executive director's determination as to whether the applicant is qualified for enrollment with the fund, and if qualified, of the applic...
	D. When the executive director determines that an applicant is not qualified for enrollment with the fund, he shall notify the applicant by registered or certified mail, return receipt requested, within 30 days of receipt of the completed application....

	§515. Certification of Enrollment
	A. Upon receipt and approval of a completed application (including evidence of financial responsibility pursuant to §505, §507 or §509) and payment of the applicable surcharge by or on behalf of the applicant health care provider, the executive direct...
	B. Duplicate or additional certificates of enrollment shall be made available by the executive director to and upon the request of an enrolled health care provider or his or its attorney, or professional liability insurance underwriter when such certi...

	§517. Expiration, Renewal of Enrollment
	A. Enrollment with the fund expires:
	1. as to a health care provider evidencing financial responsibility by certification of insurance pursuant to §505 of these rules, on and as of:
	a. the effective date and time of termination of the policy period of the health care provider's professional liability insurance coverage; or
	b. the last day of the applicable period for which the prior annual surcharge applied in the event that the annual surcharge for renewal coverage is not paid by the health care provider to the insurer on or before 30 days following the expiration of t...

	2. as to a health care provider evidencing financial responsibility pursuant to §§507-509 of these rules, at 11:59 p.m., central standard time, at the conclusion of one year from the date on which enrollment became effective.

	B. Enrollment with the fund must be annually renewed by each enrolled health care provider on or before termination of the enrollment period by submitting to the executive director an application for renewal, upon forms supplied by the executive direc...


	Chapter 7.  Surcharges
	§701. PCF Consulting Actuary
	A. In accordance with the provisions of law applicable to contracting for personal, professional, or consulting services, the board shall retain a qualified, competent, and independent consulting actuary to advise and consult the board on all aspects ...
	B. The board's contract with a consulting actuary shall provide that the consulting actuary shall be responsible for:
	1. advising the executive director with respect to the necessary and proper content and form of claims experience data collected and maintained by the executive director;
	2. advising the executive director with respect to the establishment, maintenance, and adjustment of reserves on individual claims against the fund and the establishment, maintenance, and adjustment of reserves for incurred but not reported claims;
	3. performing actuarial analysis of claims experience data collected and maintained by the executive director with respect to the fund, commercial professional liability insurers doing business in this state, self-insured health care providers, togeth...
	4. developing, in conjunction with the executive director, proposed surcharge rates and surcharge rate changes in accordance with the consulting actuary's actuarial analyses, for submission to the board;
	5. as requested by the executive director, personal presentation of proposed surcharge rates and surcharge rate changes at meetings of the board; and
	6. generally advising and consulting with the executive director on all actuarial questions affecting the board's administration, operation, and defense of the fund.


	§703. Annual Actuarial Study
	A. An actuarial study of the fund and the surcharge rate structure necessary and appropriate to ensure that it is and remains financially and actuarially sound shall be performed annually by the board's consulting actuary on the basis of an actuarial ...
	B. In the performance of the board's annual actuarial study and the development of a financially sound and appropriate surcharge rate structure for the fund, the board's consulting actuary and the executive director shall accord the greatest weight to...
	C. Without respect to the rate structure indicated by any annual actuarial study of the fund, no changes to surcharge rates or to the surcharge rate structure shall be approved by the board when the total assets of the fund could become less than the ...

	§705. Risk Rating
	A. Surcharge rates collected by the board shall be based on and classified according to the classes and categories of health care liability risks underwritten by the fund with respect to each class of health care practitioners and institutions eligibl...

	§707. Determination of Rates; Notice of Rates
	A. The board shall determine surcharge rates in a public meeting held pursuant to Louisiana’s open meetings laws based upon actuarial principles and reports, experience and prudent judgment of the board. The board shall provide written or electronic n...
	B. Within 30 days of the date on which the board determines surcharges rates or rate changes, the executive director shall give notice of such rates or rate changes via the board’s website and any other means at the discretion of the executive director.

	§709. Interim, Emergency Rates
	A. Interim or emergency surcharge rates or rate changes may be determined by the board at any time when the board, in consultation with its consulting actuary, determines that a new surcharge rate or rate changes are necessary. The board shall comply ...

	§711. Payment of Surcharges: Insurers and Self-Insurance Trusts
	A. Applicable surcharges for enrollment and qualification with the fund shall be collected on behalf of the board by commercial professional health care liability insurance companies and approved self-insurance trusts from insured health care provider...
	B. Annual surcharges for initial PCF coverage for insured health care providers whose surcharges are collected by insurers and trusts for enrollment and qualification with the fund shall be due and payable to the collecting insurers and trusts on or b...
	C. Failure of the commercial professional health care liability insurers, commercial insurance underwriters, and approved self-insurance trust funds to remit payment within 45 days of collecting such annual surcharge shall subject the commercial profe...
	D. If the instrument used to pay the surcharge is returned to the board by the payor institution and/or payment hereon is denied for any reason, the health care provider shall be notified thereof by the board. If the surcharge and any insufficient fun...
	E. It is the purpose of §711 that insurers and approved self-insurance trust funds remit surcharges collected from their insured providers to the board timely. The timeliness of surcharge remittances to the board by insurers and approved self-insuranc...

	§713. Payment of Surcharges: Self-Insureds
	A. Not less than 60 days prior to the termination of enrollment of a health care provider, the executive director shall cause each self-insured health care provider enrolled with the fund and each self-insured health care provider having been approved...
	B. Annual surcharges for initial PCF coverage for self-insured health care providers for enrollment and qualification with the fund shall be due and payable to the board on or before the date of initial PCF coverage. Surcharges due the board by self-i...
	C. If the instrument used to pay the surcharge is returned to the board by the payor institution and/or payment hereon is denied for any reason, the health care provider shall be notified thereof by the board. If the surcharge and any insufficient fun...

	§715. Amount of Surcharges; Form of Coverage; Conversions
	A. A health care provider qualified for enrollment by evidence of liability insurance pursuant to §505, or by evidence of participation in an approved self-insurance trust pursuant to §509, shall pay the fund surcharge amount in the most recently appr...
	B. A health care provider qualified for enrollment by evidence of self-insurance pursuant to §507 shall pay the fund surcharge amount in the most recently approved rate filing which is applicable to self-insured coverage and to his provider type. The ...
	C.1. When a health care provider who had previously purchased claims-made coverage from the fund elects to purchase occurrence coverage from or discontinue enrollment in the fund, he shall not have coverage afforded by the fund for any claims arising ...
	2. When a health care provider who had previously purchased claims-made coverage from the fund elects to purchase self-insured coverage from the fund, he shall not have coverage afforded for any claims arising from acts or omissions occurring during t...
	3. In special circumstances, the board may, at its discretion, waive the payment of an additional surcharge and allow tail coverage to a provider without the payment of the applicableS Ssurcharge. Each such case requires an individual written request ...
	a. the reason for such request;
	b. the length and basis of the provider's enrollment with the fund;
	c. the potential claims liability to the fund;
	d. the provider's intention to cease or continue to practice in Louisiana; and
	e. the potential effects if the fund refuses to allow such relief.


	D. When a health care provider who had previously purchased claims-made coverage from the fund permanently retires after 10 consecutive years of enrollment, or when an institutional provider and any successors who had previously purchased claims-made ...


	Chapter 9.  Scope of Coverage
	§901. Effective Date
	A. A health care provider who qualifies for enrollment with the fund by demonstrating financial responsibility through professional liability insurance pursuant to §505 of these rules, shall be deemed to become and be enrolled with the fund effective ...
	B. A health care provider who qualifies for enrollment with the fund by demonstrating financial responsibility by self-insurance pursuant to §507 or by participation in an approved self-insurance trust pursuant to §509 of these rules, and by payment i...

	§903. Term of Enrollment
	A. The enrollment of a health care provider qualified for enrollment by evidence of liability insurance pursuant to §505 hereof shall expire on and as of the date on which the policy period of the insurance policy evidencing such financial responsibil...
	B. The enrollment of a health care provider qualified for enrollment by evidence of self-insurance pursuant to §507 hereof shall expire one year from the date on which such health care provider's enrollment became effective.
	C. The enrollment of a health care provider qualified for enrollment by evidence of participation in approved self-insurance trust pursuant to §509 of these rules shall expire on and as of the earlier of the date on which the health care provider ceas...

	§905. Scope of Coverage: Insureds
	A. With respect to health care providers qualified from enrollment with the fund by evidence of liability insurance pursuant to §505 hereof, the fund shall be liable for compensation for claims asserted against the health care provider only within the...

	§907. Scope of Coverage: Self-Insureds
	A. With respect to health care providers qualified to enroll with the fund by evidence of self-insurance pursuant to §507 hereof, or by evidence of participation in an approved self-insurance trust pursuant to §509, the fund shall be obligated to pay ...
	B. The fund's obligation for compensation shall extend to the vicarious liability of an enrolled health care provider for acts or omissions of any employee or agent of the provider when acting within the course and scope of his or her employment, exce...

	§909. Scope of Coverage: Self-Insurance Trusts
	A. With respect to health care providers qualified for enrollment with the fund by evidence of participation in an approved self-insurance trust pursuant to §509 hereof, the fund shall be liable for compensation for claims asserted against the health ...


	Chapter 11.  Reporting
	§1101. Reporting of Claims, Reserves, Proposed Settlement
	A. Within 30 days of the date on which a malpractice claim is asserted, or of the date on which a claim becomes probable of assertion, against an enrolled health care provider, the health care provider, or the health care provider's liability insurer,...
	B. Upon the assertion of a claim against an insured health care provider enrolled with the fund or against a self-insured health care provider which establishes reserves against individual claims, the health care provider or his or its insurer, as the...
	C. Each health care provider enrolled with the fund, or the insurer of an enrolled health care provider on behalf of such health care provider, shall give not less than 10 days prior written notice to the executive director of any proposed compromise ...
	D. Within 20 days of the receipt of a malpractice claim against an enrolled health care provider in the form of a lawsuit, the health care provider, or the health care provider's liability insurer, shall furnish a copy of the lawsuit to the PCF. The h...

	§1103. Claims Experience Reporting: Insurers, Institutions and Self-Insured
	A. On or before March 1 of each year, each insurance company, approved risk retention group, and approved self-insurance trust fund then providing professional health care liability insurance to any health care providers enrolled with the fund, and ea...
	B. The reports required by this rule shall contain such information and data and shall be made and filed upon and in accordance with such forms, instructions, and array as may be specified and supplied by the executive director, all of which shall be ...

	§1105. Noncompliance; Failure to Report
	A. Noncompliance with the reporting and filing requirements prescribed by these rules shall be deemed adequate and sufficient legal grounds for the cancellation and termination of enrollment of any enrollee of the fund insured by an insurance company ...
	B. Noncompliance with the reporting and filing requirements prescribed by these rules shall be deemed adequate and sufficient legal grounds for the cancellation and termination of the enrollment of any self-insured health care provider, approved risk ...

	§1107. Confidentiality
	A. All reports, notices, communications, information, records, and data made or given to the executive director or Office of Risk Management pursuant to the provisions of Chapter 11 shall be deemed privileged and confidential by and in the possession ...


	Chapter 13.  Fund Data Collection, Maintenance; Accounting and Reporting
	§1301. Fund Data Collection, Maintenance
	A. All information and data collected by or reported to the fund relating to the administration, operation, or defense of the fund shall be recorded and maintained by the board. All of such information and data shall, to the extent reasonably possible...

	§1303. Fund Accounting
	A. The executive director shall be responsible for maintaining accounts and records for the fund as may be necessary and appropriate to accurately reflect the financial condition of the fund on a continuing basis.

	§1305. Annual Budget
	A. The executive director shall annually, on or before December 1, project revenue and expense budgets for the fund for the succeeding fiscal year in accordance with the provisions of R.S. 39:21-38. Such budget shall reflect all revenues projected to ...

	§1307. Appropriation Request
	A. The executive director shall, on or before December 1 of each year, prepare an appropriation request, based on the annual budget prepared pursuant to §1305 of these rules, for approval by the board. The appropriation request on behalf of the fund, ...

	§1309. Periodic Reports
	A. The executive director shall prepare or cause to be prepared, within 30 days of the conclusion of each calendar quarter, statements of the financial condition of the fund at the end of such calendar quarter and for the period then ended. Such state...

	§1311. Annual Report
	A. On or before July 1 of each year, the executive director shall cause to be prepared an annual statement of the financial condition of the fund at December 31 of the preceding year, which statement shall be substantially in the form of the annual re...


	Chapter 14.  Medical Review Panels
	§1401. Procedure
	A. Except as otherwise provided by the Act, all malpractice claims against health care providers shall be reviewed by a medical review panel. The composition and operation of a medical review panel shall be in accordance with R.S. 40:1299.47.

	§1403. Malpractice Complaint
	A. A "request for review of a malpractice claim" or "malpractice complaint" shall contain, at a minimum:
	1. a request for the formation of a medical review panel;
	2. name of the patient;
	3. name(s) of the claimant(s);
	4. name(s) of defendant health care providers;
	5. date(s) of alleged malpractice;
	6. brief description of alleged malpractice; and
	7. brief description of alleged injuries.

	B. The request for review of a malpractice claim shall be deemed filed on the date of receipt of the complaint stamped and certified by the board or on the date of mailing of the complaint if mailed to the board by certified or registered mail.
	C. Within 15 days of receiving a malpractice complaint, the board shall:
	1. confirm to the claimant that the malpractice complaint has been officially received and whether or not the named defendant(s) are qualified for the malpractice claim; and
	2. notify all named defendant(s) that a malpractice complaint requesting the formation of a medical review panel has been filed against them and forward a copy of the malpractice complaint to each named defendant at his last and usual place of residen...


	§1405. Attorney Chairman
	A. An attorney chairman of a medical review panel is to be chosen by the parties according to R.S. 40:1299.47.C. An attorney chairman must be secured within two years from the date the request for review of the claim was filed. If, after two years, an...


	Chapter 15.  Defense of the Fund
	§1501. Claims Defense
	A. Through its executive director, the board shall be responsible for the administration and processing of claims against and legal defense of claims against the fund. The executive director shall be responsible, and accountable to the board, for coor...
	1. evaluating all malpractice claims made under the Act against enrolled health care providers to the potential liability of the fund;
	2. recommending, fixing, establishing, and periodically modifying, as required, appropriate reserves against claims made against enrolled health care providers or the fund, subject to the approval of the board;
	3. retaining, subject to qualifications and standards prescribed by the board, and supervising the services of attorneys at law to defend the fund against claims;
	4. review and approval of fee and costs statements for services rendered by attorneys at law retained to defend the fund, ensuring that such statements accurately reflect services reasonably necessary or appropriate to the defense of the fund;
	5. supervision and coordination of the defense of claims against or involving the fund by attorneys retained and representing enrolled health care providers;
	6. negotiating and recommending reasonable and appropriate compromises and settlements of the fund's liability respecting any claim against the fund;
	7. maintenance of current, accurate, and complete records and data on all pending and concluded claims against or involving the fund; and
	8. the discharge and performance of such other duties, responsibilities, functions, and activities as are delegated by the board;
	9. all authority for the defense of the fund vested in the board by the Act is hereby delegated to the executive director. In the exercise of such authority, the executive director shall be accountable to, and subject to the superseding authority of, ...


	§1503. Claims Accounting
	A. All expenses incurred in the legal defense, disposition, payment on individual claims, judgments, or settlements shall be accounted for and allocated among such respective claims.

	§1505. Claim Reserves
	A. Within 10 days of receipt of notice of a claim against or potentially involving liability of the fund, the fund shall establish a reserve against such claim representing the total amount of compensation and compensation adjustment expenses which th...

	§1507. Settlement of Claims
	A. Claims against the fund may be compromised and settled upon the recommendation of the executive director and the approval of the board. The executive director shall, however, have authority, without the necessity of prior approval by the board, to ...

	§1509. Privileged Communications, Records
	A. All communications made and documents, records, and data developed between, by, or among the board, executive director, Office of Risk Management, PCF general counsel, contracted legal counsel, and enrolled health care providers and their insurers ...


	Chapter 17.  Transitional Rules
	§1701. Continuing Enrollment of Self-Insureds
	A. A health care provider who or which is duly qualified and enrolled with the fund as a self-insured provider on and as of the effective date of these rules shall not be required to comply with the provisions of §507 of these rules respecting the amo...
	1. 180 days from the effective date of these rules; or
	2. the date on which such provider's enrollment with the fund next expires, and the provider seeks renewal of such enrollment, whichever is later.


	§1703. Continuing Enrollment of Self-Insurance Trusts
	A. A health care provider who or which is duly qualified and enrolled with the fund as a self-insurance trust on and as of the effective date of these rules shall not be required to comply with the provisions of §509 hereof respecting the approval of ...
	1. 180 days from the effective date of these rules; or
	2. the date on which such trust's enrollment with the fund next expires, and the trust seeks renewal of such enrollment, whichever is later.



	Chapter 19.  Future Medical Care and Related Benefits
	§1901. Scope of Chapter
	A. The rules of Chapter 19 provide for and govern the administration and payment by the fund of future medical care and related benefits for patients deemed to be in need of future care and related benefits pursuant to a final judgment issued by a cou...
	B. The rules of Chapter 19 shall be applicable to all malpractice claims, including those brought under R.S. 40:1299.39.

	§1903. Definitions
	Future Medical Care and Related Benefits―all reasonable medical, surgical, hospitalization, physical rehabilitation, and custodial services, and includes drugs, prosthetic devices, and other similar materials reasonably necessary in the provision of s...
	Reimbursement Schedule―the most recent reimbursement schedules promulgated by the Department of Labor, Office of Workers' Compensation pursuant to R.S. 23:1034.2.

	§1905. Obligation of the Fund
	A. The fund shall provide and/or fund the cost of all future medical care and related benefits in the amounts provided herein, after the date of the accident and continuing as long as medical or surgical attention is reasonably necessary, that are mad...
	B. The fund acknowledges that a court is required neither to choose the best medical treatment nor the most cost-efficient treatment for a patient. The intent of Chapter 19 is to distinguish between those devices which are reasonably necessary to a pa...
	C. Pursuant to the Act, the board has been, expressly and/or implicitly, vested with the responsibility and authority for the management, administration, operation, and defense of the fund and, as a prudent administrator, it must insure that all futur...
	D. Payments for future medical care and related benefits shall be paid by the fund without regard to the $500,000 limitation imposed in R.S. 40:1299.42.

	§1907. Claims for Future Medical Care and Related Benefits
	A. A patient, who is deemed to be in need of future medical care and related benefits pursuant to a final judgment issued by a court of competent jurisdiction or as agreed to in a settlement reached between the patient and the fund, may make a claim t...
	B. If a patient's claim for future medical care and related benefits is extremely complex, is disputed or is in excess of the reimbursement schedule, then the fund may refer the matter to medical or other experts or to its counsel for review or litiga...

	§1909. Attorneys; Medical Experts; Architects; Adjusters
	A.1. An attorney chosen to represent the fund pursuant to §1907 shall be an independent contractor of the state of Louisiana, shall meet all applicable requirements for an outside contractor retained by the state of Louisiana, and shall be chosen by t...
	2. Once a matter involving future medical care and related benefits is referred to an attorney pursuant to §1907, then the attorney shall be responsible for the matter to the extent of the assignment (i.e., investigation and/or litigation of a particu...
	3. The attorney chosen to represent the fund pursuant to §1907 may recommend any and all possible remedies to the fund, including litigation of any kind, and may hire or retain experts, subject to prior approval by the fund. The attorney shall utilize...

	B. Pursuant to §1907, medical experts may be retained directly by the fund for evaluation, diagnosis, or with patient consent or by court order, for treatment of the patient. All medical experts retained by the fund shall be licensed or otherwise cert...
	C. Pursuant to §1907, architects with special expertise in medical facility design, contractors, and other building trade experts may be retained directly by the fund in future medical care cases involving issues of residential modifications or renova...
	D. Pursuant to §1907 and subject to fund approval, adjusters may be retained as independent contractors on the recommendation of the claims manager or of the attorney chosen to represent the fund pursuant to §1907.

	§1911. Examinations; Notice Requirements
	A. The fund shall be entitled to have a patient submit to a physical or mental examination, by a health care provider of the fund's choice, from time to time, to determine the patient's continued need of future medical rare and related benefits, subje...
	1. Notice, in writing, shall be delivered to or served upon the patient or the patient's counsel of record, specifying the time and place where the examination will be conducted. Delivery of the notice may be by certified mail or by hand delivery. Suc...
	2. The place at which the examination is to be conducted shall not involve an unreasonable amount of travel for the patient, considering all of the circumstances.
	3. It shall not be necessary for a patient who resides outside of Louisiana to come to this state for an examination, unless so ordered by the court.
	4. The examination shall be conducted by a health care provider licensed by the state of Louisiana or by the state wherein the patient resides.

	B. Examinations may not be required by the fund more frequently than at six-month intervals except that, upon application to the court having jurisdiction of the claim and for reasonable cause shown therefor, examinations within a shorter interval may...
	C. Within 30 days after the examination, the patient shall be compensated, by the party requesting the examination, for all necessary and reasonable expenses incidental to submitting to the examination, including the reasonable costs of travel, meals,...
	D. The patient shall be entitled to have a health care provider or an attorney of his choice, or both, present at the examination. The patient shall pay such health care provider or attorney himself.
	E. The patient shall be promptly furnished with a copy of the report of the examination made by the health care provider conducting the examination on behalf of the fund.

	§1913. Choice of Health Care Provider
	A. A patient entitled to future medical care and related benefits, as determined under Chapter 19, shall be entitled to evaluation, diagnosis, and treatment by the health care providers of the patient's choice provided, however, that the health care p...

	§1915. Psychological /Psychiatric Treatment and Counseling
	A. The fund will provide and/or fund, at the lesser of the billed amount or the maximum amount allowed under the reimbursement schedule, psychiatric/psychological testing, evaluation, diagnosis and treatment of a patient entitled to future medical car...

	§1917. Nursing Care; Sitter Care
	A. The fund will provide and/or fund, at the lesser of the billed amount or the maximum amount allowed under the reimbursement schedule, inpatient or outpatient nursing or sitter care when such care is required to provide reasonable medical, surgical,...
	1. All nursing or sitter care shall be specifically prescribed or ordered by a patient's treating health care provider.
	2. All nursing or sitter care shall be rendered by a licensed and/or qualified registered nurse or licensed practical nurse or by a sitter, a member of the patient's family or household, or other person as specifically approved by the fund.
	3. There shall be a presumption that the person rendering nursing or sitter care is qualified if the treating health rare provider issues a statement that that person is competent and qualified to render the nursing or sitter care required by the pati...
	4. All claims for nursing or sitter care payments must include a signed, detailed statement by the person rendering nursing or sitter care, setting forth the date, time, and type of care rendered to and for the patient.

	B.1. Providers of nursing or sitter care shall be funded, at the lesser of the billed amount or the maximum amount allowed under the reimbursement schedule. If the reimbursement schedule contains no applicable rate for such care, then the care shall b...
	2. However, notwithstanding the foregoing, future nursing or sitter care provided, after the effective date of the amended rules which provide for inflationary adjustments,  by members of the patient's family or household will be funded at a rate not ...

	C. The fund shall be entitled to periodic inspections or assessments of the physical environment in which the nursing or sitter care is being rendered. The fund may seek a judicial ruling to discontinue the payments for future medical care and related...
	D. The fund may seek a judicial ruling to discontinue the payments for future medical care and related benefits if, upon a physical or mental examination of the patient, pursuant to §1911, and recommendation of a licensed or qualified health care prov...

	§1919. Treatment Protocol
	A. In cases where the future medical needs of the patient are so great that multi-disciplinary, long-term acute care is needed by the patient, and the patient and/or the patient's family, tutor, legal guardian or care givers are deemed to be incapable...

	§1921. Vehicles
	A. The fund will provide and/or fund the cost of standard modified vehicles or specialized modified vehicles to patients entitled to receive future medical care and related benefits under §1921, when ownership and use of such vehicles are reasonably n...
	B. The choice of vehicle, vendor of the vehicle, modifications thereto, and inclusion or exclusion of option items on these vehicles will be at the sole discretion of the fund.
	C. The fund will not provide nor fund the cost of any type of insurance for any such vehicle and will not provide nor fund the maintenance or operating costs on any vehicle modified by the fund or provided by the fund.

	§1923. Ancillary Cost; Mileage
	A. The fund will reimburse a patient (or the patient's family or care givers) entitled to future medical care and related benefits under §1923 for actual out-of-pocket ancillary costs of medical treatment and/or care to the patient including, but not ...
	B.1. Vehicle Not Provided by the Fund. The fund will reimburse a patient (or the patient's family or care givers) entitled to future medical care and related benefits under §1923 for actual mileage to and from physician appointments or treatment at a ...
	2. Vehicle Provided by the Fund
	a. Fund Reimbursement. Notwithstanding Paragraph B.1 or §1921.C, above, when the fund has furnished the vehicle to a patient, the fund will reimburse that patient (or that patient's family or care givers) who is entitled to future medical care and rel...
	b. Fund Credit for Non-Covered Usage. When the vehicle has been provided by the fund and the fund is required to reimburse for medically-related usage, the fund shall, however, be entitled to a credit, at the same mileage rate, for any use of the vehi...


	C. The level of expense reimbursement pursuant to §1923 shall not exceed the maximum allowable expenses under applicable state guidelines set forth in the Travel Regulations, P.P.M. 49, Louisiana Register, Vol. 16, Number 7, p. 582 or, in the case of ...
	D. Patients shall provide actual receipts or signed statements verifying the reasonable mileage for odometer readings to receive reimbursements pursuant to §1923. Expenses for hotel /motel accommodations and meals associated with physician appointment...

	§1925. Modifications/Renovations to Patient's Residence
	A. The fund will provide and/or fund the cost of modifications to a patient's residence which are reasonably necessary in providing reasonable medical, physical rehabilitation, and custodial services for the patient and which are made necessary by the...
	B. The patient may be required to submit to a medical examination by a medical expert selected by the fund to specifically determine the patient's needs as they relate to the home. Upon completion and receipt of the medical expert's report, the patien...
	1. The fund will provide and/or fund the cost of modifications or renovations to the patient's existing home including, but not limited to, modifications of lavatories, including handicap accessible toilets, showers, ramps for ingress and egress, expa...
	2. All renovations and/or modifications will be designed and built with builders spec or similar grade materials from plans drawn and/or approved by an architect obtained by the fund.
	3. When the fund has provided and/or funded modifications or renovations to the home where the patient resides, the fund shall retain no interest in that residence. Where the home is owned by the patient's parents, relatives, care givers, or guardian,...


	§1927. Testimony; Communications
	A. Any health care provider selected and paid by the fund who shall make or be present at an examination of the patient conducted pursuant to §1911 may be required to testify as to the conduct thereof and the findings so made.
	B. Communications made by the patient during the examination conducted pursuant to §1911 by the health care provider shall not be considered privileged.

	§1929. Fees and Costs
	A. The fund shall pay all reasonable fees and costs of examinations, including the costs and fees of expert witnesses in any proceeding, where termination of medical care and related benefits is sought.

	§1931. Attorney Fees
	A. Pursuant to its continuing jurisdiction, the district court, from which a final judgment has been issued in cases where future medical care and related benefits have been determined to be needed by a patient, shall award reasonable attorney fees to...
	B. A patient and/or the patient's attorney shall not be entitled to attorney fees in any action to enforce rights pursuant to §1931.A if the patient fails or refuses to submit to examination in accordance with a notice and if the requirements of §1911...



	Part VII.  Motor Vehicles
	Chapter 1.  Insurance
	Subchapter A.  Self Insurance
	§101. Certificates of Self Insurance
	A. Place of Application. Applications for certificates of self-insurance shall be made at the Driver Management Bureau, 109 South Foster Drive, Baton Rouge, Louisiana, or through the mail by writing to Department of Public Safety, Record Management Se...
	B. Applications
	1. All applications for certificates of self-insurance shall be made on Form LC-75 or revisions thereof. In cases where the applicant has more than 25 vehicles registered in his name, the application shall be accompanied by the following items:
	a. a list of all vehicles registered in the name of the applicant including the make, model, year, vehicle identification number, and current license plate number;
	b. a financial statement of assets, liabilities, and net worth in sufficient detail to show that the applicant is possessed and will continue to be possessed of the ability to pay judgments.

	2. In cases where the applicant has 25 or fewer vehicles registered in his name, the application shall be accompanied, in addition to Subparagraphs a and b above, by the following items:
	a. a statement from the assessor in each parish wherein the applicant owns immovable property assessed in his name which statement shall include a description of the property, the assessed valuation thereof, and whether the property is subject to a ho...
	b. a mortgage certificate on each parcel of property listed in response to §101.B.2.a;
	c. an appraisal, in writing, of the fair market value of each parcel of property listed in response to §101.B.2.a, given by a person qualified to give appraisals in this state.


	C. Issuance. The department shall have 30 days from the date of filing of the application either to issue or deny the application. Failure to deny within that time shall be considered the same as issuance of the certificate. Issuance shall be evidence...
	D. Limitation on Issuance. No certificate shall be issued to any applicant whose net worth, as shown in the application, is less than the sum obtained by multiplying $10,000 by the number of vehicles registered in applicant's name and adding $5,000 th...
	E. Renewal. Every person to whom a certificate of  self-insurance has been issued shall reapply annually, as provided above, on or before July 1, except that a parcel of property once having been appraised need not be reappraised more often than every...
	F. Cancellation. Upon not less than five days notice and a hearing pursuant to such notice, the Department of Public Safety may, upon reasonable grounds, cancel a certificate of self-insurance. Failure to pay a judgment within 30 days after such judgm...
	G. Hearings. Hearings called pursuant to §101.F, shall be conducted by the secretary or his designated representative in accordance with the administrative rules of the Department of Public Safety.
	H. Appeals. Any person whose application is denied or whose certificate is canceled may apply for judicial review as provided in R.S. 32:852.


	Subchapter B.  Compulsory Motor Vehicle Liability Security
	§123. Maintenance of Compulsory Motor Vehicle Liability Security
	A. Applicability. Every self-propelled motor vehicle registered in this state, except those motor vehicles used primarily for exhibit or kept primarily for use in parades, exhibits, or show, shall be covered by compulsory motor vehicle liability secur...
	B. Compliance. The registered owner of every vehicle included in §123.A shall maintain compulsory motor vehicle liability security at all times while the vehicle is used upon the highways of Louisiana in one of the following forms:
	1. an automobile liability policy, as defined by R.S. 32:900, or a binder for same, providing coverage of at least $5,000 on account of injury to or death of any one accident resulting in injury or death of more than one person and not less than $1,00...
	2. a motor vehicle liability bond which means a bond conditioned that obligor shall, within 30 days after the rendition thereof, satisfy all judgments rendered against him or against any person responsible for the operation of the obligor's motor vehi...
	3. a deposit with the state treasurer of cash in the amount of $10,000 or bonds, stocks, or other evidence of indebtedness satisfactory to said treasurer of a market value of not less than $10,000 for each vehicle registered;
	4. a certificate of self-insurance as provided by R.S. 32:1042 and rules and regulations of the Department of Public Safety.

	C. Proof of Compliance
	1. Each person who applies for registration of a self-propelled motor vehicle, or applies for a motor vehicle inspection tag, shall declare, in writing, on a form provided by the department that the motor vehicle is covered by security as required by ...
	a. If the stated security is a motor vehicle liability policy, then the person shall give the name of the insured, the name of the company, the policy number, and the dates of coverage on the policy.
	b. If the stated security is a motor vehicle liability bond, then the person shall give the name of the surety or insurance company and the power of attorney number for the representative of surety or insurance company who signed on behalf of the comp...
	c. If the stated security is a certificate of the state treasurer, then the person shall declare in whose name the certificate was issued and the date of its issuance.
	d. If the stated security is a certificate of  self-insurance, then the person shall give the certificate number.

	2. In addition to the declaration required above, the department, by written demand, may require at any time proof of compulsory motor vehicle liability security by any person in whose name a motor vehicle is registered. If after 30 days from the date...

	D. Minor Drivers. The application of any minor, 15 years of age or above, in the case of a driver's license, or 17 years of age or above in the case of a chauffeur's license, shall not be granted unless it is signed by either the father or mother of t...
	E. Accident Reports. The driver of any vehicle involved in an accident or collision resulting in injury to or death of any person or total property damage to an apparent extent of $100 or more shall forward a written report of the accident or collisio...
	F. Sanctions for False Declaration. Should the commissioner determine that any person has, in his application for registration of any motor vehicle or in his application for a motor vehicle inspection tag, falsely declared that the motor vehicle was c...
	G. Sanctions for Noncompliance. Should the commissioner determine that a registered vehicle is not covered by security as required by R.S. 32:861 or that the registered owner has allowed the required security to lapse, he shall revoke the registration...
	H. Hearings
	1. Any person whose driver's license or registration tags has been suspended or revoked pursuant to the Compulsory Motor Vehicle Liability Security Law may request a hearing within 10 days from the date of the mailing of the notification withdrawal of...
	2. A notification of withdrawal of driving privileges shall be sent by United States mail and directed to the driver at the address given in his application for a driver's license, or on the notification of change of address pursuant to R.S. 32:406. W...
	3. Every request for a hearing postmarked no later than 10 days from the date of mailing of the notification of withdrawal of driving privileges shall be considered timely.
	4. Every person requesting such a hearing shall specify the grounds on which he bases his request. Failure to specify sufficient grounds will result in the denial of the request.
	5. All hearings shall be conducted in accordance with the administrative rules of the Department of Public Safety.

	I. Appeals. Every final order of suspension or revocation shall be subject to judicial review as provided in R.S. 32:852.

	§129. Compulsory Insurance Hardship License
	A. A $25 hardship license fee, plus the cost of the operator's license, will be collected from an applicant for a hardship license to drive a vehicle belonging to his employer and only in the regular course of his duties provided in R.S. 32:863 for a ...
	1. false declaration in application for registration of any motor vehicle or in application for a motor vehicle inspection tag that the vehicle was covered by the required security;
	2. registered owner of any motor vehicle has allowed the required security to lapse;
	3. evidence produced that a vehicle is not covered by the required security;
	4. operator of a vehicle has failed to comply with the provisions of R.S. 32:863.1.

	B. The $25 hardship license fee, plus the cost of the operator's license, is collected to offset the administrative cost of preparation of the hardship license, as provided in R.S. 32:863(C-5). This hardship fee is collected in addition to the $25 rei...



	Part IX.  Agricultural Commodities
	Chapter 1.  Self-Insurance Fund
	§101. Definitions
	A. As used in this Part:
	Applicant―any person, firm, corporation, or other legal entity seeking the issuance of a warehouse license, cotton merchant, or grain dealer license from the commission or a renewal thereof.
	Claim―a written notice and/or proof of loss which is filed with the Agricultural Commodity Commission Self-Insurance Program.
	Claimant―any person or entity who, in writing, alleges a loss covered under the Agricultural Commodity Commission Self-Insurance Program.
	Fee―with respect to the self-insurance fund, means the charge imposed by the Louisiana Agricultural Commodities Commission for participation in the self-insurance program, as contemplated in R.S. 3:3410.1.C.
	Insurance―with respect to the self-insurance fund, means the amount of annual coverage the self-insurance program will provide to each warehouse and grain dealer licensee participating in the program.
	Licensee―any person holding or required to hold a license as warehouse or grain dealer issued by the commission.
	Loss―a licensee's failure to perform one or more legal obligations directly related to licensee's business, which failure results in damages to one or more producers, one or more holders of warehouse receipts, or the Commodities Credit Corporation.
	Self-Insurance Fund―that special fund created in the state treasury for the Agricultural Commodity Commission's fees or assessments collected by the commission for participation in the self-insurance fund.

	B. All other definitions given in R.S. 3:3402 and in the regulations are applicable.

	§103. The Fund
	A. There is hereby created, pursuant to the authority granted in R.S. 3:3410.1, a fund to be used for the purposes described in the following Subsection hereof, and said fund shall be known as the Agricultural Commodities Commission Self-Insurance Fund.

	§105. Purpose
	A. The self-insurance fund is established to guarantee the faithful performance of all duties and obligations of licensed grain dealers, cotton merchants, and licensed warehouses to agricultural producers and holders of state warehouse receipts for ag...

	§107. Fees
	A. Fees for participation in said fund may be determined and announced annually by the commission, and the commission, in doing so, shall consider the self-insurance fund's experience and current market conditions affecting the financial status of lic...
	B. Each applicant for a warehouse license and/or cotton merchant and/or a grain dealer license who participates in the self-insurance fund shall be assessed an annual fee for participation in the self-insurance program. Said fee must accompany the app...
	C. An applicant who does not pay said fee on or before April 30 of the new license year shall pay an additional sum equal to 10 percent of the annual fee.
	D. The amount of the annual fee shall be $500 for a grain dealer or cotton merchant licensee. The annual fee for a warehouse licensee shall be determined first by calculating the amount of bond required of a license under R.S. 3:34010.C and D. If the ...
	E. Whenever the licensed warehouse capacity increases, the amount of the fee shall be amended to conform with the current licensed capacity of the facility or facilities covered by the fee.
	F. For licensees entering the self-insurance fund during the license year, the fee shall be based on a pro-rata basis for each month of coverage provided.
	G. The commission may require applicants who are participating in the self-insurance fund for the first time to pay two times the normal fee assessment.

	§109. Insurance Coverage
	A. Insurance coverage available to the user of a licensed operation shall be limited to the amount of the bond required by R.S. 3:3410 and/or R.S. 3:3411 and shall be accepted in lieu of said bond as follows.
	1. Each licensed grain dealer or cotton merchant shall be insured in the total aggregate amount of $50,000 for all claims in each licensed year.
	2. Each licensed warehouse shall be insured in an amount not less than $25,000 and not more than $500,000 in the total aggregate amount in each licensed year as follows:
	a. $0.20 per bushel for the first million bushels of licensed capacity;
	b. $0.15 per bushel for the second million bushels of licensed capacity;
	c. $0.10 per bushel for all bushels over two million.

	3. For purposes of §109, one CWT shall equal 2.22 bushels, and one barrel shall equal 3.6 bushels.


	§111. Claim Provisions
	A. The monies in the Agricultural Commodities Commission Self-Insurance Fund shall be used solely for the administration and operation of this program of  self-insurance.
	B. Any claimant who wishes to assert a claim must provide, under oath, written and notarized proof of a loss covered under this program within 30 days of the loss.
	C. Said written claim shall include the following information:
	1. name and address of claimant;
	2. name of the licensee(s) against whom claimant is asserting a loss;
	3. nature of the relationship and transaction between claimant and licensee(s);
	4. the date of the loss which shall be defined as the date on which claimant knew, or should have known, that a loss had occurred;
	5. the amount of the loss and how calculated;
	6. a concise explanation of the circumstances that precipitated the loss;
	7. copies of those documents relied upon by claimant as proof of said loss.

	D. Failure to furnish such proof of loss within the required time shall not invalidate nor reduce the claim if it was not reasonably possible to give proof within such time, provided such proof is furnished as soon as reasonably possible.
	E. Upon receipt of a proof of loss, the commission will receive the claim to determine whether it is covered under the program. The burden of proof to establish the loss shall be upon the claimant.
	F. Where any loss is or may be covered by other insurance or bond, the other insurance is primary and the commission may require the claimant to exhaust his remedies as to the other insurer before considering the payment of the claim.
	G. Once a proof of loss has been filed against a licensee(s), the commission may make a complete inspection of the licensee's physical facilities and the contents thereof, as well as an audit of all books and records of the licensee and/or claimant, s...
	H. Once proof of loss has been filed against a licensee(s), any other claimants alleging a loss caused by said licensee(s) will have a period of 60 days within which to post and thereby file a written claim. The said 60-day period will begin to run up...
	I. The commission shall provide a notice, by published advertisement, in the official local journal for legal notices or the print publication with the highest circulation in the area serviced by the licensee of the failure of a warehouse and/or grain...
	J. The commissioner may, at his option, represent the producers and the patrons of a licensee in their claim against a licensee.
	K. When claims against different licenses are filed timely and approved by the commission and the aggregate amount claimed exceeds the amount in the fund, those claims filed first will be paid before other claims until the fund is exhausted. However, ...
	L. The fiscal year for the self-insurance fund shall be from July 1 through June 30 of each year. However, any claims received by the commission on or before August 15 of any calendar year shall be deemed as a claim on the self-insurance fund of the p...

	§113. Appeal Procedure
	A. Any decision of the commission to deny or grant a claim for payment from the fund may be appealed to the commission by the licensee or claimant by seeking an adjudicatory hearing to have said decision reconsidered by the commission in accordance wi...
	B. Said notice of appeal shall contain an expressed statement of each and every basis upon which said appeal is sought and the hearing to consider same shall be limited accordingly.

	§115. Subrogation
	A. Whenever a claim is paid by the commission from the self-insurance fund, the claimant, by accepting said payment, subrogates his rights to the commission up to the full amount of payment, and the commission shall have the right to recover such paym...

	§117. Limit of Self-Insurance Fund
	A. The maximum amount necessary to sustain the self-insurance fund is $10,000,000. When the self-insurance fund has $10,000,000 available for payment of claims, no further fees or assessment will be collected until said fund is reduced by payment of c...

	§121. Participation in the Self-Insurance Fund
	A. Participation in the agricultural commodity commission self-insurance fund shall be voluntary; however, for good cause shown, the commission may require a licensee to provide other security, in accordance with R.S. 3:3410(A) and/or R.S. 3:3411(F), ...

	§123. Prohibited Acts: Criminal Penalties
	A. Any claimant who provides the commission with false information regarding an alleged loss may be denied payment of the claim on the basis alone.
	B. Any warehouse, cotton merchant or grain dealer licensee who intentionally provides the commission with false information regarding a claim, or regarding any other matters pertaining to the self-insurance program, shall be subject, upon conviction, ...
	C. Any warehouse, cotton merchant, or grain dealer licensee who intentionally provides the commission with false information regarding a claim, or regarding any other matters pertaining to the self-insurance fund, shall be subject to a fine of up to $...

	§125. Validity of Rules
	A. If any part of this regulation is declared to be invalid for any reason by any court of competent jurisdiction, said declaration shall not affect the validity of any other part not so declared.

	§127. Pending Litigation; Stay of Claims
	A. Where the commission finds that litigation is pending which could determine whether payment of a claim is due or to whom payment of a claim is due, the claim in question may be stayed until the judgment in said litigation has become final and defin...



	Part XI.  Rules
	Chapter 1.  Rule Number 3A―Advertisement of Medicare Supplement Insurance
	§101. Purpose
	A. The proper expansion of Medicare supplement insurance coverage is in the public interest. Appropriate advertising can broaden the distribution of insurance among those eligible for Medicare. Advertising can increase the awareness of beneficial form...
	B. Insurance advertising has become increasingly important in the years since the 1956 NAIC Rules Governing Advertisement of Accident and Sickness Insurance were developed. The increasing availability of coverage under group insurance plans and the ad...
	C. Although modern insurance advertising patterns much of its design after advertising for other goods and service, the uniqueness of insurance as a product must always be kept in mind in developing advertising. This is particularly true with respect ...
	D. The insurance-buying public should be afforded a means by which it can determine, in advance of purchase, the desirability of the competing insurance products proposed to be sold. This can be accomplished by  advertising which accurately describes ...
	E. The purpose of this rule is to provide prospective purchasers with clear and unambiguous statements in the advertisements of Medicare supplement insurance; to assure the clear and truthful disclosure of the benefits, limitations and exclusions of p...

	§103. Applicability
	A. This rule shall apply to any advertisement of Medicare supplement insurance as that term is defined herein, unless otherwise specified in these rules, which the insurer knows, or reasonably should know, is intended for presentation, distribution, o...
	B. Every insurer shall establish, and at all times maintain, a system of control over the content, form, and method of dissemination of all of its Medicare supplement insurance advertisements. All such advertisements, regardless of by whom written, cr...
	C. Advertising materials which are reproduced in quantity shall be identified by form numbers or other identifying means. Such identification shall be sufficient to distinguish an advertisement from any other advertising materials, policies, applicati...

	§105. Definitions
	Advertisement―
	1.a. printed and published material, audiovisual material, and descriptive literature used by or on behalf of an insurer in direct mail, newspapers, magazines, radio scripts, TV scripts, billboards, and similar displays;
	b. descriptive literature and sales aids of all kinds issued by an insurer, agent, producer, broker, or solicitor for presentation to members of the insurance-buying public including, but not limited to, circulars, leaflets, booklets, depictions, illu...
	c. prepared sales talks, presentations, and material for use by agents, brokers, producers, and solicitors whether prepared by the insurer of the agent, broker, producer, or solicitor.

	2. advertisement includes advertising material included with a policy when the policy is delivered and material used in the solicitation of renewals and reinstatements;
	3. advertisement does not include:
	a. material to be used solely for the training and education of an insurer's employees, agents, or brokers;
	b. material used in-house by insurers;
	c. communications within an insurer's own organization not intended for dissemination to the public;
	d. individual communications of a personal nature with current policyholders other than material urging such policyholders to increase or expand coverages;
	e. correspondence between a prospective group or blanket policyholder and an insurer in the course of negotiating a group or blanket contract;
	f. court approved material ordered by a court to be disseminated to policyholders; or
	g. a general announcement from a group or blanket policyholder to eligible individuals on an employment or membership list that a contract or program has been written or arranged; provided, the announcement must clearly indicate that it is preliminary...


	Certificate―any certificate issued under a group Medicare supplement policy, which certificate has been delivered or issued for delivery in this state.
	Exception―any provision in a policy whereby coverage for a specified hazard is entirely eliminated. It is a statement of a risk not assumed under the policy.
	Institutional Advertisement―an advertisement having as its sole purpose the promotion of the reader's, viewer's, or listener's interest in the concept of Medicare supplement insurance, or the promotion of the insurer as a seller of Medicare supplement...
	Insurer―shall include any individual, corporation, association, partnership, reciprocal exchange, inter-insurer, Lloyds, fraternal benefit society, health maintenance organization, hospital service corporation, medical service corporation, prepaid hea...
	Invitation to Contract―an advertisement which is neither an institutional advertisement nor an invitation to inquire.
	Invitation to Inquire―an advertisement having as its objective the creation of a desire to inquire further about Medicare supplement insurance which is limited to a brief description of coverage, and which shall contain a provision in the following or...
	Lead-Generating Device―any communication directed to the public which, regardless of form, content, or stated purpose, is intended to result in the compilation or qualification of a list containing names and other personal information to be used to so...
	Limitation―any provision which restricts coverage under the policy, other than an exception or a reduction.
	Medicare―the Health Insurance for the Aged Act, Title XVIII of The Social Security Amendments of 1965 as Then Constituted or Later Amended, or Title 1, Part I of Public Law 89-97, as enacted by the Eighty-Ninth Congress of the United States of America...
	Medicare Supplement Insurance―a group or individual policy of accident and sickness insurance or a subscriber contract of hospital and medical service associations or health maintenance organizations which is advertised, marketed, or designed primaril...
	Person―any natural person, association, organization, partnership, trust, group, discretionary group, corporation, or any other entity.
	Reduction―any provision which reduces the amount of the benefit; a risk of loss is assumed but payment upon the occurrence of such loss is limited to some amount or period less than would be otherwise payable had such reduction not been used.

	§107. Method of Disclosure of Required Information
	A. All information required to be disclosed by this rule shall be set out conspicuously and in close conjunction with the statements to which such information relates or under appropriate captions of such prominence that it shall not be minimized, ren...

	§109. Form and Content of Advertisements
	A. The format and content of a Medicare supplement insurance advertisement shall be sufficiently complete and clear to avoid deception or the capacity or tendency to mislead or deceive. Whether an advertisement has a capacity or tendency to mislead or...
	B. Advertisements shall be truthful and not misleading in fact or in implication. Words or phrases whose meanings are clear only by implication or by the consumer's familiarity with insurance terminology shall not be used.
	C. An insurer must clearly identify its Medicare supplement insurance policy as an insurance policy. A policy trade name must be followed by the words, "...Insurance Policy," or similar words clearly identifying the fact that an insurance or health be...
	D. No insurer, agent, broker, producer, solicitor, or other person shall solicit a resident of this state for the purchase of Medicare supplement insurance in connection with, or as the result of the use of any advertisement by such person or any othe...
	1. contains any misleading representation or misrepresentations, or is otherwise untrue, deceptive, or misleading with regard to the information imparted, the status, character, or representative capacity of such person or the true purpose of the adve...
	2. otherwise violates the provisions of these rules.

	E. No insurer, agent, broker, solicitor, or other person shall solicit residents of this state for the purchase of Medicare supplement insurance through the use of a true or fictitious name which is deceptive or misleading with regard to the status, c...

	§111. Advertisements of Benefits, Losses Covered, or Premiums Payable
	A. Deceptive Words, Phrases or Illustrations Prohibited
	1. No advertisement shall omit information or use words, phrases, statements, references, or illustrations if the omission of such information or use of such words, phrases, statements, references, or illustrations has the capacity, tendency, or effec...
	2. No advertisements shall contain or use words or phrases such as "all," "full," "complete," "comprehensive," "unlimited," "up to," "as high as," "this policy will help fill some of the gaps that Medicare and your present insurance leave out," "this ...
	3. An advertisement which also is an invitation to join an association, trust, or discretionary group must solicit insurance coverage on a separate and distinct application which requires separate signature for each application. The insurance program ...
	4. An advertisement shall not contain descriptions of policy limitations, exceptions, or reductions worded in a positive manner to imply that it is a benefit, such as describing a waiting period as a benefit builder or stating, "even pre-existing cond...
	5. An advertisement of Medicare supplement insurance sold by direct response shall not state or imply that "because no insurance agent will call and no commissions will be paid to 'agents' that it is a low cost plan" or use other similar words or phra...

	B. Exceptions, Reductions, and Limitations
	1. An advertisement which is an invitation to contract shall disclose those exceptions, reductions, and limitations affecting the basic provisions of the policy.
	2. When a policy contains a waiting, elimination, probationary, or similar time period between the effective date of the policy and the effective date of coverage under the policy or a time period between the date a loss occurs and the date benefits b...
	3. An advertisement shall not use the words "only," "just," "merely," "minimum," or similar words or phrases to describe the applicability of any exceptions and reductions, such as: "this policy is subject to the following minimum exceptions and reduc...

	C. Pre-Existing Conditions
	1. An advertisement which is an invitation to contract shall, in negative terms, disclose the extent to which any loss is not covered if the cause of such loss is traceable to a condition existing prior to the effective date of the policy. The use of ...
	2. When a Medicare supplement insurance policy does not cover losses resulting from pre-existing conditions, no advertisement of the policy shall state or imply that the applicant's physical condition or medical history will not affect the issuance of...
	3. When an advertisement contains an application form to be completed by the applicant and returned by mail, such application form shall contain a question or statement which reflects the pre-existing condition provisions of the policy immediately pre...
	b. or substantially the following statement:



	§113. Necessity for Disclosing Policy Provisions Relating to Renewability, Cancellability, and Termination
	A. An advertisement which is an invitation to contract shall disclose the provisions relating to renewability, cancellability, and termination and any modification of benefits, losses covered, or premium because of age or for other reasons, in manner ...

	§115. Testimonials or Endorsements by Third Parties
	A. Testimonials and endorsements used in advertisements must be genuine, represent the current opinion of the author, be applicable to the policy advertised, and be accurately reproduced. The insurer, in using a testimonial or endorsement, makes as it...
	B. A person shall be deemed a spokesperson if the person making the testimonial or endorsement:
	1. has a financial interest in the insurer or a related entity as a stockholder, director, officer, employee, or otherwise; or
	2. has been formed by the insurer, is owned or controlled by the insurer, its employees, or the person or persons who own or control the insurer; or
	3. has any person in a policy-making position who is affiliated with the insurer in any of the above described capacities; or
	4. is in any way directly or indirectly compensated for making a testimonial or endorsement.

	C. The fact of a financial interest or the proprietary or representative capacity of a spokesperson shall be disclosed in an advertisement and shall be accomplished in the introductory portion of the testimonial or endorsement in the same form and wit...
	D. The disclosure requirement of this rule shall not apply where the sole financial interest or compensation of a spokesperson, for all testimonials or endorsements made on behalf of the insurers, consists of the payment of union "scale" wages require...
	E. An advertisement shall not state or imply that an insurer or a Medicare supplement insurance policy has been approved or endorsed by any individual, group of individuals, society, association, or other organizations, unless such is the facts and un...
	F. When a testimonial refers to benefits received under a Medicare supplement insurance policy, the specific claim date, including claim number, date of loss, and other pertinent information shall be retained by the insurer for inspection for a period...

	§117. Use of Statistics
	A. An advertisement relating to the dollar amount of claims paid, the number of persons insured, or similar statistical information relating to any insurer or policy shall not use irrelevant facts, and shall not be used unless it accurately reflects a...
	1. An advertisement shall specifically identify the Medicare supplement insurance policy to which statistics relate, and where statistics are given which are applicable to a different policy, it must be stated clearly that the data do not relate to th...
	2. An advertisement using statistics which describe an insurer, such as assets, corporate structure, financial standing, age, product lines, or relative position in the insurance business, may be irrelevant, and if used at all, must be used with extre...

	B. An advertisement shall not represent or imply that claim settlements by the insurer are liberal or generous, or use words of similar import, or state or imply that claim settlements are or will be beyond the actual terms of the contract. An unusual...
	C. The source of any statistics used in an advertisement shall be identified in such advertisement.

	§119. Disparaging Comparisons and Statements
	A. An advertisement shall not directly or indirectly make unfair or incomplete comparisons of policies or benefits or comparisons of non-comparable policies of other insurers, and shall not disparage competitors, their policies, services, or business ...
	1. An advertisement shall not contain statements such as "no red tape," or "here is all you do to receive benefits."
	2. Advertisements which state or imply that competing insurance coverages customarily contain certain exceptions, reductions, or limitations not contained in the advertised policies are unacceptable unless such exceptions, reductions, or limitations a...
	3. Advertisements which state or imply that an insurer's premiums are lower or that its loss ratios are higher because its organizational structure differs from that of competing insurers are unacceptable.


	§121. Jurisdictional Licensing and Status of Insurer
	A. An advertisement which is intended to be seen or heard beyond the limits of the jurisdiction in which the insurer is licensed shall not imply licensing beyond those limits.
	B. An advertisement shall not create the impression, directly or indirectly, that the insurer; its financial condition or status; or the payment of its claims; or the merits, desirability or advisability of its policy forms or kinds of plans of insura...
	C. An advertisement shall not imply that approval, endorsement, or accreditation of policy forms or advertising has been granted by any division or agency of the state or federal government. Approval of either policy forms or advertising shall not be ...

	§123. Identity of Insurer
	A. The name of the actual insurer shall be stated in all of its advertisements. The form number or numbers of the policy advertised shall be stated in an advertisement which is an invitation to contract. An advertisement shall not use a trade name, an...
	B. No advertisement shall use any combination of words, symbols, or physical materials which by their content, phraseology, shape, color, or other characteristics are so similar to combination of words, symbols or physical materials used by agencies o...
	C. Advertisements, envelopes, or stationery which employ words, letters, initials, symbols, or other devices which are so similar to those used by governmental agencies or other insurers are not permitted if they may lead the public to believe:
	1. that the advertised coverages are somehow provided by, or are endorsed by, such governmental agencies or such other insurers;
	2. that the advertiser is the same as, is connected with, or is endorsed by such governmental agencies or such other insurers.

	D. No advertisement shall use the name of a state or political subdivision thereof in a policy name or description.
	E. No advertisement in the form of envelopes or stationery of any kind may use any names, service mark, slogan, symbol, or any device in such a manner that implies that the insurer or the policy advertised, or that any agent who may call upon the cons...
	F. No advertisement may incorporate the word Medicare in the title of the plan or policy being advertised unless, wherever it appears, said word is qualified by language differentiating it from Medicare. Such an advertisement, however shall not use th...
	G. No advertisement shall be used that fails to include the disclaimer to the effect of, "Not connected with or endorsed by the U.S. Government or the federal Medicare program."
	H. No advertisement may imply that the reader may lose a right or privilege or benefit under federal, state, or local law if he fails to respond to the advertisement.
	I. The use of letter, initials, or symbols of the corporate name or trademark that would have the tendency or capacity to mislead or deceive the public as to the true identity of the insurer is prohibited unless the true, correct, and complete name of...
	J. The use of the name of an agency or "_____________ Underwriters" or "_____________ Plan" in type, size, and location so as to have the capacity and tendency to mislead or deceive as to the true identity of the insurer is prohibited.
	K. The use of an address so as to mislead or deceive as to true identity of the insurer, its location, or licensing status is prohibited.
	L. No insurer may use in the trade name of its insurance policy any terminology or words so similar to the name of a governmental agency or governmental program as to have the tendency to confuse, deceive, or mislead the prospective purchaser.
	M. All advertisements used by agents, producers, brokers, or solicitors of an insurer must have prior written approval of the insurer before they may be used.
	N. An agent who makes contact with a consumer, as a result of acquiring that consumer's name from a lead generating device, must disclose such fact in the initial contact with the consumer.

	§125. Group or Quasi-Group Implications
	A. An advertisement of a particular policy shall not state or imply that prospective insureds become group or  quasi-group members covered under a group policy, and as such, enjoy special rates or underwriting privileges, unless such is the fact.
	B. This regulation prohibits the solicitation of a particular class, such as governmental employees, by use of advertisements which state or imply that their occupational status entitles them to reduced rates on a group or other basis when, in fact, t...

	§127. Introductory, Initial or Special Offers
	A.1. An advertisement of an individual policy shall not directly, or by implication, represent that a contract or combination of contracts is an introductory, initial, or special offer, or that applicants will receive substantial advantages not availa...
	2. An enrollment period during which a particular insurance product may be purchased on an individual basis shall not be offered within this state unless there has been a lapse of not less than three months between the close of the immediately precedi...
	3. This rule prohibits any statement or implication to the effect that only a specific number of policies will be sold, or that a time is fixed for the discontinuance of the sale of the particular policy advertised because of special advantages availa...
	4. The phrase, "a particular insurance product," in §127.A.2 means an insurance policy which provides substantially different benefits than those contained in any other policy. Different terms of renewability, an increase or decrease in the dollar amo...

	B. An advertisement shall not offer a policy which utilizes a reduced initial premium rate in a manner which overemphasizes the availability and the amount of the initial reduced premium. When an insurer charges an initial premium that differs in amou...
	C. Special awards, such as a safe driver award shall not be used in connection with advertisements of Medicare supplement insurance.

	§129. Statements about an Insurer
	A. An advertisement shall not contain statements which are untrue in fact, or by implications, misleading with respect to the assets, corporate structure, financial standing, age, or relative position of the insurer in the insurance business. An adver...

	§131. Enforcement Procedures
	A. Advertising File
	1. Each insurer shall maintain at its home or principal office a complete file containing every printed, published, or prepared advertisement of its individual policies and typical printed, published, or prepared advertisements of its blanket, franchi...

	B. Certificate of Compliance
	1. Each insurer required to file an annual statement which is now, or which hereafter becomes subject to the provisions of these rules, must file with this department, with its annual statement, a certificate of compliance executed by an authorized of...


	§133. Severability Provision
	A. If any Section or portion of a Section of these rules, or the applicability thereof to any person or circumstance is held invalid by a court, the remainder of the rules, or the applicability of such provision to other persons or circumstances, shal...

	§135. Effective Date
	A. This rule shall be effective on the sixtieth day following formal adoption.

	§137. Interpretive Guidelines for Rules Governing Advertisements of Medicare Supplement Insurance
	A. Disclosure is one of the principal objectives of the rules and §137 states specifically that the rules shall assure truthful and adequate disclosure of all material and relevant information. The rules specifically prohibit some previous advertising...
	B. These rules apply to any advertisement as that term is defined in §105, unless otherwise specified in the rules. These rules apply to group, blanket and individual Medicare supplement insurance advertisements. Certain distinctions, however, are app...
	C. The scope of the term advertisement extends to the use of all media for communications to the general public, to the use of all media for communications to specific members of the general public, and to use of all media for communications by agents...
	D. A brief description of coverage in an invitation to inquire may consist of an explanation of Medicare benefits, minimum benefits, standards for Medicare supplement policies, the manner in which the advertised Medicare supplement insurance policy su...
	1. employ devices which are designed to create undue anxiety in the minds of the elderly or excite fear of dependence upon relatives or charity;
	2. exaggerate the gaps in Medicare coverage;
	3. exaggerate the value of the benefits available under the advertised policy;
	4. otherwise violate the provisions of these rules.

	E.1. The rule permits the use of either of the following alternative methods of disclosure.
	a. The first alternative provides for the disclosure of exceptions, limitations, reductions, and other restrictions conspicuously and in close conjunction with the statements to which such information relates. This may be accomplished by disclosure in...
	b. The second alternative provides for the disclosure of exceptions, limitations, reductions, and other restrictions not in conjunction with the provisions describing policy benefits but under appropriate captions of such prominence that the informati...
	2. In considering whether an advertisement complies with the disclosure requirements of this rule, the rule must be applied in conjunction with the form and content standards contained in §107.

	F.1. The rule must be applied in conjunction with §101.E and §105 of the rules. The rule refers specifically to format and content of the advertisement and the overall impression created by the advertisement. This involves factors such as, but not lim...
	2. The rule requires distinctly different advertisements for publication in newspapers or magazines of general circulation, as compared to scholarly, technical, or business journals and newspapers. Where an advertisement consists of more than one piec...

	G. The rule prohibits the use of incomplete statements and words or phrases which have the tendency or capacity to mislead or deceive because of the reader's unfamiliarity with insurance terminology. Therefore, words, phrases, and illustrations used i...
	H. The rule prohibits the use of incomplete statements and words or phrases which create deception by omission or commission. The following examples are illustrations of the prohibitions created by the rule.
	1. An advertisement which describes any benefits that vary by age must disclose the fact.
	2. An advertisement that uses a phrase such as "no age limit" must disclose that premiums may vary by age or that benefits may vary by age, if such is the case.
	3. Advertisements, applications, requests for additional information, and similar materials are unacceptable if they state or imply that the recipient has been individually selected to be offered insurance, or has had his eligibility for such insuranc...
	4. Advertisements for group or franchise group plans which provide a common benefit or a common combination of benefits shall not imply that the insurance coverage is tailored or designed specifically for that group, unless such is the fact.
	5. It is unacceptable to use terms such as "enroll" or "join" with reference to group or blanket insurance coverage when such is not the case.
	6. An advertisement which states or implies immediate coverage is provided is unacceptable, unless suitable administrative procedures exist so that the policy is issued within 15 working days after the application is received by the insurer.
	7. Applications, request forms for additional information, and similar related materials are unacceptable if they resemble paper currency, bonds, or stock certificates; or use any name, service mark, slogan, symbol, or any device in such a manner that...
	8. An advertisement which uses the word, "plan," without identifying it as a Medicare supplement insurance policy is not permissible.
	9. An advertisement which implies in any manner that the prospective insured may realize a profit from obtaining Medicare supplement insurance is not permissible.
	10. An advertisement which fails to disclose any waiting or elimination periods is unacceptable.
	11. Examples of benefits payable under a policy shall not disclose only maximum benefits unless such maximum benefits are paid for loss from common or probable illnesses or accidents, rather than exceptional or rare illnesses or accidents or periods o...
	12. When a range of benefit levels is set forth in an advertisement, it must be made clear that the insured will receive only the benefit level written or printed in the policy selected and issued.
	13. Advertisements for policies whose premiums are modest because of their limited amount of benefits shall not describe premiums as "low," "low cost," "budget," or use qualifying words of similar import. This rule also prohibits the use of words such...
	14. An advertisement which exaggerates the effects of statutorily mandated benefits or required policy provisions or which implies that such provisions are unique to the advertised policy is unacceptable. For example: the phrase, "Money Back Guarantee...
	15. An advertisement which implies that a common type of policy or a combination of common benefits is "new," "unique," "a bonus," "a breakthrough," or is otherwise unusual is unacceptable. Also, the addition of a novel method of premium payment to an...
	16. An advertisement may not omit the word covered when referring to benefits payable under its policy. Continued reference to covered is not necessary where this fact has been prominently disclosed in the advertisement.
	17. An advertisement must state that benefits payable under the policy are based upon Medicare eligible expenses, if such is the case.
	18. An advertisement which fails to disclose that the definition of hospital does not include a nursing home, convalescent home or extended care facility, as the case may be, is unacceptable.
	19. A television, radio, mail, or newspaper advertisement, or lead generating device which is designed to produce leads either by use of a coupon, a request to write or to call the company, or a subsequent advertisement prior to contact must include i...
	20. Advertisements for policies designed to supplement Medicare shall not employ devices which are designed to create undue anxiety in the minds of the elderly. Such phrases as "here is where most people over 65 learn about the gaps in Medicare," or "...
	21. An advertisement which is an invitation to contract implying that the coverage is supplemental to Medicare, if it does not explain the manner in which it is supplemental to Medicare coverage, is not acceptable.
	22. An advertisement which is an invitation to contract for Medicare supplement insurance is unacceptable if the advertisement:
	a. fails to disclose in clear language which of the Medicare benefits the policy is not designed to supplement, or if it otherwise implies that Medicare provides only those benefits which the policy is designed to supplement;
	b. describes the in-patient hospital coverage of Medicare as Medicare hospital, or Medicare Part A when the policy does not supplement the non-hospital or the psychiatric hospital benefits of Medicare Part A;
	c. fails to describe clearly the operation of the part or parts of Medicare which the policy is designed to supplement; or
	d. describes those Medicare benefits not supplemented by the policy in such a way as to minimize their importance relative to the Medicare benefits which are supplemented.

	23. Advertisements which indicate that a particular coverage or policy is exclusively for preferred risks or a particular segment of the population, or that particular segments of the population are acceptable risks, when such distinctions are not mai...
	24. Any advertisement which contains statements such as "anyone can apply," or "anyone can join," other than that with respect to a guaranteed issue policy for which administrative procedures exist to assure that the policy is issued within a reasonab...
	25. Any advertisement which uses any phrase or term such as "here is all you do to apply," "simply," or "merely" to refer to the act of applying for a policy which is not a guaranteed issue policy is unacceptable, unless it refers to the fact that the...
	26. Advertisements which state or imply that premiums will not be changed in the future are not acceptable, unless the advertised policies so provide.
	27. An advertisement which does not require the premium to accompany the application must not overemphasize that fact and must make the effective date of that coverage clear.
	28. An advertisement which is an invitation to contract which falls to disclose the amount of any deductible and/or the percentage of any co-insurance factor is not acceptable.

	I.1. The rule recognizes that certain words and phrases in advertising may have a tendency to mislead the public as to the extent of benefits under an advertised policy. Consequently, such terms (and those specified in the rules do not represent a com...
	2. The rule also prohibits words or phrases which exaggerate the effect of benefit payment on the insured's general well-being, such as "worry-free savings plan," "guaranteed savings," "financial peace of mind," and "you will never have to worry about...
	3. Advertisements which are an invitation to contract for policies designed to supplement Medicare benefits are unacceptable if they fail to disclose that no hospital confinement benefits will be payable for that portion of a Medicare benefit period f...

	J. Explanations must not minimize nor describe restrictive provisions in a positive manner. Negative features must be accurately set forth. Any limitation on benefits precluding pre-existing conditions must also be restated under a caption concerning ...
	K. The rule should be applied in conjunction with §117. Phrases such as "we cut cost to the bone" or "we deal direct with you so our costs are lower" shall not be used.
	L.1. An advertisement which is an invitation to contract, as defined in §105, must recite the exceptions, reductions, and limitations, as required by the rule and in a manner consistent with §105.
	2. If an exception, reduction, or limitation is important enough to use in a policy, it is of sufficient importance that its existence in the policy should be referred to in the advertisement, regardless of whether it may also be the subject matter of...
	3. Some advertisements disclose exceptions, reductions, and limitations as required, but the advertisement is so lengthy that it obscures the disclosure. Where the length of an advertisement has this effect, special emphasis must be given by changing ...

	M. The rule implements the objective of §111.C.1 by requiring in negative terms a description of the effect of a pre-existing condition exclusion because such an exclusion is a restriction on coverage. The subdivision also prohibits the use of the phr...
	N. The phrase, "no health questions," or words of similar import shall not be used if the policy excludes pre-existing conditions. Use of a phrase such as "guaranteed issue" or "automatic issues" if a policy excludes pre-existing conditions for a cert...
	O. Some states require approval of the application even when the application is not attached to the policy when issued. The rule does not change such a requirement. The text of this guideline should be modified to reflect the rule applicable in the pa...
	P.1. Advertisements of cancelable Medicare supplement policies must state that the contract is cancelable or renewable, at the option of the company, as the case may be. With respect to noncancellable policies and guaranteed renewable policies, the po...
	2. The rule also requires a statement of the qualifying conditions which constitute limitations on the permanent nature of the coverage. These customarily fall into three categories:
	a. age limits;
	b. reservation of a right to increase premiums; and
	c. the establishment of aggregate limits.


	For example: "noncancellable and guaranteed renewable" does not fulfill the requirements of the rule if the policy contains a terminal age. In such a case, a proper statement would be "non-cancelable and guaranteed renewable to age _______." If a guar...
	3. An advertisement for a Medicare supplement insurance policy which provides for age step-rated premium rates based upon the policy year or the insured's attained age must disclose such rate increases and the times or ages at which such premium incre...

	Q. The rule must be applied in conjunction with §115 and requires that all such statements must be genuine and not fictitious. Under the rule. the manufacturing, substantive editing, or "doctoring up" of a testimonial is clearly prohibited as being fa...
	R. The rule requires that both approval or endorsement of a policy by an individual, group of individuals, society, association, or other organization be factual, and that any proprietary relationship between the sponsoring or endorsing organization a...
	S.1. An advertisement shall specifically identify the Medicare supplement insurance policy to which statistics relate, and where statistics are given which are applicable to a different policy, it must be stated clearly that the data does not relate t...
	2. An advertisement which states the dollar amount of claims paid must also indicate the period over which such claims have been paid.
	3. If the term "loss ratio" is used, it shall be properly explained in the context of the advertisement, and unless the state has issued a regulation otherwise defining the term, it shall be calculated on the basis of premiums earned to losses incurre...

	T. The rule does not require that statistics for this state be used since such statistics as hospital charges and average stays may vary from state to state. When nationwide statistics are used, such fact should be noted, unless the statistics on the ...
	U. The rule prohibits disparaging, unfair, or incomplete comparisons of policies or benefits which would have a tendency to decline or mislead the public. The rule does not preclude the use of comparisons by health maintenance organizations, prepaid h...
	V. The rule prohibits advertisements which imply that an insurer is licensed beyond the limits of those jurisdictions where it is actually licensed. An advertisement which contains testimonials from persons who reside in a state in which the insurer i...
	W.1 Although the rule permits a reference to an insurer being licensed in a state where the advertisement appears, it does not allow exaggeration of the fact of such licensing nor does it permit the suggestion that competing insurers may not be so lic...
	2. Terms such as "official" or words of similar import used to describe any policy or application form are not permissible because of the potential for deceiving or misleading the public. This guideline also applies to §119.A.3.

	X. The rule prohibits advertising representing that a product is offered on an introductory, initial, or special offer basis or otherwise which:
	1. will not be available later; or
	2. is available only to certain individuals, unless such is the fact. This rule prohibits the repetitive use of such advertisements. Where an insurer uses enrollment periods as the usual method of advertising these policies, the rule prohibits describ...

	Y.1. The rule restricts the repetitive use of enrollment periods. The requirement of reasonable closing dates and waiting periods between enrollment periods was adopted to eliminate the abuses which formerly existed. This rule does not limit just the ...
	2. The rule does not prohibit multiple advertising during an enrollment period through any and all media published or transmitted within this state as long as the enrollment periods for all such advertisements have the same expiration date.
	3. The rule does not prohibit the solicitation of members of a group or association for the same product even though there has not been a lapse of (insert months) since the close of a preceding enrollment period which was open to the general public fo...
	4. The rule does not require separation by (insert number) months of enrollment periods for the same insurance product in this state if the advertising material is directed by an admitted insurer to persons by direct mail on the basis that a common re...

	Z. The rule defines the meaning of a particular insurance product in §137.Y.1 and prohibits advertising of products having minor variations such as different periods or different amounts of daily hospital indemnity benefits in a succession of enrollme...
	AA. The rule is closely related to the requirements of §115 concerning the use of statistics. The rule prohibits insurers which have been organized for only a brief period of time advertising that they are "old" and also prohibits emphasizing the size...
	BB. The text of Subsection A is identical to the text of the first paragraph of the Enforcement Section of previous drafts of the rules, except the last sentence of the Subsection has been revised to require that the advertising file be maintained eit...
	CC. The rule is attached as an example of the text of a rule which may be used, at the option of the commissioner, in a state which reviews advertisements prior to use. The NAIC takes no position here on the question of whether direct response adverti...


	Chapter 3.  Rule Number 4― Interlocal Risk Management Agency
	§301. Purpose
	A. The purpose of this rule is to adopt provisions and uniform guidelines for their interpretation as authorized specifically by Act 462 of the 1979 Session of the Legislature. This rule is designed to facilitate and implement the provisions of that A...

	§303. Applicability
	A. These provisions shall be applicable to any and all entities which may be defined an interlocal risk management agency by Act 462 of the 1979 Session of the Louisiana Legislature.

	§305. Definitions
	Certified Audit―an audit upon which the auditor expresses his professional opinion that the accompanying statements present fairly the financial position of the self-insurance fund in conformity with generally accepted accounting principles consistent...
	Contingent Liability―the amount that the interlocal risk management agency may be obligated to pay in excess of a given year's normal premium collected or on hand.
	Department―the Insurance Department of the State of Louisiana.
	Experience Modification―the applicable experience debit or credit promulgated in accordance with those experience rating plans filed by and approved for the National Council on Compensation Insurance or the Insurance Services Office.
	Fund―the interlocal risk management agency self-insurers fund.
	Gross Premium―the premium determined by multiplying the payroll or other unit of exposure (segregated into the proper workmen's compensation job classification or general liability classification) times the appropriate manual rates.
	Loss Fund―the retention of risk sharing for an interlocal risk management agency under the terms of an aggregate excess contract or contracts.
	Manual Rate―for workmen's compensation purposes that rate filed by and approved for use in the state by the National Council on Compensation Insurance. For public liability exposure, the term means that rate filed by and approved for use by the Insura...
	Net Safety Factor―any amount needed in a given fund year, in addition to current loss' reserves to fund future loss development.
	Normal Premium―the standard premium less any discount allowed.
	Service Agent―a business which contracts with an interlocal risk management agency for the purpose of providing all services necessary to place and maintain a group self-insurance program.
	Standard Premium―gross premium plus or minus applicable experience modification.
	Statutory Workmen's Compensation Benefit―those prescribed by Title 23, Louisiana Revised Statutes of 1950, as amended.
	Surplus―all other assets a fund may have on hand in excess of all loss reserves, actual and contingent liabilities, and net safety factors in all fund years.
	Trustee Fund―any monies and investment under the control of the board of trustees of a self-insurance fund which are not part of the loss fund or which are not required to pay claims.
	Trustees―the executive boards of the Louisiana Municipal Association or of the Police Jury Association of Louisiana, as the case may be, where those bodies have been designated in an intergovernmental agreement to administer an interlocal risk managem...

	§307. Requirements Necessary to Obtain a Certificate of Authority as an Interlocal Risk Management Agency
	A. Evidence must be submitted to the Insurance Department that two or more local government subdivisions have made an executed agreement among themselves to form and become members of an interlocal risk management agency.
	B. Copies of the bylaws and other agreements must be submitted to the Insurance Department.
	C. A copy of the ordinance or other enabling Act that is adopted by the political subdivisions authorizing execution of an agreement to form an interlocal risk management agency must be submitted to the Department of Insurance.
	D. Each interlocal risk management agency must identify its agent for service of process to the Department of Insurance.
	E. Each fund must have an annual gross premium calculated in accordance with the applicable manual premium rate or rates, plus or minus applicable experience credits or debits, of not less than $200,000.
	F. An interlocal risk management agency must, at all times, maintain a contract or contracts of aggregate excess insurance of at least $5,000,000 as respects public liability claims if a fund is formed to self-insure public liability claims.
	G. An interlocal risk management agency must, at all times, maintain a contract or contracts of specific excess insurance as respects workmen's compensation claims. Those contracts must provide for statutory workmen's compensation benefits which shall...
	H. Each interlocal risk management agency must provide statutory workmen's compensation benefits. A contract or contracts of excess insurance as provided in §307.G shall be provided to secure payment of statutory workmen's compensation benefits.
	I. A copy of each contract of excess and aggregate insurance must be filed with the Department of Insurance.
	J. Each risk contract must contain a provision that the Department of Insurance will be notified not less than 30 days in advance in the event of cancellation of the contract by action of either the interlocal risk management agency or the insurance c...

	§309. Filing of Reports
	A. A certified audited financial statement must be submitted annually. That statement must contain a review of the interlocal risk management agency operations and general conditions by a certified independent casualty actuary. During the first two ye...
	B. That statement of financial condition must include a report of the outstanding workmen's compensation liabilities of the interlocal risk management agency and include details of the amount and source of all monies recoverable from any third party.
	C. Summary loss data shall be filed with the Department of Insurance on each fund member within 60 days after the evaluation date of the losses being reported in a manner acceptable to the Department of Insurance.
	D. Classified, audited, and properly limited payrolls and premium development on each fund member shall be submitted to the Insurance Department on acceptable forms within 60 days after the evaluation date of the summary loss information required in §...
	E. All of the information required in §309.D shall be submitted using classification, payroll limitations, experience modification, and rate procedure of the National Council on Compensation Insurance, or in the case of public liability, those of Insu...
	F. Failure or refusal of the interlocal risk management agency to file these reports in accordance with this rule shall be considered good cause to suspend or refuse renewal of the Certificate of Authority issued by the Commissioner of Insurance.

	§311. Solvency or Risk Management Agencies; Trustee Responsibilities
	A. In order to insure the financial stability of the operations of each interlocal risk management agency, the board of trustees of each fund shall be responsible for all operations of the fund. The board of trustees of each agency shall take all nece...
	1. the designation of a fiscal agent or administrator, if not otherwise provided for by Act 462 of the 1979 Regular Session of the Louisiana Legislature to administer the financial affairs of the fund, which as obligee, shall furnish a fidelity bond, ...
	2. retain control of all monies collected or disbursed from the fund or funds and shall segregate all monies into a claims fund and trustee fund. The amount allocated to the claims fund will be sufficient to cover payment of the entire aggregate loss ...
	3. audit of the accounts and records are provided for in Act 462 of the 1979 Regular Session of the Louisiana Legislature;
	4. the board of trustees or its fiscal agent or administrator shall not utilize any of the monies collected as premiums for any purpose unrelated to workmen's compensation or public liability purposes. Further, it shall not borrow any monies from the ...
	a. five percent of the combination of surplus and undivided profits and reserves, as currently reported for each bank in this state in the banking division annual report of the Financial Institution Office of the Department of Commerce (banking contro...
	b. $500,000 per institution.


	B. The board of trustees may delegate authority for specific functions to the administrator of the self-insurers' fund. The functions which may be delegated include, but are not limited to, such matters as contracting with a service agent, determining...

	§313. Interlocal Risk Management Self-Insurance Funds; Advance Premium Discounts; Surplus Distribution; Deficit
	A. The trustees of any interlocal risk management agency shall not allow advance premium discounts to any member in excess of that allowed by the excess insurance underwriter, subject however, to a maximum of 15 percent of their standard premium.
	B. Any surplus monies for a fund year in excess of the amount necessary to fulfill all obligations under the Workmen's Compensation Act for that fund year, including a provision for claims incurred but not reported and related expenses, may be declare...
	C. In the event of a deficit in any fund year, the deficit shall be made up immediately from any of the following:
	1. unencumbered surplus from a fund year other than the current fund year;
	2. trustees' funds;
	3. by assessment of the membership of the deficit fund year, if ordered;
	4. by such alternative method as the Commissioner of Insurance may approve;
	5. by reduction or elimination of the advance premium discount provided to members.

	D. The Commissioner of Insurance shall be notified before any transfer of unencumbered surplus funds and of any method utilized to eliminate a deficit.

	§315. Aggregate Excess Insurance, Interlocal Risk Management Agency; Self-Insurance
	A. No contract or policy of aggregate excess insurance shall be recognized in considering the ability of an applicant to indemnify the financial obligations of its members under the Workmen's Compensation Act, unless such contract or policy complies w...
	1. is issued by a casualty insurance company authorized to transact such business in this state, or a licensed resident surplus lines broker;
	2. is not cancellable or nonrenewable unless written notice by registered or certified mail is given to the other party to the policy and to the Commissioner of Insurance not less than 30 days before termination by the party desiring to cancel or not ...
	3. any contract or policy containing any type of commutation clause shall provide that any commutation effected thereunder shall not relieve the underwriter or underwriters of further liability in respect to claims and expenses unknown at the time of ...
	4. all of the following shall be applied toward the reaching of the retention level in the aggregate excess contract:
	a. payments made by the employer;
	b. payments due and owing to claimants of the employers;
	c. payments made on behalf of the employers by any surety bond under a bond required by the Commissioner of Insurance;
	d. payments made by the Interlocal Risk Management Agency security fund;

	5. copies of the complete policy of aggregate excess insurance shall be filed with the Commissioner of Insurance, together with a certification that such policy fully complies with this rule and applicable statutes.


	§317. Servicing Interlocal Risk Management Agencies; Application; Requirements; Noncompliance
	A. Any individual, co-partnership, or corporation desiring to engage in the business of providing one or more services for an approved workmen's compensation program for an interlocal risk management agency shall apply to, and shall satisfy the Commis...
	B. Application for approval to act as a servicing agent for an interlocal risk management agency shall be made on the required form. The application shall contain answers to all questions propounded and shall be sworn to and approved before the servic...
	C. If the service agent seeks approval to service claims, then proof shall be required that it has within its organization, or has contracted on a full-time basis with, at least one person who has the knowledge and experience necessary to handle claim...
	D. If the service agent seeks approval to provide underwriting services, then proof shall be required that it has within its organization, or has contracted on a full-time basis with at least one person who has the knowledge and experience necessary t...
	E. If the service agent seeks approval to furnish safety engineering services, then proof shall be required that it has within its organization, or has contracted on a full-time basis with at least one person who has the knowledge and background neces...
	F. The service agent shall maintain adequate staff, and the staff shall be authorized to act for the service agent on all matters covered by the Workmen's Compensation Act and rules and regulations applicable thereto.
	G. The service agent shall file copies of all contracts entered into with interlocal risk management agencies as they relate to the services to be performed. Such reports shall be kept confidential. The service agent will handle all claims, with dates...
	H. Failure to comply with the provisions of the Workmen's Compensation Act shall be considered good cause for withdrawal of the approval to act as a service agent. Thirty days notice of withdrawal shall be given, and notice shall be served, by certifi...

	§319. Penalty for Non-Compliance
	A. Non-compliance with the provisions of this rule may result in suspension, revocation, or non-renewal of the Certificate of Authority issued by the Commissioner of Insurance pursuant to the provisions of Act 462 of the 1979 Session of the Louisiana ...

	§321. Severability
	A. If any of the provisions of this rule are held invalid, such invalidity shall not affect other provisions which can be given effect with the invalid item, and to this end the provisions of this rule are hereby declared severable.


	Chapter 5. Rule Number 9(Prelicensing Education
	§501. Authority
	A. This Rule is promulgated in accordance with R.S. 22:1571.

	§503. Purpose
	A. The purpose of this Rule is to implement the provisions of R.S. 22:1546(A)(4) and R.S. 22:1571 by establishing curricula for programs of instruction required to be completed by applicants seeking an insurance license in the state of Louisiana; to e...

	§505. Applicability and Scope
	A. This Rule shall apply to all applicants seeking a license as an insurance producer who are required by statute to take an insurance examination. Further, this Rule shall apply to the providers of the prelicensing program and the instructors for sai...
	B. This Rule shall not apply to any applicant seeking a license as an insurance producer solely for surety or industrial fire lines of authority.
	C. The following shall be exempt from any prelicensing education requirements.
	1. A person applying for a license as an insurance producer for authorization to write life insurance and having any of the following designations:
	a. certified employee benefit specialist (CEBS);
	b. chartered financial consultant (ChFC);
	c. certified insurance counselor (CIC);
	d. certified financial planner (CFP);
	e. chartered life underwriter (CLU);
	f. the fellow;
	g. Life Management Institute (FLMI); or
	h. the LUTC fellow designation (LUTCF).

	2. A person applying for a license as an insurance producer for authorization to write health and accident insurance and having any of the following designations:
	a. registered health underwriter (RHU);
	b. certified employee benefit specialist (CEBS);
	c. registered employee benefits consultant (REBC); or
	d. health insurance associate (HIA).

	3. A person applying for a license as an insurance producer for authorization to write property or casualty insurance and having any of the following designations:
	a. accredited advisor in insurance program (AAI);
	b. associate in risk management (ARM);
	c. certified insurance counselor (CIC); or
	d. chartered property and casualty underwriter (CPCU).

	4. A person applying for a license as an insurance producer to write any line of insurance and having a bachelor's degree or higher from an accredited college or university where the degree obtained includes major course work in insurance.


	§507. Effective Date
	A. This Rule shall become effective August 1, 2011 after publication in the July 2011 Louisiana Register.

	§509. Definitions
	A. In this Rule, unless the context otherwise requires, the following definitions shall be applicable.
	Commissioner―the commissioner of insurance of Louisiana.
	Department―the Louisiana Department of Insurance.
	Producer License Candidate―a natural person who is seeking a license as an insurance producer who is required by statute to take an insurance examination.
	Provider―the entity presenting a prelicensing program.
	Supervised Instruction―instruction that is conducted in a structured setting under direct supervision of an instructor at a facility compliant with the provisions of this Rule during scheduled program presentations.
	Verifiable Self-Study―an internet, CD-ROM, DVD, or other computer based presentation that has an interactive electronic component that:
	a. provides inquiry periods at regular and relatively evenly spaced intervals during the program which shall cover material presented in that section of the program;
	b. requires the candidate to demonstrate mastery of the current Section before the candidate is allowed by the program to proceed to the next Section or complete the program;
	c. identifies all incorrect responses during the inquiry periods and informs the candidate of the correct response with an explanation of the correct answer;
	d. is capable of generating a sufficient number of inquiries to illustrate that the candidate has mastered the information for each inquiry period;
	e. provides for a method to directly transmit the final program completion results to the provider or a printed program completion receipt to be sent to the provider for issuance of a completion certificate; and
	f. has a means to reasonably authenticate the candidate’s identity during the program.



	§511. Program Requirements
	A. Life, Health and Accident
	1. All producer license candidates seeking licensure for one of the lines of life or health and accident shall complete a program of instruction with a minimum of 20 hours of supervised instruction or verifiable self-study in the line for which licens...
	2. The curricula for the life instruction shall include the following:
	a. insurance regulation;
	b. general insurance;
	c. life insurance basics;
	d. life insurance policies;
	e. life insurance policy provisions, options and riders;
	f. annuities;
	g. federal tax considerations for life insurance and annuities;
	h. qualified plans.

	3. The curricula for the health and accident instruction shall include the following:
	a. insurance regulation;
	b. general insurance;
	c. health insurance basics;
	d. individual health insurance policy general provisions;
	e. disability income and related insurance;
	f. medical expense plans;
	g. group health insurance;
	h. dental insurance;
	i. insurance for senior citizens and special needs individuals;
	j. federal tax considerations.


	B. Property and Casualty
	1. All producer license candidates seeking licensure for one of the lines of property or casualty shall complete a program of instruction with a minimum of 20 hours of supervised instruction or verifiable self-study in the line for which licensure is ...
	2. The curricula for property and casualty shall include the following:
	a. insurance regulation;
	b. general insurance;
	c. property and casualty insurance basics;
	d. dwelling insurance policy provisions, including a discussion of the most current ISO form approved for use in Louisiana;
	e. homeowners insurance policy provisions, including a discussion of the most current ISO form approved for use in Louisiana;
	f. auto insurance policy provisions;
	g. commercial insurance policy provisions, including a discussion of the most current ISO form approved for use in Louisiana;
	h. business owners insurance policy provisions, including a discussion of the most current ISO form approved for use in Louisiana;
	i. workers’ compensation insurance;
	j. other coverage and options.


	C. Personal Lines
	1. All producer license candidates seeking licensure for the line of personal lines shall complete a program of instruction with a minimum of 20 hours of supervised instruction or verifiable self-study in the subject of personal lines.
	2. The curricula for personal lines shall include the following:
	a. insurance regulation;
	b. general insurance;
	c. personal lines insurance basics;
	d. dwelling insurance policy provisions, including a discussion of the most current ISO form approved for use in Louisiana;
	e. homeowners insurance policy provisions, including a discussion of the most current ISO form approved for use in Louisiana;
	f. auto insurance policy provisions.


	D. Bail Bond
	1. All producer license candidates seeking licensure for the line of bail bond shall complete a program of instruction with a minimum of eight hours of supervised instruction in the subject of bail bonds. The candidate may not utilize verifiable self-...
	2. The curricula for bail bond shall include the following:
	a. insurance regulation;
	b. general insurance;
	c. underwriting principles;
	d. state laws and regulations;
	e. contract provisions;
	f. ethical practices.


	E. Upon completion of the program, the producer license candidate shall be tested by the provider of the program. A producer license candidate shall not be deemed to have successfully completed the program unless he has correctly answered a minimum of...
	F. When concurrent programs for the subjects of life, health and accident, property and casualty are conducted, the repetition of ethical practices and other topics which are redundant shall be waived. However, this does not reduce the minimum require...

	§513. Program Certification Requirements
	A. Applications for certification of prelicensing programs shall be submitted to the commissioner not less than 30 days prior to the expected use of the program. Each application shall be on the forms and in the format required by the commissioner and...
	1. the full legal name and federal employer identification number (FEIN) of the provider of the prelicensing program;
	2. an outline of the program including a list of resource material to be used, a copy of the textbook to be used, a description of the training aids to be used, a detailed description of the program, and the cost of the program to each participant;
	3. if the program is not a verifiable self-study program, a schedule of times and dates when and where the program will be offered. Any change in the locations, dates or times of classes shall be filed with the commissioner no less than three days pri...
	4. if the program is not a verifiable self-study program, information regarding the supervising instructor on the form required by the commissioner and a resume for that instructor that clearly illustrates the instructor meets the minimum requirements...
	5. if the program is not a self-study program, information regarding all proposed instructors of the prelicensing program on the form required by the commissioner and a resume for those instructors that clearly illustrates the instructors meet the min...
	a. disclosure of any disciplinary action for insurance related practices by the department, the insurance department of any other state or any similar state or federal regulatory body against any proposed instructor of the prelicensing program;
	b. disclosure of any conviction or entry of a nolo contendere plea to any felony, participation in a pretrial diversion program pursuant to a felony charge or conviction of any misdemeanor involving moral turpitude or public corruption of any proposed...

	6. if the program is not a verifiable self-study program, the physical address, including room or suite number and a description of the facilities where the program will be presented. All facilities shall meet the requirements of §519 of this Rule.

	B. A provider may request that any course materials that are proprietary or that contain trade secrets be maintained as confidential by the commissioner. All such requests must be made in strict compliance with the provisions of R.S. 44:3.2.
	C. The provider shall maintain detailed attendance records for all program presentations for three years following completion of the presentation. The records shall be made available for review by the commissioner upon request.
	D.  The provider shall not allow credit for hours for any program work which is not supervised instruction or completed by verifiable self-study.
	E. No provider shall advertise or conduct a prelicensing program prior to receiving written confirmation of the certification of the program from the commissioner.
	F. Any material changes to information submitted to the commissioner in association with an application for certification of a prelicensing program which has been approved by the commissioner must be submitted to the commissioner no less than 30 days ...
	1. changes to the instructors of the prelicensing program;
	2. changes to facilities where the prelicensing program will be presented;
	3. changes to the text books, resource material or training materials to be used in the prelicensing program.

	G. A provider shall notify the commissioner of the date, time and physical location of any presentation of an approved course no less than three days before the beginning of that presentation. This notification shall be in the format and on such forms...
	H. If a provider utilizes published course materials, including text books, outlines or other similar materials, each attendee must be provided with a complete original text of the material as part of the fee for the course. This text shall be retaine...
	I. Certification of a prelicensing program shall expire three years from the date of certification. A provider may request renewal of the certification by submitting all information required by this section to the commissioner no less than 60 days pri...

	§515. Measurement of Credit Hours
	A. Credit hours for prelicensing programs shall be determined by the commissioner in compliance with the provisions of this Rule.
	B. Programs shall be credited in full hours only. The number of hours shall be equivalent to the actual number of hours in instruction or participation. Each hourly period must include at least 50 minutes of continuous instruction or participation. Fo...
	C. The number of prelicensing credit hours will be limited to a maximum of eight hours per day of instruction. The maximum number of pre-licensing credit hours which will be approved for any single program will be 40 credit hours.

	§517. Instructor Qualifications
	A. Every provider of prelicensing programs shall submit to the commissioner on the forms and in the format required by the commissioner the name and qualifications of all instructors for the prelicensing program. The supervisory instructor shall be re...
	B. All instructors must possess the necessary qualifications to enable them to teach the program and to present the instructional material. Special consideration may be granted where it is determined by the commissioner that the specific background of...

	§519. Training Facilities Requirements
	A. For every program other than a verifiable self-study program, the provider shall furnish training facility descriptions when making application for certification of a prelicensing program. At a minimum all training facilities shall:
	1. provide an atmosphere conducive to educational presentation, including good housekeeping, controlled environment as to heating and cooling, proper lighting, and proper furnishing;
	2. be easily accessible and secure for the safety of the attendees;
	3. be for the exclusive use of the program presentation while in session;
	4. provide ready access to rest rooms and other facilities of human needs to the attendees; and
	5. provide a proper layout to ensure that training aids, overhead viewing equipment and other such aids are easily visible by all attendees of the course.


	§521. Authority of the Commissioner to Conduct On-Site Review of Prelicensing Programs
	A. The commissioner or his designee shall have the authority to visit a training facility at any time. Said visits may include the review of curriculum records, review of attendance records and observation of instructional sessions in progress.

	§523. Course Completion
	A. All producer license candidates shall complete the required instructional program prior to taking the insurance licensing examination administered by the department or contracted testing vendor. The producer license candidate shall successfully com...
	B. The provider shall maintain a list of all individuals who have successfully completed a prelicensing program presented by that provider for a period of not less than five years from the date of completion of a course. The list shall contain the nam...
	C. The provider shall also maintain electronic records of course completion in a format compatible with the commissioner’s specifications to facilitate the electronic reporting and transfer of attendance information from the provider to the commissioner.
	D. The provider shall present a certificate of successful completion to each producer license candidate who successfully completes the prelicensing program. This certificate shall be in a form acceptable to the commissioner and shall include the name ...

	§525. Fees
	A. All applications submitted to the commissioner seeking certification of a prelicensing program shall be accompanied by the fee set forth in RS 22:821(29).

	§527. Complaints
	A. The commissioner shall review all complaints lodged against a provider or instructor of a program. Every provider shall respond to an inquiry from the commissioner regarding a complaint within 30 days of receipt of such inquiry. The commissioner ma...

	§529. Violations
	A. The commissioner may deny, suspend, or rescind the certification of a prelicensing program should he find the program, the instructors or the provider of the program have violated any provision of this Rule or any applicable provisions of the Louis...
	B. Any denial, suspension, or rescission of the certification of a prelicensing program shall comply with the provisions of R.S. 49:961.
	C. An aggrieved party affected by the commissioner’s decision, act, or order may demand a hearing in accordance with R.S. 22:2191 et seq.


	Chapter 7.  Rule Number 10― Continuing Education
	§701. Authority
	A. This Rule is promulgated in accordance with R.S. 22:1573 , R.S. 22: 1673, R.S. 22:1678, R.S. 22:1702, and R.S. 22: 1708.

	§703. Purpose
	A. The purpose of this Rule is to protect the public, maintain high standards of professional competency in the insurance industry, and maintain and improve the insurance skills and knowledge of producers and adjusters licensed by the department. This...
	1. minimum standards of continuing education in approved subjects that a licensee must periodically complete;
	2. procedures and standards for the approval of such education; and
	3. a procedure for establishing to the department that continuing education requirements have been met.


	§705. Applicability and Scope
	A. This Rule applies to all natural persons who are licensed by the department as producers for the lines of life, health and accident, property, casualty, bail bonds, personal lines or title and all adjusters licensed by the department. This Rule sha...
	B. The requirement for the completion of continuing education shall not apply to the following:
	1. nonresident licensees who have met the continuing education requirements in their home state. If a producer or adjuster is not required to take continuing education in his home state that producer or adjuster is not required to submit continuing ed...
	2. an individual renewing a resident producer license for the first time after initial issuance. Thereafter the licensee shall be subject to all applicable continuing education requirements;
	3. an individual licensed as an adjuster who has been licensed for more than one full year on his renewal date. However, such exemption shall be applicable only to the first license renewal for that license. Thereafter the licensee shall be subject to...
	4. an individual who attains the age of 65 years on or before January 1, 2012 and who either:
	a. is no longer actively engaged in the insurance business as a producer and who is receiving social security benefits, if eligible; or
	b. is actively engaged in the insurance business as a producer and who represents or operates through a licensed Louisiana insurer.


	C. Any person seeking an exemption to the continuing education requirements pursuant to the provisions of Paragraph B.4 above shall attest to his eligibility for the exemption on a form provided by the commissioner.

	§707. Effective Date
	A. This Rule shall become effective on August 1, 2011 after final publication in the July 2011 Louisiana Register.

	§709. Definitions
	A. As used in this Rule, unless the context otherwise requires, the following definitions shall be applicable.
	Adjuster―an individual who is licensed by the department as a claims adjuster pursuant to the provisions of R.S. 22:1661-1678 or as a public adjuster pursuant to the provisions R.S. 22:1663-1678.
	Commissioner―the commissioner of insurance of Louisiana.
	Department―the Louisiana Department of Insurance.
	Licensee―an individual licensed as an insurance producer for the lines of life, health and accident, property, casualty, bail bonds, personal lines or title or as a claims adjuster or a public adjuster by the department.
	Producer―an individual who is licensed by the department as a producer pursuant to the provisions of R.S. 22:1541-1566.
	Provider―the entity presenting a continuing education program.
	Renewal Period―the two years immediately preceding expiration of a producer or adjuster license. For the purposes of a newly issued license “renewal period” shall mean the time between the issuance of the license and the next scheduled expiration of t...
	Self-Study―an internet, CD-ROM, DVD, or other computer based presentation or a correspondence course.


	§711. Continuing Education Requirements
	A. As a condition for the renewal of a license, the continuing education provider or licensee must furnish the department, prior to the license expiration date, proof of satisfactory completion of approved programs having the required minimum hours of...
	1. Producers licensed for one or more of the lines of life, health and accident, property, casualty or personal lines(24 hours.
	2. Producers licensed for the line of bail bonds(12 hours.
	3. Producers licensed for the line of title(6 hours.
	4. Adjuster license(24 hours.

	B. The 24 hours of continuing education required for producers licensed for one or more of the lines of life, health and accident, property, casualty or personal lines shall include a minimum of three hours dedicated to the subject of ethics.
	C. The 24 hours of continuing education required for producers licensed for one or more of the lines of property, casualty or personal lines shall include a minimum of three hours dedicated to the subject of flood insurance.
	D. The 24 hours of continuing education required for adjusters shall include a minimum of three hours dedicated to the subject of ethics.
	E. A producer licensed for one or more of the lines of life or health and accident and licensed for one or more of the lines of property, casualty or personal lines is required to comply with the continuing education requirements for the renewal perio...
	F. An individual shall not sell, solicit or negotiate long-term care insurance unless the individual is licensed as an insurance producer for one or more of the lines of life or health and accident and has completed an initial one-time training course...
	G. Failure to fulfill the continuing education requirements prior to the filing date for license renewal shall cause the license to lapse.
	H. A license which has lapsed may not be reinstated until the licensee has complied with all continuing education requirements which would have applied had the license continued uninterrupted.
	I. Each program applied toward satisfaction of the continuing education requirement for a license shall be completed within the renewal period for which the credit is claimed except that a producer licensed for one or more of the lines of life, health...
	J. No licensee may be granted credit for a program more than once during a single renewal period.
	K. Subject to the provisions of Subsection J above, one hour of continuing education credit shall be awarded to a licensee for each hour completed by that licensee as an instructor or discussion leader for any program approved for continuing education...
	L. Licensees who successfully complete all prerequisites of a qualified graduate level national designation program and receive the designation shall earn 24 continuing education credit hours.
	M.1. Members of state or national professional associations may be granted up to four continuing education credits each renewal period for actively participating in a state or national insurance association in one of the following methods:
	a. attend a formal meeting of a state or national association where a formal business program is presented and attendance is verified in a manner consistent with the provisions of this Rule;
	b. serve on the board of directors or a formal committee of a state or national chapter of the association, and actively participate in the activities of the board or committee;
	c. participate in industry, regulatory, or legislative meetings held by or on behalf of a state or national chapter of the association; or
	d. participate in other formal insurance business activities of a state or national chapter of the association.
	2.  In order to qualify for continuing education credit under this provision, members must attend at least four hours of qualified activities. Continuing education credit shall be given as one 4 hour increment each year from the association in a manne...
	3. Continuing education credit for membership in a bail bond association may only be applied towards renewal or reinstatement of a producer license for the line of bail bonds. Continuing education credit for membership in a life, health and accident, ...
	4. Regardless of the number of state or national insurance associations in which a licensee actively participates, under no circumstances shall a producer or adjuster receive more than four credit hours per renewal period for such participation.


	§713. Waiver of Continuing Education Requirements
	A. A licensee who is unable to comply with continuing education requirements due to military service or some other extenuating circumstance, such as a long-term medical disability, may request a waiver of those requirements. Such request shall be subm...

	§715. Program Certification Requirements
	A. An application for certification of a continuing education program shall be submitted to the commissioner not less than 30 days prior to the expected use of the program. Each application shall be on the form and in the format required by the commis...
	1. the full legal name and federal employer identification number (FEIN) of the provider of the continuing education program;
	2. an outline of the program including a list of resource material to be used, a copy of the textbook to be used, description of the training aids to be used, a detailed description of the program, a schedule of the program which clearly indicates the...
	3. a statement of the method used to determine whether there has been a positive achievement of education on the part of the producer or adjuster taking the program. Such method may be a written examination, a written report by the licensee, certifica...
	4. if the program is not a self-study program, a schedule of locations where the instructional program will be offered, and a schedule of times and dates when the program will be offered. Any change in the schedule of locations, dates or times of prog...
	5. if the program is not a self-study program, information regarding the supervising instructor on the form required by the commissioner and a resume for that instructor that clearly illustrates the individual meets the minimum requirements of §719 of...
	6. if the program is not a self-study program, information regarding all proposed instructors of the continuing education program on the form required by the commissioner and a resume for those instructors that clearly illustrates the instructors meet...
	a. disclosure of any disciplinary action for insurance related practices by the department, the insurance department of any other state or any similar state or federal regulatory body against any proposed instructor of the continuing education program;
	b. disclosure of any conviction or entry of a nolo contendere plea to any felony, participation in a pretrial diversion program pursuant to a felony charge or conviction of any misdemeanor involving moral turpitude or public corruption of any proposed...

	7. if the program is not a self-study program, the physical address, including room or suite number and a description of the facilities where the program will be presented. All facilities shall meet the requirement of §721 of this Rule.

	B. A provider may request that any program materials deemed proprietary or which contain trade secrets be maintained as confidential by the commissioner. All such requests must be made in strict compliance with the provisions of R.S. 44:3.2.
	C. The provider shall not allow credit for hours for any program work that is not conducted under the direct supervision of the program instructor at the approved facility during scheduled program presentation or completed by self-study.
	D. Any material changes to information submitted to the commissioner in association with an application for certification of a continuing education program that has been approved by the commissioner must be submitted to the commissioner no less than 3...
	1. change(s) to the instructors of the continuing education program;
	2. change(s) to the facility where the continuing education program will be presented;
	3. change(s) to the text books, resource material or training materials to be used in the continuing education program.

	E. The following general subjects are acceptable for certification as continuing education programs as long as they contribute to the knowledge and professional competence of a licensee and demonstrate a direct and specific application to insurance:
	1. insurance and risk management;
	2. insurance laws, regulations and ethics;
	3. programs in economics, business, management, computers, finance, taxes and laws which relate specifically to the insurance business;
	4. claims management and damage assessment;
	5. any other such subjects which may be related or that have a direct and specific application to the insurance industry and which contribute to the professional competence of a licensee. This may include but is not limited to subjects such as securit...

	F. The following general subjects are not acceptable for certification as continuing education programs:
	1. any program used to prepare for taking an insurance or securities licensing examination;
	2. general computer programs not specifically related to the business of insurance or adjusting;
	3. motivational, psychology, communications, or sales training programs;
	4. general business programs not specifically related to the business of insurance or adjusting;
	5. any program not directly and specifically applicable to the insurance or adjusting business.

	G. The commissioner shall not certify a continuing education program unless the program meets the following standards.
	1. The program must have significant intellectual or practical content to enhance and improve the insurance knowledge and professional competence of participants.
	2. The program must be developed by persons who are qualified in the subject matter and instructional design.
	3. The program content must be current and up to date.
	4. The program includes a means for evaluating the quality of the education provided.
	5. The instructors of the program are qualified in respect to the content of the program and the teaching method employed to present the program.

	H. If a provider utilizes published program materials, including text books, outlines or other similar materials, each attendee must be provided with a complete original text of the material as part of the fee for the program. This text shall be retai...
	I. A program may be certified for one or more of the following license types and credit shall be granted only to a licensee holding the type or types of license for which the program is approved:
	1. producer―life;
	2. producer―health and accident;
	3. producer―property;
	4. producer―casualty;
	5. producer―personal lines;
	6. producer―bail bond;
	7. producer―title;
	8. adjuster.

	J. Certification of a continuing education program shall expire three years from the date of certification. A provider may request renewal of the certification by submitting all information required by this section to the commissioner no less than 60 ...

	§717. Measurement of Credit Hours
	A. Credit hours for continuing education programs shall be determined by the commissioner in compliance with the provisions of this Rule.
	B. Professional education programs shall be credited for continuing education purposes in full hours only. The number of hours shall be equivalent to the actual number of hours in the classroom in instruction or participation. Each hourly period must ...
	C. University or college upper division credit or noncredit programs shall be evaluated as follows.
	1. Each semester system credit hour shall not exceed eight hours toward the requirement.
	2. Each quarter system credit hour shall not exceed four hours.

	D. The number of continuing education credit hours will be limited to a maximum of eight hours per day of instruction. The maximum number of continuing education credit hours that will be approved for any single program will be 24 credit hours.

	§719. Instructor Qualifications
	A. Every provider of a continuing education program shall submit to the commissioner on the forms and in the format required by the commissioner the name and qualifications of all instructors for the continuing education program. The supervisory instr...
	B. All instructors must possess the necessary qualifications to enable them to teach the program and to present the instructional material. Special consideration may be granted by the commissioner where it is determined that the specific background of...

	§721. Training Facilities Requirements
	A. For every program other than a self-study program, the provider shall furnish training facility descriptions when applying to become an approved provider of continuing education program. At a minimum, all training facilities shall:
	1. provide an atmosphere conducive to educational presentation, including good housekeeping, controlled environment as to heating and cooling, proper lighting and proper furnishing;
	2. be easily accessible and secure for the safety of the attendees;
	3. be dedicated for the exclusive use of the instructional program while in session;
	4. provide ready access to rest rooms and other facilities of human needs to the attendees;
	5. provide a proper layout to ensure that training aids, overhead viewing equipment and other such aids are easily visible by all attendees of the program.


	§723. Authority of the Commissioner to Conduct On-Site Review of Continuing Education Programs
	A. The commissioner or his designee shall have the authority to visit a training facility and review the provider's program at any time. Said visits may include the review of curriculum records, review of attendance records, and observation of instruc...

	§725. Program Completion
	A. Every provider shall maintain a list of all individuals who have successfully completed a continuing education program presented by that provider for a period of not less than five years from the date of course completion. The list shall contain th...
	B. Every provider shall also maintain electronic records of program completion in a format compatible with the commissioner’s specifications to facilitate the electronic reporting and transfer of attendance information from the provider to the commiss...
	C. Every provider shall present a certificate of successful completion to each licensee who successfully completes the continuing education program. This certificate shall be on a form acceptable to the commissioner and shall include the  name of the ...

	§727. Fees
	A. All applications submitted to the commissioner seeking certification of a continuing education program of instruction shall be accompanied by the fee set forth in R.S. 22:821(29).

	§729. Complaints
	A. The commissioner shall review all complaints lodged against a provider or instructor of a program. Every provider shall respond to an inquiry from the commissioner regarding a complaint within 30 days of receipt of such inquiry. Any disciplinary ac...

	§731. Violations
	A. The commissioner may deny, suspend, or rescind the certification of a continuing education program should he find the program, the instructors or the provider of the program have violated any provision of this Rule or any applicable provisions of t...
	B. Any denial, suspension, or rescission of the certification of a continuing education program shall comply with the provisions of R.S. 49:961.
	C. An aggrieved party affected by the commissioner’s decision, act, or order may demand a hearing in accordance with R.S. 22: 2191 et seq.


	Chapter 9.  Rule Number 12―Transmission of Forms and Documents
	§901. Transmission of Forms and Documents Filed with the Department of Insurance
	A. All forms, documents, applications, filings, financial reports, and any and all other forms and types of documents required by law or voluntarily filed with the Commissioner of Insurance by any company regulated by the Office of the Commissioner sh...
	B. No document of any sort or kind described in §901.A will be accepted or received by the personnel of the department as filed with the department unless the same is transmitted to the department via the United States mail and/or electronic transmiss...
	C. Upon receipt of such documents mailed to the department, the employees of the department charged with the duty of receiving the same shall cause the envelope in which the document was mailed to the department to be attached to the document received...
	D. Transmission of documents by facsimile machine, private courier service, or hand delivery is permissible as long as the originals are mailed in the United States Postal Service and received by the Department of Insurance on or before the twentieth ...
	E. Notwithstanding §901.A through D, requests for public records shall be in accordance with procedures established for public records requests and record management.


	Chapter 11.  Rule Number 1―Rules of Practice and Procedure before the Commissioner of Insurance
	§1101. Definitions
	A. By reference, all of the definitions set forth and contained in R.S. 49:951 through R.S. 49:966, inclusive, and the Louisiana Insurance Code (Title 22, of the Louisiana Revised Statutes of 1950, as amended) are incorporated herein, and for the purp...
	Applicant―the applicant shall be the person, persons, firm, company, partnership, association, insurer or corporations, as well as the commissioner or department seeking relief before the Commissioner of Insurance. The term applicant may otherwise be ...
	Commissioner―when used herein shall mean the Commissioner of Insurance, or his deputy, examiner or hearing officer appointed by him.
	Department―department shall, for all purposes herein, mean the Department of Insurance.
	Hearing―any contested case or any formal proceeding before the commissioner brought pursuant to any law of the state of Louisiana or rule or regulation of the commissioner, whether or not the same is adversary in nature.
	Respondent―the person, persons, firms, companies, partnerships, associations, insurers, or corporations, including the commissioner and the department against whom any proceeding or application for relief is brought.


	§1103. Commencement of Hearings
	A. All hearings initiated by an applicant other than the commissioner and those initiated by the commissioner for the purpose of promulgating rules or regulations, shall be commenced by filing of a written petition or complaint with the commissioner. ...

	§1105. Petitions, Complaints or Orders
	A. The applicant desiring, or required by law, to institute a hearing shall prepare and file with the commissioner a petition, complaint or order to show cause setting forth:
	1. the name and address of each respondent;
	2. a statement, in ordinary and concise language, of the facts upon which the petition, complaint or order to show cause is based, together with supporting evidentiary material including, whenever applicable, particular reference to the statute or sta...


	§1107. Notice
	A. Upon the filing of a petition, order or complaint, or where rules and regulations are proposed for adoption by the commissioner, he shall issue a notice in conformity with the provisions of R.S. 49:955 and R.S. 22:1354.C whenever applicable.

	§1109. Service of Notice
	A. Notice may be served, personally or by certified or registered mail, return receipt requested. Service of orders to show cause by the commissioner shall be made upon any officer of corporate parties at their domicile or principal offices. Reasonabl...
	B. In addition to the notice above provided, the commissioner may, in his discretion, require additional notice to be given in such manner as he shall direct.

	§1111. Proof of Service
	A. There shall appear on all documents required to be served an acknowledgment of service or the following certificate.

	§1113. Answer or Appearance
	A. A respondent may file his answer or other appearance on or before the date fixed for hearing.

	§1115. Leave to Intervene Necessary
	A. Persons, other than the original parties to any proceeding, whose interests are to be directly and immediately affected by the proceeding, shall secure an order from the commissioner, or hearing officer appointed by him, granting leave to intervene...
	B. Petitions for leave to intervene must be in writing and must clearly identify the proceeding in which it is sought to intervene. Such petition must set forth the name and address of the petitioner and contain a clear and concise statement of the di...
	C. Petitions to intervene and proof of service of copies thereof on all other parties of record shall be filed not less than two days prior to the commencement of the hearing. Thereafter, such petition shall state a substantial reason for such delay. ...

	§1117. Docket
	A. When a hearing is instituted, it shall be assigned a number and entered with the date of its filing on a separate page of docket provided for such purpose. The department shall establish a separate file for each such docketed case, in which shall b...

	§1119. Default in Answering or Appearing
	A. In the event of the failure of any respondent to answer or otherwise appear within the time allowed, and provided that the foregoing rules as to service have been complied with, the respondent or respondents so failing to answer or otherwise plead ...

	§1121. Subpoenas
	A. As authorized by R.S. 49:956(5), and R.S. 22:1358.B, subpoenas for appearance and to produce books, papers, documents or exhibits will be issued by the commissioner upon written request of any party.

	§1123. Prehearing Conference
	A. The commissioner or hearing officer may, upon his own motion or upon the motion of any party of record, by giving seven days' prior written notice of the time and place to all parties of record, hold a prehearing conference for the purpose of:
	1. formulating or simplifying the issues;
	2. obtaining admissions of fact and of documents which will avoid unnecessary proof;
	3. arranging for the exchange of proposed exhibits or prepared expert testimony;
	4. limiting the number of witnesses; and
	5. considering such other matters which may expedite orderly conduct and disposition of the proceedings or settlement thereof.

	B. The action taken at such conference and all the agreements, admissions or stipulations made thereat by the parties concerned shall be made a part of the record and shall be approved by such parties. When so approved, such action will control the co...
	C. In any proceeding the commissioner or hearing officer may, in his discretion, call all parties together for a conference prior to the taking of testimony, or may recess the hearing for such conference. The commissioner or hearing officer shall stat...

	§1125. Hearing
	A. At the date, time and place of the hearing as having been set down by the commissioner, and in accordance with the notice given, the commissioner or hearing officer shall hear all matters presented. All issues and matters enumerated and described i...

	§1127. Order of Procedure at Hearing
	A. As nearly as may be, hearings shall be conducted in accordance with the following order of procedure.
	1. The commissioner shall announce that the hearing is convened upon the call of the docket number and title of the matter and case to be heard, and thereupon the commissioner shall direct the reading into the record of the petition or formal notice g...
	2. The applicant shall thereupon proceed to present his evidence. Witnesses may be cross-examined by the respondent or respondents. All exhibits offered by and on behalf of the applicant shall be marked by letters of the alphabet beginning with "A".
	3. The respondent or respondents shall, in the order of answers or appearances made, be heard in the same manner as the applicant's evidence, witnesses and exhibits have been heard and presented. Each respondent's exhibits shall be marked separately s...
	4. Opening statements may be permitted and rebuttal evidence presented at the discretion and order of the commissioner.
	5. Closing statements, at the conclusion of the presentation of evidence, may be made by the applicant and by the respondent. The time for oral argument may be limited by the commissioner.
	6. The commissioner or hearing officer may adjourn any hearing pursuant to R.S. 22:1356.
	7. After all proceedings have been concluded, the commissioner shall dismiss and excuse all witnesses and declare the hearing closed. Any party who may wish or desire to tender written briefs of law to the commissioner may do so within reasonable time...


	§1129. Witnesses to be Sworn
	A. All persons testifying at any hearing before the commissioner shall stand and be administered the following oath by the commissioner:

	§1131. Rules of Pleading and Evidence
	A. Formal rules of pleading or evidence need not be observed at the hearing.
	B. On his own motion the commissioner or hearing officer may, and on request of a party he shall, order that the witnesses, other than parties, be excluded from the hearing or from a place where they can see or hear the proceedings, and refrain from d...

	§1133. Attorneys
	A. The filing of an answer or other appearance by an attorney constitutes his appearance for the party for whom the pleading is filed. The commissioner shall be notified in writing of his withdrawal from any hearing. Any person appearing before the co...

	§1135. Stenographic Record of Hearing
	A. At the expense of and at the written request made not less than four days prior to the date set for the hearing by any person affected by the hearing the Commissioner of Insurance or the person designated by him to hold the hearing shall cause a fu...

	§1137. Depositions
	A. In all contested cases coming before the commissioner, the taking of depositions and discovery shall be available to the parties in accordance with the provisions of R.S. 49:956 and C.C.P. Articles 1421 through 1515, inclusive.

	§1139. Decision, Findings of Fact and Conclusions of Law and Order
	A. The commissioner shall within 30 days after termination of hearing, make and enter his written order thereon containing Findings of Fact and Conclusions of Law. Such decision and order shall be filed in his office and will, without further action, ...
	B. The order shall contain:
	1. a concise statement of the action taken;
	2. the effective date of such action;
	3. a designation of the provisions of the Louisiana Insurance Code pursuant to which the action is taken;
	4. a concise statement of the findings of the Commissioner of Insurance in support of the action.

	C. An order on hearing may confirm, modify or nullify actions taken under an existing order, or may constitute the taking of any new action coming within the scope of the notice of such hearing.
	D. If notice of such hearing was given by publication as provided for in R.S. 22:1354, the Commissioner of Insurance may publish the order on hearing once each week for four successive weeks in the same newspapers in which such notice was published, t...

	§1141. Rehearings
	A. The commissioner may, upon motion therefor made within 10 days after service of a decision and order, order a rehearing upon such terms and conditions as he may deem just and proper if a petition for judicial review of the decision and order has no...
	B. The petition of a party for rehearing, reconsideration, or review, and the order of the commissioner granting it, shall set forth the grounds which justify such action. Nothing in §1141 shall prevent rehearing, reopening or reconsideration of a mat...

	§1143. Appeals to the District Court
	A. Appeals to the Nineteenth Judicial District Court from decisions of the commissioner are governed by R.S. 49:963 and R.S. 49:964 and R.S. 22:1363-1365 inclusive.

	§1145. Transcript in Case on Appeal
	A. In the case of an appeal to the district court as provided in §1143, the party appealing shall secure and file a complete transcript of the testimony and all other evidence offered at the hearing, which transcript must be verified by the oath of th...

	§1147. Amendment of Rules
	A. These rules may be amended and any such amendments shall become effective as provided by R.S. 49:953 and R.S. 49:954.

	§1149. Exclusions
	A. Nothing in these rules shall be construed to prohibit the commissioner from holding informal proceedings, hearings or conferences for the purpose of aiding the commissioner in ascertaining and determining facts necessary for the performance of his ...

	§1151. Declaratory Orders and Rulings, Judicial Review
	A. A person entitled to the same is granted the right to seek from the commissioner a declaratory order or ruling on the applicability of any statute or rule or order of the commissioner. Requests for such order or rule shall be in writing and shall d...
	B. The validity or applicability of a rule may be determined by an action for declaratory judgment in the 19th Judicial District Court as provided in R.S. 49:962, R.S. 49:963 and R.S. 49:964.

	§1153. Forms
	A. No particular forms are prescribed, and formal rules of procedure are not required. All requests by any person for any action to be taken by the commissioner, including requests for repeal of the rules, shall be in writing. Whenever such request is...
	B. All pleadings which are filed by or on behalf of any person shall be in writing and the person filing the same shall certify that a copy of the same has been furnished to all parties to the hearing.

	§1155. Supersedes All Prior Rules
	A. This Rule 1 supersedes any rules of procedure before the Commissioner of Insurance of the State of Louisiana previously promulgated.


	Chapter 13.  Rule Number 3―Advertisements of Accident and Sickness Insurance
	§1301. Purpose
	A. The purpose of these rules is to assure truthful and adequate disclosure of all material and relevant information in the advertising of accident and sickness insurance. This purpose is intended to be accomplished by the establishment of, and adhere...

	§1303. Applicability
	A. These rules shall apply to any accident and sickness insurance advertisement, as that term is hereinafter defined, intended for presentation, distribution or dissemination in this state when such presentation, distribution or dissemination is made ...
	B. Every insurer shall establish, and at all times, maintain a system of control over the content, form and method of dissemination of all advertisements of its policies. All such advertisements, regardless of by whom written, created, designed, or pr...

	§1305. Definitions
	An Advertisement―for the purpose of these rules shall include:
	1. printed and published material, audio visual material, and descriptive literature of an insurer used in direct mail, newspapers, magazines, radio scripts, TV scripts, billboards and similar displays; and
	2. descriptive literature and sales aids of all kinds issued by an insurer, agent or broker for presentation to members of the insurance buying public including, but not limited to, circulars, leaflets, booklets, depictions, illustrations, and form le...
	3. prepared sales talks, presentations and material for use by agents, brokers and solicitors.

	Exception―for the purpose of these rules shall mean any provision in a policy whereby coverage for a specified hazard is entirely eliminated. It is a statement of a risk not assumed under the policy.
	Insurer―for the purpose of these rules shall include any individual, corporation, association, partnership, reciprocal exchange, inter-insurer, Lloyds, fraternal benefit society, health maintenance organization, and any other legal entity which is def...
	Limitation―for the purpose of these rules shall mean any provision which restricts coverage under the policy other than an exception or a reduction.
	Policy―for the purpose of these rules shall include any policy, plan, certificate, contract, agreement, statement of coverage, rider or endorsement which provides accident or sickness benefits, or medical, surgical or hospital expense benefits, whethe...
	Reduction―for the purpose of these rules shall mean any provision which reduces the amount of the benefit; a risk of loss is assumed but payment upon the occurrence of such loss is limited to some amount or period less than would be otherwise payable ...

	§1307. Method of Disclosure of Required Information
	A. All information required to be disclosed by these rules shall be set out conspicuously and in close conjunction with the statements to which such information relates or under appropriate captions of such prominence that it shall not be minimized, r...

	§1309. Form and Content of Advertisements
	A. The format and content of an advertisement of an accident or sickness insurance policy shall be sufficiently complete and clear to avoid deception or the capacity or tendency to mislead or deceive. Whether an advertisement has a capacity or tendenc...
	B. Advertisements shall be truthful and not misleading in fact or in implication. Words or phrases, the meaning of which is clear only by implication or by familiarity with insurance terminology, shall not be used.

	§1311. Advertisements of Benefits Payable, Losses Covered or Premiums Payable
	A. Deceptive Words, Phrases or Illustrations Prohibited
	1. No advertisement shall omit information or use words, phrases, statements, references or illustrations if the omission of such information or use of such words, phrases, statements, references or illustrations has the capacity, tendency or effect o...
	2. No advertisement shall contain or use words or phrases such as all, full, complete, comprehensive, unlimited, up to, as high as, this policy will help pay your hospital and surgical bills, this policy will help fill some of the gaps that Medicare a...
	3. An advertisement shall not contain descriptions of a policy limitation, exception, or reduction, worded in a positive manner to imply that is a benefit, such as, describing a waiting period as a benefit builder, or stating even pre-existing conditi...
	4. No advertisement of a benefit for which payment is conditional upon confinement in a hospital or similar facility shall use words or phrases such as extra cash, extra income, extra pay, or substantially similar words or phrases because such words a...
	5. No advertisement of a hospital or other similar facility confinement benefit shall advertise that the amount of the benefit is payable on a monthly or weekly basis when, in fact, the amount of the benefit payable is based upon a daily pro rata basi...
	6. No advertisement of a policy covering only one disease or a list of specified diseases shall imply coverage beyond the terms of the policy. Synonymous terms shall not be used to refer to any disease so as to imply broader coverage than is the fact.
	7. An advertisement for a policy providing benefits for specified illnesses only, such as cancer, or for specified accidents only, such as automobile accidents, shall clearly and conspicuously, in prominent type, state the limited nature of the policy...
	8. An advertisement of a direct response insurance product shall not imply that because "no insurance agent will call and no commissions will be paid to agents" that it is "a low cost plan," or use other similar words or phrases because the cost of ad...
	9. An advertisement for a policy specifically designed to augment benefits available under the Federal Medicare Act shall not exaggerate the policy benefits and shall clearly disclose in unmistakable language what Medicare benefits the policy is desig...
	10. An advertisement that makes a reference to the policy benefits being paid directly to an insured is prohibited unless, in making such a reference, the advertisement includes a statement that the benefits will be paid directly to a hospital or any ...

	B. Exceptions, Reductions and Limitations
	1. When an advertisement refers to either a dollar amount, or a period of time for which any benefit is payable, or the cost of the policy, or specific policy benefit, or the loss for which such benefit is payable, it shall also disclose those excepti...
	2. When a policy contains a waiting, elimination, probationary or similar time period between the effective date of the policy and the effective date of coverage under the policy or a time period between the date a loss occurs and the date benefits be...
	3. An advertisement shall not use the words only, just, merely, minimum or similar words or phrases to describe the applicability of any exceptions and reductions, such as:

	C. Pre-Existing Conditions
	1. An advertisement which is subject to the requirements of §1309.B shall, in negative terms, disclose the extent to which any loss is not covered if the cause of such loss is traceable to a condition existing prior to the effective date of the policy...
	2. When a policy does not cover losses resulting from pre-existing conditions, no advertisement of the policy shall state or imply that the applicant's physical condition or medical history will not affect the issuance of the policy or payment of a cl...
	3. When an advertisement contains an application form to be completed by the applicant and returned by mail for a direct response insurance product, such application form shall contain a question or statement which reflects the pre-existing condition ...
	b. or substantially the following statement:



	§1313. Necessity for Disclosing Policy Provisions Relating to Renewability, Cancellability and Termination
	A. When an advertisement refers to either a dollar amount or a period of time for which any benefit is payable, or the cost of the policy, or specific policy benefit, or the loss for which such benefit is payable, it shall disclose the provisions rela...

	§1315. Testimonials or Endorsements by Third Parties
	A. Testimonials used in advertisements must be genuine, represent the current opinion of the author, be applicable to the policy advertised and be accurately reproduced. The insurer, in using a testimonial, makes as its own all of the statements conta...
	B. If the person making a testimonial, an endorsement or an appraisal has a financial interest in the insurer or a related entity as a stockholder, director, officer, employee, or otherwise, such fact shall be disclosed in the advertisement. If a pers...
	C. An advertisement shall not state or imply that an insurer or a policy has been approved or endorsed by any individual, group of individuals, society, association or other organizations, unless such is the fact, and unless any proprietary relationsh...
	D. When a testimonial refers to benefits received under a policy, the specific claim data, including claim number, date of loss, and other pertinent information, shall be retained by the insurer for inspection for a period of four years or until the f...

	§1317. Use of Statistics
	A. An advertisement relating to the dollar amounts of claims paid, the number of persons insured, or similar statistical information relating to any insurer or policy shall not use irrelevant facts, and shall not be used unless it accurately reflects ...
	B. An advertisement shall not represent or imply that claim settlements by the insurer are liberal or generous, or use words of similar import, or that claim settlements are or will be beyond the actual terms of the contract. An unusual amount paid fo...
	C. The source of any statistics used in an advertisement shall be identified in such advertisement.

	§1319. Identification of Plan or Number of Policies
	A. When a choice of the amount of benefits is referred to, an advertisement shall disclose that the amount of benefits provided depends upon the plan selected and that the premium will vary with the amount of the benefits selected.
	B. When an advertisement refers to various benefits which may be contained in two or more policies, other than group master policies, the advertisement shall disclose that such benefits are provided only through a combination of such policies.

	§1321. Disparaging Comparisons and Statements
	A. An advertisement shall not directly or indirectly make unfair or incomplete comparisons of policies or benefits or comparisons of non-comparable policies of other insurers, and shall not disparage competitors, their policies, services or business m...

	§1323. Jurisdictional Licensing and Status of Insurer
	A. An advertisement which is intended to be seen or heard beyond the limits of the jurisdiction in which the insurer is licensed shall not imply licensing beyond those limits.
	B. An advertisement shall not create the impression, directly or indirectly, that the insurer, its financial condition or status, or the payment of its claims, or the merits, desirability, or advisability or its policy forms or kinds or plans of insur...

	§1325. Identity of Insurer
	A. The name of the actual insurer and the form number or numbers advertised shall be identified and made clear in all of its advertisements. An advertisement shall not use a trade name, any insurance group designation, name of the parent company of th...
	B. No advertisement shall use any combination of words, symbols, or physical materials which by their content, phraseology, shape, color, or other characteristics are so similar to combination of words, symbols or physical materials used by agencies o...

	§1327. Group or Quasi-Group Implications
	A. An advertisement of a particular policy shall not state or imply that prospective insureds become group or  quasi-group members covered under a group policy and as such enjoy special rates or underwriting privileges, unless such is the fact.

	§1329. Introductory, Initial or Special Offers
	A.1. An advertisement of an individual policy shall not directly or by implication represent that a contract or combination of contracts is an introductory, initial or special offer, or that applicants will receive substantial advantages not available...
	2. An enrollment period during which a particular insurance product may be purchased on an individual basis shall not be offered within this state unless there has been a lapse of not less than three months between the close of the immediately precedi...
	3. This rule prohibits any statement or implication to the effect that only a specific number of policies will be sold, or that a time is fixed for the discontinuance of the sale of the particular policy advertised because of special advantages availa...
	4. The phrase a particular insurance product in §1329.A.2 means an insurance policy which provides substantially different benefits than those contained in any other policy. Different terms of renewability; an increase or decrease in the dollar amount...

	B. An advertisement shall not offer a policy which utilizes a reduced initial premium rate in a manner which overemphasizes the availability and the amount of the initial reduced premium. When an insurer charges an initial premium that differs in amou...
	C. Special awards, such as a safe drivers' award shall not be used in connection with advertisements of accident or accident and sickness insurance.
	D. An advertisement using terminology to indicate that a particular form of coverage is unlike any other form of coverage presently in existence is prohibited if similar plans and offers are available.
	E.1. An advertisement of an individual policy which provides an application or enrollment form shall contain a policy summary setting out the essential features of the policy that will be issued upon acceptance of an application by the insurer. Essent...
	a. benefits;
	b. renewability of policy;
	c. right of company to change premium;
	d. liability of company for pre-existing conditions;
	e. waiting periods for which no benefits are payable;
	f. reduction (if any) of benefits;
	g. exclusions.
	2. The policy summary shall be prominently displayed and readily distinguishable from all other portions of the advertisement. The policy summary shall explain the essential features of the policy in simple, concise and readily understandable language...


	§1331. Statements about an Insurer
	A. An advertisement shall not contain statements which are untrue in fact, or by implication misleading, with respect to the assets, corporate structure, financial standing, age or relative position of the insurer in the insurance business. An adverti...

	§1333. Enforcement Procedures
	A. Advertising File. Each insurer shall maintain at its home or principal office a complete file containing every printed, published or prepared advertisement of its individual policies and typical printed, published or prepared advertisements of its ...
	B. Certificate of Compliance. Each insurer required to file an annual statement which is now or which hereafter becomes subject to the provisions of these rules must file with this department with its annual statement a certificate of compliance execu...

	§1335. Severability Provision
	A. If any Section or portion of a Section of these rules, or the applicability thereof to any person or circumstance is held invalid by a court, the remainder of the rules, or the applicability of such provision to other persons or circumstances, shal...

	§1337. Effective Date
	A. This rule shall become effective November 1, 1973.


	Chapter 15.  Rule Number 5―Unfair Trade Practices
	§1501. Purpose
	A. The purpose of this rule is to accomplish a uniform application of Louisiana R.S. 22:1214.A(4), (8), and (9). It is intended to clarify those provisions of the Unfair Trade Practices Part of the Louisiana Insurance Code. (Title 22, Louisiana Revise...

	§1503. Applicability
	A. These provisions shall be applicable to any persons directly or indirectly involved in the solicitation, negotiation and service of insurance contracts.

	§1505. Definitions
	A. When used in this rule, the following words or terms have the meaning described in §1505.
	Confidential Information―information obtained by means of a confidential or fiduciary relationship and the existence of such relationship precludes the party in whom trust and confidence is placed from participating in profit or advantages resulting f...
	Person―any individual, company, insurer, association, organization, reciprocal or interinsurance exchange, partnership, business, trust or corporation.
	Unfair Competition―the improper use of confidential information for competitive advantages.


	§1507. Rule
	A. It shall be an unfair trade practice for any person to engage in unfair competition by directly or indirectly using confidential information in the solicitation, negotiation, and service of insurance contracts, unless the disclosure of such informa...


	Chapter 17.  Rule Number 6―Vehicle Mechanical Breakdown Insurer
	§1701. Purpose
	A. The purpose of this rule is to adopt provisions and uniform guidelines for their interpretation as authorized specifically by Act 520 of the 1978 Regular Session of the Louisiana Legislature. It is designed to facilitate and implement the provision...

	§1703. Applicability
	A. Those provisions shall be applicable to any and all entities which may be defined as a vehicle mechanical breakdown insuree, under the provisions of Act 520 of the 1978 Regular Session of the Louisiana Legislature. The term shall include any person...

	§1705. Definitions
	A. When used in this rule, the following words or term have the meaning described in §1705.
	Commissioner―the Commissioner of Insurance for the state of Louisiana.
	Insurer―any property or casualty insurer duly authorized to transact vehicle physical damage insurance in this state under provisions of the Louisiana Insurance Code other than Sections 1800 through 1810.
	Vehicle Mechanical Breakdown Insurance Policy―any contract, agreement, or other instrument whereby a person other than the owner, seller, or lessor of a vehicle assumes the risk of and/or the expense portion thereof for the mechanical breakdown or mec...
	Vehicle Mechanical Breakdown Insurer―any person or organization, whether domestic, foreign or alien that issues or attempts to issue vehicle mechanical breakdown policies as defined herein.


	§1707. Qualifications
	A. Evidence must be submitted to the Commissioner of Insurance that the applicant is a solvent corporation, incorporated under the laws of Louisiana, or another state, district, territory or possession of the United States of America. That evidence mu...
	B. The applicant shall furnish such proof as necessary to the commissioner that the directors and management of the company are competent and trustworthy and are capable of successfully managing its affairs in compliance with law. That information sha...
	C. The applicant shall make the deposit required by Louisiana R.S. 22:1804. Should the applicant furnish a surety bond, it shall be in the style of Form VMB-4 which is furnished by the commissioner. Such bond must be written by a company that is lawfu...
	D. The applicant must complete and file form VMB-5, "Consent to Service and Appointment of Registered, Resident Agent" with the commissioner. The commissioner shall provide the applicable forms.
	E. No applicant shall be licensed unless it maintains reserves as required by §1709 of this rule.
	F. Upon meeting these requirements to the satisfaction of the commissioner, a certificate of authority to do business in this state will be issued.

	§1709. Reserves
	A. Reserving
	1. The reserve to be maintained on policies issued covering new vehicles shall be one which generates an unearned premium reserve of not less than the unearned premium reserve which is generated by applying the reverse sum of the digits earnings metho...
	2. The reserve to be maintained on policies issued on used vehicles shall be a reserve of not less than the unearned premium reserve which is generated when the straight line or pro-rated earnings method is applied to each policy issued on a used vehi...

	B. Premium Definition. In items §1709.A.1 and 2 the unearned premium reserves generated shall be those which are generated when the earnings method is applied to the net premium (after commissions to agents) received by the vehicle mechanical breakdow...
	C. Reinsurance
	1. Should any vehicle mechanical breakdown insurer reinsure all or a portion of its risks through another insurance company, the sum of the reserves maintained by said reinsurance company (for the risk in question) and the reserves maintained by the v...
	2. The commissioner shall have the right to examine any reinsurance documents or agreements that may be made between vehicle mechanical breakdown insurers and any such approved company and shall have the power to secure such financial information as h...

	D. At such time as authority is requested to conduct the business of vehicle mechanical breakdown insurer, the applicant shall fully disclose the reserving method used or to be used by the vehicle mechanical breakdown insurer and shall also disclose a...

	§1711. Reports
	A. Each vehicle mechanical breakdown insurer shall, on or before the fifteenth day of March of each year, submit to the commissioner a report signed by the president and secretary which shall certify the premiums received by said insurer for the proce...
	1. auditor's report;
	2. balance sheet;
	3. statement of income and retained earnings;
	4. statement of shareholder's equity;
	5. statement of changes in financial position;
	6. notes to financial statements, which disclose all significant accounting practices.

	B. The accounting method used shall not allow for the deferring of acquisition costs, but shall recognize those costs in the period in which they were incurred.
	C. The audited statement required shall cover the operations of the mechanical breakdown insurer only. A statement of a holding company, or other parent company, which includes in it the operations of the mechanical breakdown insurer shall not be acce...

	§1713. Penalty for Non-Compliance
	A. Non-compliance with the provisions of this rule may result in the suspension, revocation or non-renewal of the Certificate of Authority issued by the Commissioner of Insurance pursuant to the provisions of Act 520 of the 1978 Regular Session of the...

	§1715. Severability
	A. If any of the provisions of this rule are held invalid, such invalidity shall not effect other provisions which can be given effect without the invalid item and to this end provisions of this rule are hereby declared severed.


	Chapter 19.  Rule Number 7―Legal Expense Insurers
	§1901. Purpose
	A. The purpose of these rules is to adopt uniform guidelines and requirements applicable to legal expense insurers that do business in this state.

	§1903. Applicability
	A. The rules shall apply to all legal expense insurers as defined herein.

	§1905. Definitions
	A. When used in these rules, the following words or terms have the meaning described in §1905.
	Agent―an individual who is a resident of this state; or whose principal office is in this state, or a partnership the members of which are residents of this state or have their principal office in this state, or a corporation having, by its charter, t...
	Commissioner―the Commissioner of Insurance for the State of Louisiana.
	Department―the Department of Insurance for the State of Louisiana.
	Legal Expense Insurer―any person who accepts a  pre-payment from or for the benefit of any other person or group of persons as consideration for providing to such person or group of persons the opportunity to receive reimbursement or payment for legal...
	Person―an individual, insurers, association, organization, partnership, business, trust or other legal entity.


	§1907. Exemptions
	A. The following activities are exempted from the provisions of these rules and they shall not be applicable to persons engaged in those capacities:
	1. retainer contracts between attorney(s) and client(s);
	2. lawyer referral service authorized by the Louisiana Bar;
	3. furnishing of legal assistance by labor unions or other employee organizations to their members relating to employment;
	4. furnishing of legal assistance to members by a church, cooperation, educational institution, credit union or organization of employees, where the above contract directly with an attorney or firm of attorneys for legal services;
	5. employee benefit plans to the extent state laws are superseded by 29 USC 1144, provided evidence of exemption from state law is provided to the department.


	§1909. Qualifications as Insurer Required
	A. Any person who accepts a pre-payment from or for the benefit of any other person or group of persons as consideration for providing to such person or group of persons the opportunity to receive reimbursement or payment for legal services at such ti...

	§1911. Licensing of Agents Required
	A. The legal expense insurer, as defined herein, shall not contract with, or employ, agents that are not properly licensed under the provisions of Title 22, Louisiana Revised Statutes of 1950, as amended, to solicit, negotiate or issue contracts of in...

	§1913. Compliance Required
	A. Legal expense insurers that have previously done business in this state as an individual corporation, partnership, or other entity shall, within 60 days following final promulgation of these rules, show that they are in compliance with them and app...

	§1915. Penalty for Non-Compliance
	A. Any legal expense insurer, as defined herein, and that is not subject to the "Exemptions" in §1907 of these rules and who does not hold a current and valid certificate of authority to do business in this state is in violation of R.S. 22:7(A) and th...

	§1917. Severability
	A. If any of the provisions of these rules is held invalid, such invalidity shall not affect other provisions which can be given effect without the invalid item, and to this end, the provisions of these rules are hereby declared severable.


	Chapter 21.  Rule Number 8―A New Annuity Mortality Table for Use in Determining Reserve  Liabilities for Annuities
	§2100. Authority
	A. This rule is promulgated by the Commissioner of Insurance pursuant to R.S. 22:163 of the Insurance Code.

	§2101. Purpose
	A. The purpose of this rule is to recognize the following mortality tables for use in determining the minimum standard of valuation for annuity and pure endowment contracts: the 1983 Table "a," the 1983 Group Annuity Mortality (1983 GAM) Table, the An...

	§2103. Definitions
	1983 GAM Table (as used in this rule)―that mortality table developed by the Society of Actuaries Committee on Annuities and adopted as a recognized mortality table for annuities in December 1983 by the National Association of Insurance Commissioners.
	1983 Table 'a' (as used in this rule)―that mortality table developed by the Society of Actuaries Committee to Recommend a New Mortality Basis for Individual Annuity Valuation and adopted as a recognized mortality table for annuities in June 1982 by th...
	1994 GAR Table (as used in this rule)―that mortality table developed by the Society of Actuaries Group Annuity Valuation Table Task Force. The 1994 GAR Table is included in the report on pages 865-919 of Volume XLVII of the Transactions of the Society...
	Annuity 2000 Mortality Table (as used in this rule)―that mortality table developed by the Society of Actuaries Committee on Life Insurance Research. The Annuity 2000 Table is included in the report on pages 211-249 of Volume XLVII of the Transactions ...

	§2105. Individual Annuity for Pure Endowment Contracts
	A. Except as provided in Subsections B and C of this Section, the 1983 Table "a" is recognized and approved as an individual annuity mortality table for valuation and, at the option of the company, may be used for purposes of determining the minimum s...
	B. Except as provided in Subsection C of this Section, either the 1983 Table "a" or the Annuity 2000 Mortality Table shall be used for determining the minimum standard of valuation for any individual annuity or pure endowment contract issued on or aft...
	C. Except as provided in Subsection D of this Section, the Annuity 2000 Mortality Table shall be used for determining the minimum standard of valuation for any individual annuity or pure endowment contract issued on or after January 1, 1999.
	D. The 1983 Table "a" without projection is to be used for determining the minimum standards of valuation for an individual annuity or pure endowment contract issued on or after January 1, 1999, solely when the contract is based on life contingencies ...
	1. settlements of various forms of claims pertaining to court settlements or out of court settlements from tort actions;
	2. settlements involving similar actions such as worker's compensation claims; or
	3. settlements of long term disability claims where a temporary or life annuity has been used in lieu of continuing disability payments.


	§2107. Group Annuity or Pure Endowment Contracts
	A. Except as provided in Subsections B and C of this Section, the 1983 GAM Table, the 1983 Table "a" and the 1994 GAR Table are recognized and approved as group annuity mortality tables for valuation and, at the option of the company, any one of these...
	B. Except as provided in Subsection C of this Section, either the 1983 GAM Table or the 1994 GAR Table shall be used for determining the minimum standard of valuation for any annuity or pure endowment purchased on or after January 1, 1987 under a grou...
	C. The 1994 GAR Table shall be used for determining the minimum standard of valuation for any annuity or pure endowment purchased on or after January 1, 1999 under a group annuity or pure endowment contract.

	§2108. Application of the 1994 GAR Table
	A. In using the 1994 GAR Table, the mortality rate for a person age x in year (1994 + n) is calculated as follows:

	§2109. Separability
	A. If any provision of this rule or its application to any person or circumstances is for any reason held to be invalid, the remainder of the regulation and the application of its provisions to other persons or circumstances shall not be affected.

	§2111. Effective Date
	A. The effective date of this rule is January 1, 1999.


	Chapter 23.  Rule 13―Special Assessment to Pay the Cost of Investigation, Enforcement, and Prosecution of Insurance Fraud
	§2301. Purposes
	A. The purpose of this rule is to implement the provisions of R.S. 40:1428 by assessing a fee on insurers to pay the cost of investigation, enforcement, and prosecution of insurance fraud in this state as more fully described in R.S. 40:1421-1429 and ...
	B. The fees collected shall be used solely for the purposes of Subpart B of Part III of Chapter 6 of Title 40 of the Louisiana Revised Statutes of 1950, comprised of R.S. 40:1421 through 1429, entitled "Insurance Fraud Investigation Unit".

	§2303. Fee Assessment
	A. As authorized by R.S. 40:1428, and subject to the limitations provided therein and in this rule, there is hereby assessed an annual fee not to exceed 0.000375 multiplied times the direct premiums received by each insurer licensed by the Department ...
	B. The fee shall be assessed for that portion of the 1999-2000 fiscal year, ending June 30, 2000, which follows the effective date of this rule, and on July 1, 2000, and each fiscal year thereafter, and shall be based on premiums received in the previ...

	§2305. Limitations on the Fee Assessment
	A. The fee shall not be assessed on premiums received on life insurance policies, annuities, credit insurance, reinsurance contracts, reinsurance agreements, or reinsurance claims transactions. The fee shall not be assessed on fifty percent of the pre...

	§2307. Allocation of the Fee Assessment
	A. The fees shall be allocated as follows.
	1. Seventy-five percent of the fees collected shall be allocated to the Insurance Fraud Investigation Unit within the Office of State Police.
	2. Fifteen percent of the fees collected shall be allocated to the Department of Justice to be used solely for the Insurance Fraud Support Unit.
	3. Ten percent of the fees collected shall be allocated to the Department of Insurance to be used solely for the Section of Insurance Fraud.


	§2309. Payment of the Fee Assessment
	A. The fee established in R.S. 40:1428 and in this rule shall be paid to the Commissioner of Insurance as required by R.S. 40:1428(B).

	§2311. Sunset
	A. This rule shall be null, void, and unenforceable on July 1, 2004 in accordance with the sunset provision of R.S. 40:1429, unless legislative authorization for this rule is reenacted prior to July 1, 2004. If such legislation authorization is reenac...


	Chapter 25.  Rule 14―Records Management
	§2501. Records Management; General
	A. Any public record maintained by the Commissioner of Insurance may be kept in any written, photographic, microfilm, or other similar form or method, or may be kept by any magnetic, electronic, optical, or similar form of data compilation that has re...



	Part XIII.  Regulations
	Chapter 1.  Regulation 31―Holding Company
	Chapter 3.  Regulation 32―Group Coordination of Benefits
	§301. Purpose and Applicability
	A. The purpose of this regulation is to:
	1. permit, but not require, plans to include a Coordination of Benefits (COB) provision, unless prohibited by federal law;
	2. establish a uniform order of benefit determination under which plans pay claims;
	3. provide authority for the orderly transfer of necessary information and funds between plans;
	4. reduce duplication of benefits by permitting a reduction of the benefits to be paid by plans that, pursuant to rules established by this regulation, do not have to pay their benefits first;
	5. reduce claims payment delays; and
	6. require that COB provisions be consistent with this regulation.


	§303. Definitions
	A. As used in this regulation, these words and terms have the following meanings, unless the context clearly indicates otherwise.
	Allowable Expense―a health care service or expense including deductibles, coinsurance, or copayments that is covered in full or in part by any of the plans covering the person, except as set forth below or where a statute requires a different definiti...
	a. The following are examples of expenses or services that are not an allowable expense.
	i. If a covered person is confined in a private hospital room, the difference between the cost of a semi-private room in the hospital and the private room, (unless the patient's stay in the private hospital room is medically necessary in terms of gen...
	ii. If a person is covered by two or more plans that compute their benefit payments on the basis of usual and customary fees, any amount in excess of the highest of the usual and customary fee for a specified benefit is not an allowable expense.
	iii. If a person is covered by two or more plans that provide benefits or services on the basis of negotiated fees, any amount in excess of the highest of the negotiated fees is not an allowable expense.
	iv. If a person is covered by one plan that calculates its benefits or services on the basis of usual and customary fees and another plan that provides its benefits or services on the basis of negotiated fees, the primary plan's payment arrangement s...

	b. The definition of allowable expense may exclude certain types of coverage or benefits such as dental care, vision care, prescription drug, or hearing aids. A plan that limits the application of COB to certain coverages or benefits may limit the def...
	c. When a plan provides benefits in the form of services, the reasonable cash value of each service will be considered an allowable expense and a benefit paid.
	d. The amount of the reduction may be excluded from allowable expense when a covered person's benefits are reduced under a primary plan:
	i. because the covered person does not comply with the plan provisions concerning second surgical opinions or pre-certification of admissions or services; or
	ii. because the covered person has a lower benefit because he or she did not use a preferred provider.

	e. If the primary plan is a closed panel plan and the secondary plan is not a closed panel plan, the secondary plan shall pay or provide benefits as if it were primary when a covered person uses a nonpanel provider, except for emergency services or au...

	Claim―a request that benefits of a plan be provided or paid. The benefits claimed may be in the form of:
	a. services (including supplies);
	b. payment for all or a portion of the expenses incurred;
	c. a combination of Subparagraphs a and b above; or
	d. an indemnification.

	Claim Determination Period―a period of not less than 12 consecutive months over which allowable expenses shall be compared with total benefits payable in the absence of COB to determine whether overinsurance exists and how much each plan will pay or p...
	a. The claim determination period is usually a calendar year, but a plan may use some other period of time that fits the coverage of the group contract. A person is covered by a plan during a portion of a claim determination period if that person's co...
	b. As each claim is submitted, each plan determines its liability and pays or provides benefits based upon allowable expenses incurred to that point in the claim determination period. That determination is subject to adjustment as later allowable expe...

	Closed Panel Plan―a Health Maintenance Organization (HMO), Preferred Provider Organization (PPO), Exclusive Provider Organization (EPO), or other plan that provides health benefits to covered persons primarily in the form of services through a panel o...
	Coordination of Benefits―a provision establishing an order in which plans pay their claims, and permitting secondary plans to reduce their benefits so that the combined benefits of all plans do not exceed total allowable expenses.
	Custodial Parent―the parent awarded custody of a child by a court decree. In the absence of a court decree, the parent with whom the child resides more than one half of the calendar year without regard to any temporary visitation is the custodial parent.
	Hospital Indemnity Benefits―benefits not related to expenses incurred. The term does not include reimbursement-type benefits even if they are designed or administered to give the insured the right to elect indemnity-type benefits at the time of claim.
	Plan―a form of coverage with which coordination is allowed. The definition of plan in the group contract must state the types of coverage that will be considered in applying the COB provision of that contract. The right to include a type of coverage i...
	a. The definition shown in the model COB provision in Appendix A is an example but any definition that satisfies this Subsection may be used.
	b. This regulation uses the term plan. However, a contract may use "program" or some other term.
	c. Plan may include:
	i. group insurance contracts and group subscriber contracts;
	ii. uninsured arrangements of group or group-type coverage;
	iii. group or group-type coverage through closed panel plans;
	iv. group-type contracts―group-type contracts are contracts which are not available to the general public and can be obtained and maintained only because of membership in or connection with a particular organization or group, including franchise or b...
	v. the amount by which group or group-type hospital indemnity benefits exceed $300 per day;
	vi. the medical care components of group long-term care contracts, such as skilled nursing care;
	vii. the medical benefits coverage in group, group-type, and individual automobile "no fault" and traditional automobile "fault" type contracts; and
	viii. Medicare or other governmental benefits, as permitted by law, except as provided in Clause d.ix below. That part of the definition of plan may be limited to the hospital, medical, and surgical benefits of the governmental program.

	d. Plan shall not include:
	i. individual or family insurance contracts;
	ii. individual or family subscriber contracts;
	iii. individual or family coverage through closed panel plans;
	iv. individual or family coverage under other prepayment, group practice, and individual practice plans;
	v. group or group-type hospital indemnity benefits of $300 per day or less;
	vi. school accident-type coverages. These contracts cover students for accidents only, including athletic injuries, either on a 24-hour basis or on a "to and from school" basis;
	vii. benefits provided in group long-term care insurance policies for nonmedical services; for example, personal care, adult day care, homemaker services, assistance with activities of daily living, respite care and custodial care, or for contracts t...
	viii. Medicare supplement policies;
	ix. a state plan under Medicaid; or
	x. a governmental plan which, by law, provides benefits that are in excess of those of any private insurance plan or other nongovernmental plan.


	Primary Plan―a plan whose benefits for a person's health care coverage must be determined without taking the existence of any other plan into consideration. A plan is a primary plan if either of the following is true:
	a. the plan either has no order of benefit determination rules, or its rules differ from those permitted by this regulation; or
	b. all plans that cover the person use the order of benefit determination rules required by this regulation, and under those rules the plan determines its benefits first.

	Secondary Plan―a plan that is not a primary plan. If a person is covered by more than one secondary plan, the order of benefit determination rules of this regulation decide the order in which secondary plans benefits are determined in relation to each...
	This Plan―in a COB provision, the part of the group contract providing the health care benefits to which the COB provision applies and which may be reduced because of the benefits of other plans. Any other part of the group contract providing health c...


	§305. Use of Model COB Contract Provision
	A. Section 317, Appendix A, contains a model COB provision for use in group contracts. That use is subject to the provisions of §305.B, C, and D and to the provisions of §307.
	B. Section 319, Appendix B is a plain language description of the COB process that explains to the covered person how insurers will implement coordination of benefits. It is not intended to replace or change the provisions that are set forth in the co...
	C. The COB provision (§317, Appendix A) and the plain language explanation (§319, Appendix B) do not have to use the specific words and format shown in §317, Appendix A, or §319, Appendix B. Changes may be made to fit the language and style of the res...
	D. A COB provision may not be used that permits a plan to reduce its benefits on the basis that:
	1. another plan exists and the covered person did not enroll in that plan;
	2. a person is or could have been covered under another plan, except with respect to Part B of Medicare; or
	3. a person has elected an option under another plan providing a lower level of benefits than another option that could have been elected.

	E. No plan may contain a provision that its benefits are "always excess" or "always secondary," except in accord with the rules permitted by this regulation.
	F. Under the terms of a closed panel plan, benefits are not payable if the covered person does not use the services of a closed panel provider. In most instances, COB does not occur if a covered person is enrolled in two or more closed panel plans and...

	§307. Rules for Coordination of Benefits
	A. When a person is covered by two or more plans, the rules for determining the order of benefit payments are as follows.
	1. The primary plan must pay or provide its benefits as if the secondary plan or plans did not exist.
	2. A plan that does not contain a coordination of benefits provision that is consistent with this regulation is always primary. There is one exception: coverage that is obtained by virtue of membership in a group and designed to supplement a part of a...
	3. A plan may consider the benefits paid or provided by another plan only when it is secondary to that other plan.
	4. Order of Benefit Determination. The first of the following rules that describes which plan pays its benefits before another plan is the rule to use.
	a. Nondependent or Dependent. The plan that covers the person other than as a dependent; for example, as an employee, member, subscriber, or retiree, is primary and the plan that covers the person as a dependent is secondary. However, if the person is...
	i. secondary to the plan covering the person as a dependent; and
	ii. primary to the plan covering the person as other than a dependent (e.g., a retired employee), then the order of benefits is reversed so that the plan covering the person as an employee, member, subscriber, or retiree is secondary and the other pl...

	b. Child Covered under More Than One Plan
	i. The primary plan is the plan of the parent whose birthday is earlier in the year if:
	(a). the parents are married;
	(b). the parents are not separated (whether or not they ever have been married); or
	(c). a court decree awards joint custody without specifying that one parent has the responsibility to provide health care coverage.

	ii. If both parents have the same birthday, the plan that has covered either of the parents longer is primary.
	iii. If the specific terms of a court decree state that one of the parents is responsible for the child's health care expenses or health care coverage and the plan of that parent has actual knowledge of those terms, that plan is primary. If the paren...
	iv. If the parents are not married or are separated (whether or not they ever were married) or are divorced, and there is no court decree allocating responsibility for the child's health care services or expenses, the order of benefit determination a...
	(a). the plan of the custodial parent;
	(b). the plan of the spouse of the custodial parent;
	(c). the plan of the noncustodial parent; and then
	(d). the plan of the spouse of the noncustodial parent.


	c. Active or Inactive Employee. The plan that covers a person as an employee who is neither laid off nor retired (or as that employee's dependent) is primary. If the other plan does not have this rule; and if, as a result, the plans do not agree on th...
	d. Continuation Coverage
	i. If a person whose coverage is provided under a right of continuation pursuant to federal or state law also is covered under another plan, the plan covering the person as an employee, member, subscriber, or retiree (or as that person's dependent) i...
	ii. If the other plan does not have this rule, and if, as a result, the plans do not agree on the order of benefits, this rule is ignored.

	e. Longer or Shorter Length of Coverage. If the preceding rules do not determine the order of benefits, the plan that covered the person for the longer period of time is primary.
	i. To determine the length of time a person has been covered under a plan, two plans shall be treated as one if the covered person was eligible under the second within 24 hours after the first ended.
	ii. The start of a new plan does not include:
	(a). a change in the amount of scope of a plan's benefits;
	(b). a change in the entity that pays, provides, or administers the plan's benefits; or
	(c). a change from one type of plan to another (such as, from a single employer plan to that of a multiple employer plan).

	iii. The person's length of time covered under a plan is measured from the person's first date of coverage under that plan. If that date is not readily available for a group plan, the date the person first became a member of the group shall be used a...

	f. If none of the preceding rules determines the primary plan, the allowable expenses shall be shared equally between the plans.



	§309. Procedure to be Followed by Secondary Plan
	A.1. When a plan is secondary, it shall reduce its benefits so that the total benefits paid or provided by all plans during a claim determination period are not more than 100 percent of total allowable expenses. The secondary plan shall calculate its ...
	a. determine its obligation, pursuant to its contract;
	b. determine whether a benefit reserve has been recorded for the covered person; and
	c. determine whether there are any unpaid allowable expenses during that claims determination period.
	2. If there is a benefit reserve, the secondary plan shall use the covered person's recorded benefit reserve to pay up to 100 percent of total allowable expenses incurred during the claim determination period. At the end of the claim determination per...

	B. The benefits of the secondary plan shall be reduced when the sum of the benefits that would be payable for the allowable expenses under the secondary plan in the absence of this COB provision and the benefits that would be payable for the allowable...
	1. When the benefits of a plan are reduced as described above, each benefit is reduced in proportion. It is then charged against any applicable benefit limit of the plan.
	2. The requirements of §309.B.1 do not apply if the plan provides only one benefit, or may be altered to suit the coverage provided.


	§311. Notice to Covered Persons
	A. A plan shall, in its explanation of benefits provided to covered persons, include the following language:

	§313. Miscellaneous Provisions
	A. A secondary plan that provides benefits in the form of services may recover the reasonable cash value of the services from the primary plan, to the extent that benefits for the services are covered by the primary plan and have not already been paid...
	B.1. A plan with order of benefit determination rules that comply with this regulation (complying plan) may coordinate its benefits with a plan that is "excess" or "always secondary" or that uses order of benefit determination rules that are inconsist...
	a. if the complying plan is the primary plan, it shall pay or provide its benefits first;
	b. if the complying plan is the secondary plan, it shall, nevertheless, pay or provide its benefits first, but the amount of the. benefits payable shall be determined as if the complying plan were the secondary plan. In such a situation, the payment s...
	c. if the noncomplying plan does not provide the information needed by the complying plan to determine its benefits within a reasonable time after it is requested to do so, the complying plan shall assume that the benefits of the noncomplying plan are...
	2. If the noncomplying plan reduces its benefits so that the covered person receives less in benefits than he or she would have received had the complying plan paid or provided its benefits as the secondary plan, and the noncomplying plan paid or prov...
	3. In no event shall the complying plan advance more than the complying plan would have paid had it been the primary plan less any amount it previously paid for the same expense or service. In consideration of the advance, the complying plan shall be ...

	C. COB Differs from Subrogation. Provisions for one may be included in health care benefits contracts without compelling the inclusion or exclusion of the other.
	D. If the plans cannot agree on the order of benefits within 30 calendar days after the plans have received all of the information needed to pay the claim, the plans shall immediately pay the claim in equal shares and determine their relative liabilit...

	§315. Effective Date; Existing Contracts
	A. This regulation is applicable to every group contract that provides health care benefits and that is issued on or after the effective date of this regulation, which is January 1, 1997.
	B. A group contract that provides health care benefits and that was issued before the effective date of this regulation shall be brought into compliance with this regulation by the later of:
	1. the next anniversary date or renewal date of the group contract; or
	2. the expiration of any applicable collectively bargained contract pursuant to which it was written.


	§317. Appendix A―Model COB Contract Provisions Coordination of This Group Contract's Benefits with Other Benefits
	A. Coordination
	1. This coordination of benefits (COB) provision applies when a person has health care coverage under more than one plan. Plan is defined below.
	2. The order of benefit determination rules below determine which plan will pay as the primary plan. The primary plan that pays first pays without regard to the possibility that another plan may cover some expenses. A secondary plan pays after the pri...
	3. Definitions
	Allowable Expense―a health care service or expense, including deductibles and copayments, that is covered at least in part by any of the plans covering the person. When a plan provides benefits in the form of services, (for example, an HMO) the reason...
	i. If a covered person is confined in a private hospital room, the difference between the cost of a semi-private room in the hospital and the private room, (unless the patient's stay in a private hospital room is medically necessary in terms of gener...
	ii. If a person is covered by two or more plans that compute their benefit payments on the basis of usual and customary fees, any amount in excess of the highest of the usual and customary fees for a specific benefit is not an allowable expense.
	iii. If a person is covered by two or more plans that provide benefits or services on the basis of negotiated fees, an amount in excess of the highest of the negotiated fees is not an allowable expense.
	iv. If a person is covered by one plan that calculates its benefits or services on the basis of usual and customary fees and another plan that provides its benefits or services on the basis of negotiated fees, the primary plan's payment arrangements ...
	v. The amount a benefit is reduced by the primary plan because a covered person does not comply with the plan provisions. Examples of these provisions are second surgical opinions, pre-certification of admissions, and preferred provider arrangements.

	Claim Determination Period―a calendar year. However, it does not include any part of a year during which a person has no coverage under this plan, or before the date this COB provision or a similar provision takes effect.
	Closed Panel Plan―a plan that provides health benefits to covered persons primarily in the form of services through a panel of providers that have contracted with or are employed by the plan, and that limits or excludes benefits for services provided ...
	Custodial Parent―a parent awarded custody by a court decree. In the absence of a court decree, it is the parent with whom the child resides more than one half of the calendar year without regard to any temporary visitation.
	Plan―any of the following that provides benefits or services for medical or dental care or treatment. However, if separate contracts are used to provide coordinated coverage for members of a group, the separate contracts are considered parts of the sa...
	i. Plan includes:
	(a). group insurance, closed panel or other forms of group or group-type coverage (whether insured or uninsured);
	(b). hospital indemnity benefits in excess of $300 per day; medical care components of group long-term care contracts, such as skilled nursing care;
	(c). medical benefits under group or individual automobile contracts; and
	(d). Medicare or other governmental benefits, as permitted by law.

	ii. Plan does not include:
	(a). individual or family insurance;
	(b). closed panel or other individual coverage (except for group-type coverage);
	(c). amounts of hospital indemnity insurance of $300 or less per day; school accident type coverage, benefits for nonmedical components of group long-term care policies;
	(d). Medicare supplement policies, Medicaid policies and coverage under other governmental plans, unless permitted by law.

	iii. Each contract for coverage under Clause i or ii is a separate plan. If a plan has two parts and COB rules apply only to one of the two, each of the parts is treated as a separate plan.
	iv. The order of benefit determination rules determine whether this plan is a "primary plan" or "secondary plan" when compared to another plan covering the person.
	v. When this plan is primary, its benefits are determined before those of any other plan and without considering any other plan's benefits. When this plan is secondary, its benefits are determined after those of another plan and may be reduced becaus...



	B. Order of Benefit Determination Rules
	1. When two or more plans pay benefits, the rules for determining the order of payment are as follows.
	a. The primary plan pays or provides its benefits as if the secondary plan or plans did not exist.
	b. A plan that does not contain a coordination of benefits provision that is consistent with this regulation is always primary. There is one exception:
	i. coverage that is obtained by virtue of membership in a group that is designed to supplement a part of a basic package of benefits may provide that the supplementary coverage shall be excess to any other parts of the plan provided by the contract h...

	c. A plan may consider the benefits paid or provided by another plan in determining its benefits only when it is secondary to that other plan.
	d. The first of the following rules that describes which plan pays its benefits before another plan is the rule to use.
	i. Nondependent or Dependent. The plan that covers the person other than as a dependent, (for example, as an employee, member, subscriber, or retiree) is primary, and the plan that covers the person as a dependent is secondary. However, if the person...
	ii. Child Covered under More Than One Plan. The order of benefits when a child is covered by more than one plan is:
	(a). the primary plan is the plan of the parent whose birthday is earlier in the year if:


	(i). the parents are married;
	(ii). the parents are not separated (whether or not they ever have been married); or
	(iii). a court decree awards joint custody without specifying that one party has the responsibility to provide health care coverage;
	(b). if both parents have the same birthday, the plan that covered either of the parents longer is primary;
	(c). if the specific terms of a court decree state that one of the parents is responsible for the child's health care expenses or health care coverage and the plan of that parent has actual knowledge of those terms, that plan is primary. This rule app...
	(d). if the parents are not married, or are separated (whether or not they ever have been married) or are divorced, the order of benefits is:

	(i). the plan of the custodial parent;
	(ii).  the plan of the spouse of the custodial parent;
	(iii). the plan of the noncustodial parent; and then
	(iv). the plan of the spouse of the noncustodial parent.
	iii. Active or Inactive Employee. The plan that covers a person as an employee who is neither laid off nor retired, is primary. The same would hold true if a person is a dependent of a person covered as a retiree and an employee. If the other plan do...
	iv. Continuation Coverage. If a person whose coverage is provided under a right of continuation provided by to federal or state law also is covered under another plan, the plan covering the person as an employee, member, subscriber, or retiree (or as...
	v. Longer or Shorter Length of Coverage. The plan that covered the person as an employee, member, subscriber, or retiree longer is primary.
	vi. If the preceding rules do not determine the primary plan, the allowable expenses shall be shared equally between the plans meeting the definition of plan under this regulation. In addition, this plan will not pay more than it would have paid had ...



	C. Effect on the Benefits of This Plan
	1. When this plan is secondary, it may reduce its benefits so that the total benefits paid or provided by all plans during a claim determination period are not more than 100 percent of total allowable expenses. The difference between the benefit payme...
	a. determine its obligation to pay or provide benefits under its contract;
	b. determine whether a benefit reserve has been recorded for the covered person; and
	c. determine whether there are any unpaid allowable expenses during that claims determination period.

	2. If there is a benefit reserve, the secondary plan will use the covered person's benefit reserve to pay up to 100 percent of total allowable expenses incurred during the claim determination period. At the end of the claims determination period, the ...
	3. If a covered person is enrolled in two or more closed panel plans, and if for any reason, including the provision of service by a nonpanel provider, benefits are not payable by one closed panel plan, COB shall not apply between that plan and other ...

	D. Right to Receive and Release Needed Information Certain facts about health care coverage and services are needed to apply these COB rules and to determine benefits payable under this plan and other plans. Organization responsible for COB administra...
	E. Facility of Payment. A payment made under another plan may include an amount that should have been paid under this plan. If it does, organization responsible for COB administration may pay that amount to the organization that made that payment. Tha...
	F. Right of Recovery. If the amount of the payments made by organization responsible for COB administration is more than it should have paid under this COB provision, it may recover the excess from one or more of the persons it has paid or for whom it...

	§319. Appendix B―Consumer Explanatory Booklet Coordination of Benefits
	A. Double Coverage
	1. It is common for family members to be covered by more than one health care plan. This happens, for example, when a husband and wife both work and choose to have family coverage through both employers.
	2. When you are covered by more than one group health plan, state law permits your insurers to follow a procedure called "coordination of benefits" to determine how much each should pay when you have a claim. The aim is to make sure that the combined ...
	3. Coordination of benefits (COB) is complicated, and covers a wide variety of circumstances. This is only an outline of some of the most common ones. If your situation is not described, read your evidence of coverage or contact your state insurance d...

	B. Primary or Secondary?
	1. You will be asked to identify all the plans that cover family members. We need this information to determine whether we are "primary" or "secondary." The primary plan always pays first.
	2. Any plan which does not contain your state's coordination of benefits rules will always be primary.

	C. When This Plan Is Primary
	1. If you or a family member are covered under another plan in addition to this one, we will be primary when:
	a. your own expenses. The claim is for your own health care expenses, unless you are covered by Medicare and both you and your spouse are retired;
	b. your spouse's expenses. The claim is for your spouse, who is covered by Medicare, and you are not both retired;
	c. your child's expenses:
	i. the claim is for the health care expenses of a child covered by this plan; and
	ii. your birthday is earlier in the year than your spouse's. This is known as the "birthday rule"; or
	iii. you are not married and you have informed us of a court decree that makes you responsible for the child's health care expenses; or
	iv. there is no court decree, but you have custody of the child.



	D. Other Situations. We will be primary when any other provisions of state or federal law require us to be.
	E. How We Pay Claims When We Are Primary. When we are the primary plan, we will pay the benefits provided by your contract, just as if you had no other coverage.
	F. How We Pay Claims When We Are Secondary
	1. We will be secondary whenever the rules do not require us to be primary.
	2. When we are the secondary plan, we do not pay until after the primary plan has paid its benefits. We will then pay part or all of the allowable expenses left unpaid. An "allowable expense" is a health care service or expense covered by one of the p...
	3. If there is a difference between the amount the plans allow, we will base our payment on the higher amount. However, if the primary plan has a contract with the provider, our combined payments will not be more than the contract calls for. Health Ma...
	4. We will determine our payment by subtracting the amount the primary plan paid from the amount we would have paid if we had been primary. We will use any savings to pay the balance of any unpaid allowable expenses covered by either plan.
	5. If the primary plan covers similar kinds of health care, but allows expenses that we do not cover, we will pay for those items as long as there is a balance in your benefit reserve, as explained below.
	6. We will not pay an amount the primary plan didn't cover because you didn't follow its rules and procedures. For example, if your plan has reduced its benefit because you did not obtain pre-certification, we will not pay the amount of the reduction,...

	G. Benefit Reserve
	1. When we are secondary we often will pay less than we would have paid if we had been primary. Each time we "save" by paying less, we will put that savings into a benefit reserve. Each family member covered by this plan has a separate benefit reserve.
	a. We use the benefit reserve to pay allowable expenses that are covered only partially by both plans. To obtain a reimbursement, you must show us what the primary plan has paid so we can calculate the savings.
	b. To make sure you receive the full benefit or coordination, you should submit all claims to each of your plans.
	c. Savings can build up in your reserve for one year. At the end of the year any balance is erased, and a fresh benefit reserve begins for each person the next year as soon as there are savings on their claims.




	Chapter 5.  Regulation 33—Medicare Supplement Insurance Minimum Standards
	§501. Purpose
	A. The purpose of this regulation is:
	1. to provide for the reasonable standardization of coverage and simplification of terms and benefits of Medicare supplement policies;
	2. to facilitate public understanding and comparison of such policies;
	3. to eliminate provisions contained in such policies which may be misleading or confusing in connection with the purchase of such policies or with the settlement of claims; and
	4. to provide for full disclosures in the sale of accident and sickness insurance coverages to persons eligible for Medicare.


	§502. Applicability and Scope
	A. Except as otherwise specifically provided in §§510, 540, 545, 560 and 585, this regulation shall apply to:
	1. all Medicare supplement policies delivered or issued for delivery in this state on or after the effective date of this regulation; and
	2. all certificates issued under group Medicare supplement policies which certificates have been delivered or issued for delivery in this state.

	B. This regulation shall not apply to a policy or contract of one or more employers or labor organizations, or of the trustees of a fund established by one or more employers or labor organizations, or combination thereof, for employees or former emplo...

	§503. Definitions
	A. For purpose of this regulation:
	Applicant—
	a. in the case of an individual Medicare supplement policy, the person who seeks to contract for insurance benefits; and
	b. in the case of a group Medicare supplement policy, the proposed certificateholder.

	Bankruptcy—when a Medicare advantage organization that is not an issuer has filed, or has had filed against it, a petition for declaration of bankruptcy and has ceased doing business in the state.
	Certificate—any certificate delivered or issued for delivery in this state under a group Medicare supplement policy.
	Certificate Form—the form on which the certificate is delivered or issued for delivery by the issuer.
	Commissioner—the Commissioner of Insurance of the state of Louisiana.
	Continuous Period of Creditable Coverage—the period during which an individual was covered by creditable coverage, if during the period of the coverage the individual had no breaks in coverage greater than 63 days.
	Creditable Coverage—
	a. with respect to an individual, coverage of the individual provided under any of the following:
	i. a group health plan;
	ii. health insurance coverage;
	iii. Part A or Part B of Title XVIII of the Social Security Act (Medicare);
	iv. Title XIX of the Social Security Act (Medicaid), other than coverage consisting solely of benefits under Section 1928;
	v. Chapter 55 of Title 10 United States Code (CHAMPUS);
	vi. a medical care program of the Indian Health Service or of tribal organization;
	vii. a state health benefits risk pool;
	viii. a health plan offered under Chapter 89 of Title 5 United States Code (Federal Employees Health Benefits Program);
	ix. a public health plan as defined in federal regulation; and
	x. a health benefit plan under Section 5(e) of the Peace Corps Act [22 United States Code 2504(e)];
	b. creditable coverage shall not include one or more, or any combination, of the following:
	i. coverage only for accident or disability income insurance, or any combination thereof;
	ii. coverage issued as a supplement to liability insurance;
	iii. liability insurance, including general liability insurance and automobile liability insurance;
	iv. workers compensation or similar insurance;
	v. automobile medical payment insurance;
	vi. credit-only insurance;
	vii. coverage for on-site medical clinics; and
	viii. other similar insurance coverage, specified in federal regulations, under which benefits for medical care are secondary or incidental to other insurance benefits;
	c. creditable coverage shall not include the following benefits if they are provided under a separate policy, certificate or contract of insurance or are otherwise not an integral part of the plan:
	i. limited scope dental or vision benefits;
	ii. benefits for long-term care, nursing home care, home health care, community-based care, or any combination thereof; and
	iii. such other similar, limited benefits as are specified in federal regulations;
	d. creditable coverage shall not include the following benefits if offered as independent, noncoordinated benefits:
	i. coverage only for a specified disease or illness; and
	ii. hospital indemnity or other fixed indemnity insurance;
	e. creditable coverage shall not include the following if it is offered as a separate policy, certificate or contract of insurance:
	i. Medicare supplemental health insurance as defined under Section 1882(g)(1) of the Social Security Act;
	ii. coverage supplemental to the coverage provided under Chapter 55 of Title 10, United States Code; and
	iii. similar supplemental coverage provided to coverage under a group health plan.

	Employee Welfare Benefit Plan—a plan, fund or program of employee benefits as defined in 29 U.S.C. Section 1002 (Employee Retirement Income Security Act).
	Insolvency—inability to pay its obligations when they are due, or a condition when its admitted assets do not exceed its liabilities plus the greater of:
	a. any capital and surplus required by law for its organization; and
	b. the total par or stated value of its authorized and issued capital stock;
	c. for purposes of this Subsection, liabilities shall include but not be limited to reserves required by statute, by general regulations of the Department of Insurance or by specific requirements imposed by the commissioner upon a subject company at t...

	Issuer—insurance companies, fraternal benefit societies, health care service plans, health maintenance organizations, and any other entity authorized to deliver or issue for delivery in this state Medicare supplement policies or certificates. For purp...
	Medicare—the "Health Insurance for the Aged Act," Title XVIII of the Social Security Amendments of 1965, as then constituted or later amended.
	Medicare Advantage Plan—a plan of coverage for health benefits under Medicare Part C as defined in Section 1859 found in Title 42 U.S.C. 1395w-28(b)(1), and includes:
	a. coordinated care plans which provide health care services, including but not limited to health maintenance organization plans (with or without a point-of-service option), plans offered by provider-sponsored organizations, and preferred provider org...
	b. medical savings account plans coupled with a contribution into a Medicare advantage plan medical savings account; and
	c. Medicare advantage private fee-for-service plans.

	Medicare Supplement Policy—a group or individual policy of health insurance or a subscriber contract of hospital and medical service associations or health maintenance organizations, other than a policy issued pursuant to a contract under Section 1876...
	Policy Form—the form on which the policy is delivered or issued for delivery by the issuer.
	Pre-Standardized Medicare Supplement Benefit Plan, Pre-Standardized Benefit Plan or Pre-Standardized Plan—a group or individual policy of Medicare supplement insurance issued prior to July 20, 1992.
	1990 Standardized Medicare Supplement Benefit Plan, 1990 Standardized Benefit Plan or 1990 Plan—a group or individual policy of Medicare supplement insurance issued on or after July 20, 1992 and with an effective date for coverage prior to June 1, 201...
	2010 Standardized Medicare Supplement Benefit Plan, 2010 Standardized Benefit Plan or 2010 Plan—a group or individual policy of Medicare supplement insurance issued with an effective date for coverage on or after June 1, 2010.
	Qualified Actuary—an actuary who is a member of either the Society of Actuaries or the American Academy of Actuaries.
	Secretary—the Secretary of the United States Department of Health and Human Services.


	§504. Policy Definitions and Terms
	A. No policy or certificate may be advertised, solicited or issued for delivery in this state as a Medicare supplement policy or certificate unless the policy or certificate contains definitions or terms, which conform to the requirements of this Sect...
	Accident, Accidental Injury, or Accidental Means—defined to employ "result" language and shall not include words, which establish an accidental means test or use words such as "external, violent, visible wounds" or similar words or description or char...
	a. The definition shall not be more restrictive than the following.
	b. The definition may provide that injuries shall not include injuries for which benefits are provided or available under any workers' compensation, employer's liability or similar law, or motor vehicle no-fault plan, unless prohibited by law.

	Benefit Period or Medicare Benefit Period—shall not be defined more restrictively than as defined in the Medicare program.
	Convalescent Nursing Home, Extended Care Facility, or Skilled Nursing Facility—shall not be defined more restrictively than as defined in the Medicare program.
	Health Care Expenses—for the purposes of §545, expenses of health maintenance organizations associated with the delivery of health care services, which expenses are analogous to incurred losses of insurers.
	Hospital—may be defined in relation to its status, facilities and available services or to reflect its accreditation by the Joint Commission on Accreditation of Healthcare Organizations, but not more restrictively than as defined in the Medicare program.
	Medicare—shall be defined in the policy and certificate. Medicare may be substantially defined as "The Health Insurance for the Aged Act, Title XVIII of the Social Security Amendments of 1965 as Then Constituted or Later Amended," or "Title I, Part I ...
	Medicare Eligible Expenses—expenses of the kinds covered by Medicare Parts A and B, to the extent recognized as reasonable and medically necessary by Medicare.
	Physician—shall not be defined more restrictively than as defined in the Medicare program.
	Sickness—shall not be defined to be more restrictive than the following.
	a. Sickness means illness or disease of an insured person which first manifests itself after the effective date of insurance and while the insurance is in force.
	b. The definition may be further modified to exclude sicknesses or diseases for which benefits are provided under any workers' compensation, occupational disease, employer's liability or similar law.



	§505. Policy Provisions
	A. Except for permitted preexisting condition clauses as described in §510.A.1.a, §515.A.1.a, and §516.A.1.a of this regulation, no policy or certificate may be advertised, solicited or issued for delivery in this state as a Medicare supplement policy...
	B. No Medicare supplement policy or certificate may use waivers to exclude, limit or reduce coverage or benefits for specifically named or described preexisting diseases or physical conditions.
	C. No Medicare supplement policy or certificate in force in the state shall contain benefits, which duplicate benefits provided by Medicare.
	D.1. Subject to §§510.A.1(d), (e), and (g), and 515.A.1(d) and (e) of this regulation, a Medicare supplement policy with benefits for outpatient prescription drugs in existence prior to January 1, 2006 shall be renewed for current policyholders who do...
	2. A Medicare supplement policy with benefits for outpatient prescription drugs shall not be issued after December 31, 2005.
	3. After December 31, 2005, a Medicare supplement policy with benefits for outpatient prescription drugs may not be renewed after the policyholder enrolls in Medicare Part D unless:
	a. the policy is modified to eliminate outpatient prescription coverage for expenses of outpatient prescription drugs incurred after the effective date of the individual’s coverage under a Part D plan; and
	b. premiums are adjusted to reflect the elimination of outpatient prescription drug coverage at the time of Medicare Part D enrollment, accounting for any claims paid, if applicable.



	§506. Premium Increase Requirements
	A. Every insurer issuing or renewing a Medicare supplement policy shall notify the policyholder and each member of an association in writing at least 45 days before any premium increase.
	B. Medicare supplement policies and certificates shall have a notice prominently printed on the first page of the policy or certificate stating in substance that the policyholder or certificateholder will be notified at least 45 days before any premiu...

	§508. Reserved.
	§509. Reserved.
	§510. Minimum Benefit Standards for Pre-Standardized Medicare Supplement Benefit Plan Policies or Certificates Issued for Delivery Prior to July 20, 1992
	A. No policy or certificate may be advertised, solicited or issued for delivery in this state as a Medicare supplement policy or certificate unless it meets or exceeds the following minimum standards. These are minimum standards and do not preclude th...
	1. General Standards. The following standards apply to Medicare supplement policies and certificates and are in addition to all other requirements of this regulation.
	a. A Medicare supplement policy or certificate shall not exclude or limit benefits for losses incurred more than six months from the effective date of coverage because it involved a preexisting condition. The policy or certificate shall not define a p...
	b. A Medicare supplement policy or certificate shall not indemnify against losses resulting from sickness on a different basis than losses resulting from accidents.
	c. A Medicare supplement policy or certificate shall provide that benefits designed to cover cost sharing amounts under Medicare will be changed automatically to coincide with any changes in the applicable Medicare deductible, copayment, or coinsuranc...
	d. A noncancellable, guaranteed renewable, or noncancellable and guaranteed renewable Medicare supplement policy shall not:
	i. provide for termination of coverage of a  spouse solely because of the occurrence of an event specified for termination of coverage of the  insured, other than the nonpayment of premium; or
	ii. be cancelled or nonrenewed by the issuer solely on the grounds of deterioration of health.
	e.i. Except as authorized by the commissioner of this state, an issuer shall neither cancel nor nonrenew a Medicare supplement policy or certificate for any reason other than nonpayment of premium or material misrepresentation.
	ii. If a group Medicare supplement insurance policy is terminated by the group policyholder and not replaced as provided in §510.A.1.e.iv, the issuer shall offer certificateholders an individual Medicare supplement policy. The issuer shall offer the ...
	(a). an individual Medicare supplement policy currently offered by the issuer having comparable benefits to those contained in the terminated group Medicare supplement policy; and
	(b). an individual Medicare supplement policy which provides only such benefits as are required to meet the minimum standards as defined in §516.A.2 of this regulation;
	(c). group contracts in force prior to the effective date of the Omnibus Budget Reconciliation Act (OBRA) of 1990 may have existing contractual obligations to continue benefits contained in the group contract. This Section is not intended to impair t...

	iii. If membership in a group is terminated, the issuer shall:
	(a). offer the certificateholder the conversion opportunities described in §510.A.1.e.ii; or
	(b). at the option of the group policyholder, offer the certificateholder continuation of coverage under the group policy.

	iv. If a group Medicare supplement policy is replaced by another group Medicare supplement policy purchased by the same policyholder, the issuer of the replacement policy shall offer coverage to all persons covered under the old group policy on its d...
	f. Termination of a Medicare supplement policy or certificate shall be without prejudice to any continuous loss which commenced while the policy was in force, but the extension of benefits beyond the period during which the policy was in force may be ...
	g. If a Medicare supplement policy eliminates an outpatient prescription drug benefit as a result of requirements imposed by the Medicare Prescription Drug, Improvement, and Modernization Act of 2003, the modified policy shall be deemed to satisfy the...

	2. Minimum Benefit Standards
	a. Coverage of Part A Medicare eligible expenses for hospitalization to the extent not covered by Medicare from the sixty-first day through the ninetieth day in any Medicare benefit period;
	b. coverage for either all or none of the Medicare Part A inpatient hospital deductible amount;
	c. coverage of Part A Medicare eligible expenses incurred as daily hospital charges during use of Medicare's lifetime hospital inpatient reserve days;
	d. upon exhaustion of all Medicare hospital inpatient coverage including the lifetime reserve days, coverage of 90 percent of all Medicare Part A eligible expenses for hospitalization not covered by Medicare subject to a lifetime maximum benefit of an...
	e. coverage under Medicare Part A for the reasonable cost of the first 3 pints of blood (or equivalent quantities of packed red blood cells, as defined under federal regulations) unless replaced in accordance with federal regulations or already paid f...
	f. coverage for the coinsurance amount, or in the case of hospital outpatient department services paid under a prospective payment system, the copayment amount, of Medicare eligible expenses under Part B regardless of hospital confinement, subject to ...
	g. effective January 1, 1990, coverage under Medicare Part B for the reasonable cost of the first 3 pints of blood (or equivalent quantities of packed red blood cells, as defined under federal regulations), unless replaced in accordance with federal r...



	§511. Reserved.
	§512. Reserved.
	§513. Reserved.
	§514. Reserved.
	§515. Benefit Standards for 1990 Standardized Medicare Supplement Benefit Plan Policies or Certificates Issued for Delivery on or After July 20, 1992 and with an Effective Date for Coverage Prior to June 1, 2010
	A. The following standards are applicable to all Medicare supplement policies or certificates delivered or issued for delivery in this state on or after July 20, 1992 and with an effective date for coverage prior to June 1, 2010. No policy or certific...
	1. General Standards. The following standards apply to Medicare supplement policies and certificates and are in addition to all other requirements of this regulation.
	a. A Medicare supplement policy or certificate shall not exclude or limit benefits for losses incurred more than six months from the effective date of coverage because it involved a preexisting condition. The policy or certificate may not define a pre...
	b. A Medicare supplement policy or certificate shall not indemnify against losses resulting from sickness on a different basis than losses resulting from accidents.
	c. A Medicare supplement policy or certificate shall provide that benefits designed to cover cost sharing amounts under Medicare will be changed automatically to coincide with any changes in the applicable Medicare deductible, co-payment, or coinsuran...
	d. No Medicare supplement policy or certificate shall provide for termination of coverage of a spouse solely because of the occurrence of an event specified for termination of coverage of the insured, other than the nonpayment of premium.
	e. Each Medicare supplement policy shall be guaranteed renewable.
	i. The issuer shall not cancel or nonrenew the policy solely on the ground of health status of the individual.
	ii. The issuer shall not cancel or nonrenew the policy for any reason other than nonpayment of premium or material misrepresentation.
	iii. If the Medicare supplement policy is terminated by the group policyholder and is not replaced as provided under §515.A.1.e.v, the issuer shall offer certificateholders an individual Medicare supplement policy which (at the option of the certific...
	(a). provides for continuation of the benefits contained in the group policy; or
	(b). provides for benefits that otherwise meet the requirements of this Subsection.

	iv. If an individual is a certificateholder in a group Medicare supplement policy and the individual terminates membership in the group, the issuer shall:
	(a). offer the certificateholder the conversion opportunity described in §515.A.1.e.iii; or
	(b). at the option of the group policyholder, offer the certificateholder continuation of coverage under the group policy.

	v. If a group Medicare supplement policy is replaced by another group Medicare supplement policy purchased by the same policyholder, the issuer of the replacement policy shall offer coverage to all persons covered under the old group policy on its da...
	vi. If a Medicare supplement policy eliminates an outpatient prescription drug benefit as a result of requirements imposed by the Medicare Prescription Drug, Improvement and Modernization Act of 2003, the modified policy shall be deemed to satisfy th...
	f. Termination of a Medicare supplement policy or certificate shall be without prejudice to any continuous loss which commenced while the policy was in force, but the extension of benefits beyond the period during which the policy was in force may be ...
	g.i. A Medicare supplement policy or certificate shall provide that benefits and premiums under the policy or certificate shall be suspended at the request of the policyholder or certificateholder for the period (not to exceed 24 months), or upon disc...
	ii. If suspension occurs and if the policyholder or certificateholder loses entitlement to medical assistance, the policy or certificate shall be automatically reinstituted (effective as of the date of termination of such entitlement) as of the termi...
	iii. Each Medicare supplement policy shall provide that benefits and premiums under the policy shall be suspended (for any period that may be provided by federal regulation) at the request of the policyholder if the policyholder is entitled to benefi...
	iv. Reinstitution of coverage as described in Clauses g.ii and iii:
	(a). shall not provide for any waiting period with respect to treatment of preexisting conditions;
	(b). shall provide for resumption of coverage that is substantially equivalent to coverage in effect before the date of suspension. If the suspended Medicare supplement policy provided coverage for outpatient prescription drugs, reinstitution of the p...
	(c). shall provide for classification of premiums on terms at least as favorable to the policyholder or certificateholder as the premium classification terms that would have applied to the policyholder or certificateholder had the coverage not been su...

	h.i. If an issuer makes a written offer to the Medicare Supplement policyholders or certificateholders of one or more of its plans, to exchange during a specified period from his or her 1990 Standardized plan (as described in §520 of this regulation) ...
	ii. An issuer need not provide justification to the commissioner if the insured replaces a 1990 Standardized policy or certificate with an issue age rated 2010 Standardized policy or certificate at the insured’s original issue age and duration. If an...
	iii. The rating class of the new policy or certificate shall be the class closest to the insured’s class of the replaced coverage.
	iv. An issuer may not apply new pre-existing condition limitations or a new incontestability period to the new policy for those benefits contained in the exchanged 1990 Standardized policy or certificate of the insured, but may apply pre-existing con...
	v. The new policy or certificate shall be offered to all policyholders or certificateholders within a given plan, except where the offer or issue would be in violation of state or federal law.

	2. Standards for Basic (Core) Benefits Common to Benefit Plans A-J. Every issuer shall make available a policy or certificate including only the following basic core package of benefits to each prospective insured. An issuer may make available to pros...
	a. coverage of Part A Medicare eligible expenses for hospitalization to the extent not covered by Medicare from the sixty-first day through the ninetieth day in any Medicare benefit period;
	b. coverage of Part A Medicare eligible expenses incurred for hospitalization to the extent not covered by Medicare for each Medicare lifetime inpatient reserve day used;
	c. upon exhaustion of the Medicare hospital inpatient coverage including the lifetime reserve days, coverage of 100 percent of the Medicare Part A eligible expenses for hospitalization paid at the applicable prospective payment system (PPS) rate, or o...
	d. coverage under Medicare Parts A and B for the reasonable cost of the first 3 pints of blood (or equivalent quantities of packed red blood cells, as defined under federal regulations) unless replaced in accordance with federal regulations;
	e. coverage for the coinsurance amount (or, in the case of hospital outpatient department services paid under a prospective payment system, the copayment amount) of Medicare eligible expenses under Part B regardless of hospital confinement, subject to...

	3. Standards for Additional Benefits. The following additional benefits shall be included in Medicare Supplement Benefit Plans "B" through "J" only as provided by §520 of this regulation.
	a. Medicare Part A Deductible—coverage for all of the Medicare Part A inpatient hospital deductible amount per benefit period.
	b. Skilled Nursing Facility Care—coverage for the actual billed charges up to the coinsurance amount from the twenty-first day through the one hundredth day in a Medicare benefit period for post hospital skilled nursing facility care eligible under Me...
	c. Medicare Part B Deductible—coverage for all of the Medicare Part B deductible amount per calendar year regardless of hospital confinement.
	d. Eighty percent of the Medicare Part B Excess Charges—coverage for 80 percent of the difference between the actual Medicare Part B charge as billed, not to exceed any charge limitation established by the Medicare program or state law, and the Medica...
	e. One hundred percent of the Medicare Part B Excess Charges—coverage for all of the difference between the actual Medicare Part B charge as billed, not to exceed any charge limitation established by the Medicare program or state law, and the Medicare...
	f. Basic Outpatient Prescription Drug Benefit—coverage for 50 percent of outpatient prescription drug charges, after a $250 calendar year deductible, to a maximum of $1,250 in benefits received by the insured per calendar year, to the extent not cover...
	g. Extended Outpatient Prescription Drug Benefit—coverage for 50 percent of outpatient prescription drug charges, after a $250 calendar year deductible to a maximum of $3,000 in benefits received by the insured per calendar year, to the extent not cov...
	h. Medically Necessary Emergency Care in a Foreign Country—coverage to the extent not covered by Medicare for 80 percent of the billed charges for Medicare-eligible expenses for medically necessary emergency hospital, physician, and medical care recei...
	i. Preventive Medical Care Benefit—coverage for the following preventive health services not covered by Medicare:
	i. an annual clinical preventive medical history and physical examination that may include tests and services from Clause ii and patient education to address preventive health care measures;
	ii. preventive screening tests or preventive services, the selection and frequency of which is determined to be medically appropriate by the attending physician.
	j. At-Home Recovery Benefit—coverage for services to provide short term, at-home assistance with activities of daily living for those recovering from an illness, injury, or surgery.
	i. For purposes of this benefit, the following definitions shall apply:
	Activities of Daily Living—include, but are not limited to, bathing, dressing, personal hygiene, transferring, eating, ambulating, assistance with drugs that are normally self-administered, and changing bandages or other dressings.
	At-Home Recovery Visit—the period of a visit required to provide at home recovery care, without limit on the duration of the visit, except each consecutive four hours in a 24-hour period of services provided by a care provider is one visit.
	Care Provider—a duly qualified or licensed home health aide or homemaker, personal care aide or nurse provided through a licensed home health care agency or referred by a licensed referral agency or licensed nurses registry.
	Home—any place used by the insured as a place of residence, provided that such place would qualify as a residence for home health care services covered by Medicare. A hospital or skilled nursing facility shall not be considered the insured's place of ...

	ii. Coverage Requirements and Limitations
	(a). At-home recovery services provided must be primarily services, which assist in activities of daily living.
	(b). The insured's attending physician must certify that the specific type and frequency of at-home recovery services are necessary because of a condition for which a home care plan of treatment was approved by Medicare.
	(c). Coverage is limited to:

	(i). no more than the number and type of at-home recovery visits certified as necessary by the insured's attending physician. The total number of at-home recovery visits shall not exceed the number of Medicare approved home health care visits under ...
	(ii). the actual charges for each visit up to a maximum reimbursement of $40 per visit;
	(iii). $1,600 per calendar year;
	(iv). seven visits in any one week;
	(v). are furnished on a visiting basis in the insured's home;
	(vi). services provided by a care provider as defined in this Section;
	(vii). at-home recovery visits while the insured is covered under the policy or certificate and not otherwise excluded;
	(viii). at-home recovery visits received during the period the insured is receiving Medicare approved home care services or no more than eight weeks after the service date of the last Medicare approved home health care visit.
	iii. Coverage is excluded for:
	(a). home care visits paid for by Medicare or other government programs; and
	(b). care provided by family members, unpaid volunteers, or providers who are not care providers.


	4. Standards for Plans K and L
	a. Standardized Medicare supplement benefit plan "K" shall consist of the following:
	i. coverage of 100 percent of the Part A hospital coinsurance amount for each day used from the sixty-first through the ninetieth day in any Medicare benefit period;
	ii. coverage of 100 hundred percent of the Part A hospital coinsurance amount for each Medicare lifetime inpatient reserve day used from the ninety-first through the one hundred fiftieth day in any Medicare benefit period;
	iii. upon exhaustion of the Medicare hospital inpatient coverage, including the lifetime reserve days, coverage of 100 percent of the Medicare Part A eligible expenses for hospitalization paid at the applicable prospective payment system (PPS) rate, ...
	iv. Medicare Part A Deductible. Coverage for 50 percent of the Medicare Part A inpatient hospital deductible amount per benefit period until the out-of-pocket limitation is met as described in Clause x;
	v. Skilled Nursing Facility Care. Coverage for 50 percent of the coinsurance amount for each day used from the twenty-first day through the one hundredth day in a Medicare benefit period for post-hospital skilled nursing facility care eligible under ...
	vi. Hospice Care. Coverage for 50 percent of cost sharing for all Part A Medicare eligible expenses and respite care until the out-of-pocket limitation is met as described in Clause x;
	vii. Coverage for 50 percent, under Medicare Part A or B, of the reasonable cost of the first 3 pints of blood (or equivalent quantities of packed red blood cells, as defined under federal regulations) unless replaced in accordance with federal regul...
	viii. except for coverage provided in Clause xi below, coverage for 50 percent of the cost sharing otherwise applicable under Medicare Part B after the policyholder pays the Part B deductible until the out-of-pocket limitation is met as described in ...
	ix. coverage of 100 percent of the cost sharing for Medicare Part B preventive services after the policyholder pays the Part B deductible; and
	x. coverage of 100 percent of all cost sharing under Medicare Parts A and B for the balance of the calendar year after the individual has reached the out-of-pocket limitation on annual expenditures under Medicare Parts A and B of $4,000 in 2006, inde...

	5. Standardized Medicare supplement benefit plan "L" shall consist of the following:
	a. the benefits described in Clauses a.i-iii;
	b. the benefit described in Clauses a.iv-viii, but substituting 75 percent for 50 percent; and
	c. the benefit described in Clause a.x but substituting $2000 for $4,000.



	§516. Benefit Standards for 2010 Standardized Medicare Supplement Benefit Plan Policies or Certificates Issued for Delivery with an Effective Date For Coverage on or after June 1, 2010
	A. The following standards are applicable to all Medicare supplement policies or certificates delivered or issued for delivery in this state with an effective date for coverage on or after June 1, 2010. No policy or certificate may be advertised, soli...
	1. General Standards. The following standards apply to Medicare supplement policies and certificates and are in addition to all other requirements of this regulation.
	a. A Medicare supplement policy or certificate shall not exclude or limit benefits for losses incurred more than six months from the effective date of coverage because it involved a preexisting condition. The policy or certificate may not define a pre...
	b. A Medicare supplement policy or certificate shall not indemnify against losses resulting from sickness on a different basis than losses resulting from accidents.
	c. A Medicare supplement policy or certificate shall provide that benefits designed to cover cost sharing amounts under Medicare will be changed automatically to coincide with any changes in the applicable Medicare deductible, co-payment, or coinsuran...
	d. No Medicare supplement policy or certificate shall provide for termination of coverage of a spouse solely because of the occurrence of an event specified for termination of coverage of the insured, other than the nonpayment of premium.
	e. Each Medicare supplement policy shall be guaranteed renewable.
	i. The issuer shall not cancel or non-renew the policy solely on the ground of health status of the  individual.
	ii. The issuer shall not cancel or non-renew the policy for any reason other than nonpayment of  premium or material misrepresentation.
	iii. If the Medicare supplement policy is terminated by the group policyholder and is not replaced as provided under §516.A.1.e.v. of this regulation, the issuer shall offer certificateholders an individual Medicare supplement policy which (at the op...
	(a). provides for continuation of the benefits contained in the group policy; or
	(b). provides for benefits that otherwise meet the requirements of this Subsection.

	iv. If an individual is a certificateholder in a group Medicare supplement policy and the individual terminates membership in the group, the issuer shall:
	(a). offer the certificateholder the conversion opportunity described in §516.A.1.e.iii. of this regulation; or
	(b). at the option of the group policyholder, offer the certificateholder continuation of coverage under the group policy.

	v. If a group Medicare supplement policy is replaced by another group Medicare supplement policy purchased by the same policyholder, the issuer of the replacement policy shall offer coverage to all persons covered under the old group policy on its da...
	f. Termination of a Medicare supplement policy or certificate shall be without prejudice to any continuous loss which commenced while the policy was in force, but the extension of benefits beyond the period during which the policy was in force may be ...
	g.i. A Medicare supplement policy or certificate shall provide that benefits and premiums under the policy or certificate shall be suspended at the request of the policyholder or certificateholder for the period (not to exceed 24 months) in which the ...
	ii. If suspension occurs and if the policyholder or certificateholder loses entitlement to medical  assistance, the policy or certificate shall be automatically reinstituted (effective as of the date of termination of entitlement) as of the terminati...
	iii. Each Medicare supplement policy shall provide that benefits and premiums under the policy shall be suspended (for any period that may be provided by federal regulation) at the request of the policyholder if the policyholder is entitled to benefi...
	iv. Reinstitution of coverages as described in Subparagraphs (ii) and (iii):
	(a). shall not provide for any waiting period with respect to treatment of preexisting conditions;
	(b). shall provide for resumption of coverage that is substantially equivalent to coverage in effect before the date of suspension; and
	(c). shall provide for classification of premiums on terms at least as favorable to the policyholder or certificateholder as the premium classification terms that would have applied to the policyholder or certificateholder had the coverage not been su...


	2. Standards for Basic (Core) Benefits Common to Medicare Supplement Insurance Benefit Plans A, B, C, D, F, F with High Deductible, G, M and N. Every issuer of Medicare supplement insurance benefit plans shall make available a policy or certificate in...
	a. Coverage of Part A Medicare eligible expenses for hospitalization to the extent not covered by Medicare from the sixty-first through the ninetieth day in any Medicare benefit period;
	b. Coverage of Part A Medicare eligible expenses incurred for hospitalization to the extent not covered by Medicare for each Medicare lifetime inpatient reserve day used;
	c. Upon exhaustion of the Medicare hospital inpatient coverage, including the lifetime reserve days, coverage of 100 percent of the Medicare Part A eligible expenses for hospitalization paid at the applicable prospective payment system (PPS) rate, or ...
	d. Coverage under Medicare Parts A and B for the reasonable cost of the first 3 pints of blood (or equivalent quantities of packed red blood cells, as defined under federal regulations) unless replaced in accordance with federal regulations;
	e. Coverage for the coinsurance amount, or in the case of hospital outpatient department services paid under a prospective payment system, the copayment amount, of Medicare eligible expenses under Part B regardless of hospital confinement, subject to ...
	f. Hospice Care: Coverage of cost sharing for all Part A Medicare eligible hospice care and respite care expenses.

	3. Standards for Additional Benefits. The following additional benefits shall be included in Medicare supplement benefit Plans B, C, D, F, F with High Deductible, G, M, and N as provided by §521 of this regulation.
	a. Medicare Part A Deductible: Coverage for 100 percent of the Medicare Part A inpatient hospital deductible amount per benefit period.
	b. Medicare Part A Deductible: Coverage for 50 percent of the Medicare Part A inpatient hospital deductible amount per benefit period.
	c. Skilled Nursing Facility Care: Coverage for the actual billed charges up to the coinsurance amount from the twenty-first day through the one hundredth day in a Medicare benefit period for post-hospital skilled nursing facility care eligible under M...
	d. Medicare Part B Deductible: Coverage for 100 percent of the Medicare Part B deductible amount per calendar year regardless of hospital confinement.
	e. One Hundred Percent of the Medicare Part B Excess Charges: Coverage for all of the difference between the actual Medicare Part B charges as billed, not to exceed any charge limitation established by the Medicare program or state law, and the Medica...
	f. Medically Necessary Emergency Care in a Foreign Country: Coverage to the extent not covered by Medicare for 80 percent of the billed charges for Medicare-eligible expenses for medically necessary emergency hospital, physician and medical care recei...
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	§520. Standard Medicare Supplement Benefit Plans for 1990 Standardized Medicare Supplement Benefit Plan Policies or Certificates Issued for Delivery on or after July 20, 1992 and with an Effective Date for Coverage Prior to June 1, 2010
	A. An issuer shall make available to each prospective policyholder and certificateholder a policy form or certificate form containing only the basic core benefits, as defined in §515.A.2 of this regulation.
	B. No groups, packages or combinations of Medicare supplement benefits other than those listed in this Section shall be offered for sale in this state, except as may be permitted in §520.G and in §525 of this regulation.
	C. Benefit plans shall be uniform in structure, language, designation and format to the standard benefit plans "A" through "L" listed in this Subsection and conform to the definitions in §503 of this regulation. Each benefit shall be structured in acc...
	D. An issuer may use, in addition to the benefit plan designations required in Subsection C, other designations to the extent permitted by law.
	E. Make-Up of Benefit Plans
	1. Standardized Medicare supplement benefit plan "A" shall be limited to the basic (core) benefits common to all benefit plans, as defined in §515.A.2 of this regulation.
	2. Standardized Medicare supplement benefit plan "B" shall include only the following. The core benefit as defined in §515.A.2 of this regulation, plus the Medicare Part A deductible as defined in §515.A.3.a.
	3. Standardized Medicare supplement benefit plan "C" shall include only the following: The core benefit as defined in §515.A.2 of this regulation, plus the Medicare Part A deductible, skilled nursing facility care, Medicare Part B deductible and medic...
	4. Standardized Medicare supplement benefit plan "D" shall include only the following: The core benefit as defined in §515.A.2 of this regulation, plus the Medicare Part A deductible, skilled nursing facility care, medically necessary emergency care i...
	5. Standardized Medicare supplement benefit plan "E" shall include only the following: The core benefit as defined in §515.A.2 of this regulation, plus the Medicare Part A deductible, skilled nursing facility care, medically necessary emergency care i...
	6. Standardized Medical supplement benefit plan "F" shall include only the following: The core benefit as defined in §515.A.2 of this regulation, plus the Medicare Part A deductible, the skilled nursing facility care, the Part B deductible, 100 percen...
	7. Standardized Medicare supplement benefit high deductible plan "F" shall include only the following: 100 percent of covered expenses following the payment of the annual high deductible plan "F" deductible. The covered expenses include the core benef...
	8. Standardized Medicare supplement benefit plan "G" shall include only the following: The core benefit as defined in §515.A.2 of this regulation, plus the Medicare Part A deductible, skilled nursing facility care, 80 percent of the Medicare Part B ex...
	9. Standardized Medicare supplement benefit plan "H" shall consist of only the following: The core benefit as defined in §515.A.2 of this regulation, plus the Medicare Part A deductible, skilled nursing facility care, basic outpatient prescription dru...
	10. Standardized Medicare supplement benefit plan "I" shall consist of only the following: The core benefit as defined in §515.A.2 of this regulation, plus the Medicare Part A deductible, skilled nursing facility care, 100 percent of the Medicare Part...
	11. Standardized Medicare supplement benefit plan "J" shall consist of only the following: The core benefit as defined in §515.A.2 of this regulation, plus the Medicare Part A deductible, skilled nursing facility care, Medicare Part B deductible, 100 ...
	12. Standardized Medicare supplement benefit high deductible plan "J" shall consist of only the following: 100 percent of covered expenses following the payment of the annual high deductible plan "J" deductible. The covered expenses include the core b...

	F. Make-up of two Medicare supplement plans mandated by the Medicare Prescription Drug, Improvement and Modernization Act of 2003 (MMA);
	1. Standardized Medicare supplement benefit plan "K" shall consist of only those benefits described in §515.A.4(1).
	2. Standardized Medicare supplement benefit plan "L" shall consist of only those benefits described in §515.A.4(2).

	G. New or Innovative Benefits. An issuer may, with the prior approval of the commissioner, offer policies or certificates with new or innovative benefits in addition to the benefits provided in a policy or certificate that otherwise complies with the ...

	§521. Standard Medicare Supplement Benefit Plans for 2010 Standardized Medicare Supplement Benefit Plan Policies or Certificates Issued for Delivery with an Effective Date for Coverage on or after June 1, 2010
	A. The following standards are applicable to all Medicare supplement policies or certificates delivered or issued for delivery in this state with an effective date for coverage on or after June 1, 2010. No policy or certificate may be advertised, soli...
	1.a. An issuer shall make available to each prospective policyholder and certificateholder a policy form or certificate form containing only the basic (core) benefits, as defined in §516.A.2 of this regulation.
	b. If an issuer makes available any of the additional benefits described in §516.A.3, or offers standardized benefit Plans K or L (as described §521.A.5.h and i of this regulation), then the issuer shall make available to each prospective policyholder...

	2. No groups, packages or combinations of Medicare supplement benefits other than those listed in this Section shall be offered for sale in this state, except as may be permitted in §521.A.6. and in §525 of this regulation.
	3. Benefit plans shall be uniform in structure, language, designation and format to the standard benefit plans listed in this Subsection and conform to the definitions in §503 of this regulation. Each benefit shall be structured in accordance with the...
	4. In addition to the benefit plan designations required in §521.A.3 of this Section, an issuer may use other designations to the extent permitted by law.
	5. Make-up of 2010 Standardized Benefit Plans:
	a. Standardized Medicare supplement benefit Plan A shall include only the following: The basic (core) benefits as defined in §516.A.2. of this regulation.
	b. Standardized Medicare supplement benefit Plan B shall include only the following: The basic (core) benefit as defined in §516.A.2. of this regulation, plus 100 percent of the Medicare Part A deductible as defined in §516.A.3.a. of this regulation.
	c. Standardized Medicare supplement benefit Plan C shall include only the following: The basic (core) benefit as defined in §516.A.2. of this regulation, plus 100 percent of the Medicare Part A deductible, skilled nursing facility care, 100 percent of...
	d. Standardized Medicare supplement benefit Plan D shall include only the following: The basic (core) benefit (as defined in §516.A.2 of this regulation), plus 100 percent of the Medicare Part A deductible, skilled nursing facility care, and medically...
	e. Standardized Medicare supplement regular Plan F shall include only the following: The basic (core) benefit as defined in §516.A.2 of this regulation, plus 100 percent of the Medicare Part A deductible, the skilled nursing facility care, 100 percent...
	f. Standardized Medicare supplement Plan F With High Deductible shall include only the following: 100 percent of covered expenses following the payment of the annual deductible set forth in Subparagraph ii.
	i. The basic (core) benefit as defined in §516.A.2 of this regulation, plus 100 percent of the Medicare Part A deductible, skilled nursing facility care, 100 percent of the Medicare Part B deductible, 100 percent of the Medicare Part B excess charges...
	ii. The annual deductible in Plan F With High Deductible shall consist of out-of-pocket expenses, other than premiums, for services covered by regular Plan F, and shall be in addition to any other specific benefit deductibles. The basis for the deduc...
	g. Standardized Medicare supplement benefit Plan G shall include only the following: The basic (core) benefit as defined in §516.A.2 of this regulation, plus 100 percent of the Medicare Part A deductible, skilled nursing facility care, 100 percent of ...
	h. Standardized Medicare supplement Plan K is mandated by The Medicare Prescription Drug, Improvement and Modernization Act of 2003, and shall include only the following:
	i. Part A Hospital Coinsurance Sixty-first through the Ninetieth Day: Coverage of 100 percent of the Part A hospital coinsurance amount for each day used from the sixty-first through the ninetieth day in any Medicare benefit period;
	ii. Part A Hospital Coinsurance, Ninety-first through the One Hundredth Fiftieth Day: Coverage of 100 percent of the Part A hospital coinsurance amount for each Medicare lifetime inpatient reserve day used from the ninety-first through the one hundre...
	iii. Part A Hospitalization After One Hundred Fifty Days: Upon exhaustion of the Medicare hospital inpatient coverage, including the lifetime reserve days, coverage of 100 percent of the Medicare Part A eligible expenses for hospitalization paid at t...
	iv. Medicare Part A Deductible: Coverage for 50 percent of the Medicare Part A inpatient hospital deductible amount per benefit period until the out-of-pocket limitation is met as described in Subparagraph x.;
	v. Skilled Nursing Facility Care: Coverage for 50 percent of the coinsurance amount for each day used from the twenty-first day through the one hundredth day in a Medicare benefit period for post-hospital skilled nursing facility care eligible under ...
	vi. Hospice Care: Coverage for 50 percent of cost sharing for all Part A Medicare eligible expenses and respite care until the out-of-pocket limitation is met as described in Subparagraph x.;
	vii. Blood: Coverage for 50 percent, under Medicare Part A or B, of the reasonable cost of the first 3 pints of blood (or equivalent quantities of packed red blood cells, as defined under federal regulations) unless replaced in accordance with federa...
	viii. Part B Cost Sharing: Except for coverage provided in Subparagraph (ix), coverage for 50 percent of the cost sharing otherwise applicable under Medicare Part B after the policyholder pays the Part B deductible until the out-of-pocket limitation ...
	ix. Part B Preventive Services: Coverage of 100 percent of the cost sharing for Medicare Part B preventive services after the policyholder pays the Part B deductible; and
	x. Cost Sharing After Out-of-Pocket Limits: Coverage of 100 percent of all cost sharing under Medicare Parts A and B for the balance of the calendar year after the individual has reached the out-of-pocket limitation on annual expenditures under Medic...
	i. Standardized Medicare supplement Plan L is mandated by The Medicare Prescription Drug, Improvement and Modernization Act of 2003, and shall include only the following:
	i. the benefits described in Paragraphs §521.A.5.h.i., ii, iii and ix;
	ii. the benefits described in Paragraphs §521.A.5.h.iv., v, vi, vii and viii, but substituting 75 percent for 50 percent; and
	iii. the benefit described in Paragraph §521.A.5.h.x, but substituting $2000 for $4000.
	j. Standardized Medicare supplement Plan M shall include only the following: The basic (core) benefit as defined in §516.A.2 of this regulation, plus 50 percent of the Medicare Part A deductible, skilled nursing facility care, and medically necessary ...
	k. Standardized Medicare supplement Plan N shall include only the following: The basic (core) benefit as defined in §516.A.2 of this regulation, plus 100 percent of the Medicare Part A deductible, skilled nursing facility care, and medically necessary...
	i. the lesser of $20 or the Medicare Part B coinsurance or co-payment for each covered health care provider office visit (including visits to medical specialists); and
	ii. the lesser of $50 or the Medicare Part B coinsurance or co-payment for each covered emergency room visit, however, this copayment shall be waived if the insured is admitted to any hospital and the emergency visit is subsequently covered as a Medi...

	6. New or Innovative Benefits: An issuer may, with the prior approval of the commissioner, offer policies or certificates with new or innovative benefits, in addition to the standardized benefits provided in a policy or certificate that otherwise comp...
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	§525. Medicare Select Policies and Certificates
	A.1. This Section shall apply to Medicare select policies and certificates, as defined in this Section.
	2. No policy or certificate may be advertised as a Medicare select policy or certificate unless it meets the requirements of this Section.

	B. For the purposes of this Section:
	Complaint—any dissatisfaction expressed by an individual concerning a Medicare select issuer or its network providers.
	Grievance—dissatisfaction expressed in writing by an individual insured under a Medicare select policy or certificate with the administration, claims practices, or provision of services concerning a Medicare select issuer or its network providers.
	Medicare Select Issuer—an issuer offering, or seeking to offer, a Medicare select policy or certificate.
	Medicare Select Policy or Medicare Select Certificate—respectively a Medicare supplement policy or certificate that contains restricted network provisions.
	Network Provider—a provider of health care, or a group of providers of health care, which has entered into a written agreement with the issuer to provide benefits insured under a Medicare select policy.
	Primary Residence―the policyholder's residence as listed on the policyholder's application for insurance or any other residence given by the policyholder to the issuer subsequent to the application date for the purpose of changing the policyholder's r...
	Restricted Network Provision—any provision, which conditions the payment of benefits, in whole or in part, on the use of network providers.
	Service Area―the 50 mile geographical radius or area approved by the commissioner within which a policyholder's primary residence must be located in relation to an issuer's network provider and within which an issuer is authorized to offer a Medicare ...

	C. The commissioner may authorize an issuer to offer a Medicare select policy or certificate, pursuant to this Section and Section 4358 of the Omnibus Budget Reconciliation Act (OBRA) of 1990 if the commissioner finds that the issuer has satisfied all...
	D.1. A Medicare select issuer shall not issue a Medicare select policy or certificate in this state until its plan of operation has been approved by the commissioner.
	2. After September 1, 2006, issuers shall be prohibited from selling new Medicare select policies to those persons whose primary residence is located outside of the issuer's service area.
	3. Medicare select issuers shall provide notice, within 30 days after the publication of this rule, to all Medicare select policyholders that:
	a. if the policyholder changes his primary residence to a residence located outside of the issuer's service area:
	i. the policyholder shall have the right to convert his current Medicare select policy to a Medicare supplement policy; and
	ii. the issuer cannot cancel the policyholder's Medicare select policy on the basis that the policyholder did not convert his Medicare select policy to a Medicare supplement policy;
	iii. the terms of the policy shall govern with respect to benefits available to the policyholder after moving his primary residence outside of the service area;
	b. the policyholder may incur a penalty in the form of some or all of the benefits under the Medicare select policy not being payable if the policyholder requires medical services outside of the service area after the policyholder changes his primary ...

	4. After October 1, 2006, upon the Medicare select issuer obtaining actual knowledge that a policyholder has changed his primary residence to a residence located outside of the service area, the issuer shall mail to the policyholder the same notice, o...

	E. A Medicare select issuer shall file a proposed plan of operation with the commissioner in a format prescribed by the commissioner. The plan of operation shall contain at least the following information:
	1. evidence that all covered services that are subject to restricted network provisions are available and accessible through network providers, including a demonstration that:
	a. services can be provided by network providers with reasonable promptness with respect to geographic location, hours of operation and after-hour care. The hours of operation and availability of after-hour care shall reflect usual practice in the loc...
	b. the number of network providers in the service area is sufficient, with respect to current and expected policyholders, either:
	i. to deliver adequately all services that are subject to a restricted network provision; or
	ii. to make appropriate referrals;
	c. there are written agreements and/or contracts with network providers describing specific responsibilities;
	d. emergency care is available 24 hours per day and seven days per week;
	e. in the case of covered services that are subject to a restricted network provision and are provided on a prepaid basis, there are written agreements and/or contracts with network providers prohibiting the providers from billing or otherwise seeking...

	2. a statement or map providing a clear description of the service area;
	3. a detailed description and the method utilized by the Medicare select insurer of informing policyholders of the plan's service and features, including but not limited to, the plan's grievance procedures, its process for choosing and changing in-net...
	4. a description of the quality assurance program, including:
	a. the formal organizational structure;
	b. the written criteria for selection, retention and removal of network providers; and
	c. the procedures for evaluating quality of care provided by network providers, and the process to initiate corrective action when warranted;

	5. a list and description, by specialty, of the network providers, including the Medicare select issuer's procedures for making referrals within and outside its network;
	6. copies of the written information proposed to be used by the issuer to comply with §525.I;
	7. the listing of hospitals and the number of hospital beds available for the policyholders at an in-network hospital;
	8. any other information requested by the commissioner.

	F.1. A Medicare select issuer shall file for approval any proposed changes, material or otherwise, to the plan of operation or contracts, except for changes to the listing of network providers, with the commissioner prior to implementation of any chan...
	2. All filings of proposed changes, material or otherwise, to the plan of operation or contracts as required by this Section shall include, but not be limited to the following:
	a. the listing of hospitals and the number of hospital beds available for the policyholders at an in-network hospital;
	b. any other information requested by the commissioner.

	3. An updated list of network providers shall be filed with the commissioner at least quarterly.

	G. A Medicare select policy or certificate shall not restrict payment for covered services provided by  non-network providers if:
	1. the services are for symptoms requiring emergency care or are immediately required for an unforeseen illness, injury or a condition; and
	2. it is not reasonable to obtain such services through a network provider.

	H. A Medicare select policy or certificate shall provide payment for full coverage under the policy for covered services that are not available through network providers.
	I. A Medicare select issuer shall make full and fair disclosure, in writing, of the provisions, restrictions, and limitations of the Medicare select policy or certificate to each applicant. This disclosure shall include at least the following:
	1. an outline of coverage sufficient to permit the applicant to compare the coverage and premiums of the Medicare select policy or certificate with:
	a. other Medicare supplement policies or certificates offered by the issuer; and
	b. other Medicare select policies or certificates;

	2. a description (including address, phone number and hours of operation) of the network providers, including primary care physicians, specialty physicians, hospitals and other providers;
	3. a description of the restricted network provisions, including payments for coinsurance and deductibles when providers other than network providers are utilized. Except to the extent specified in the policy or certificate, expenses incurred when usi...
	4. a description of coverage for emergency and urgently needed care and other out-of-service area coverage;
	5. a description of limitations on referrals to restricted network providers and to other providers;
	6. a description of the policyholder's rights to purchase any other Medicare supplement policy or certificate otherwise offered by the issuer;
	7. a description of the Medicare select issuer's quality assurance program and grievance procedure.

	J. Prior to the sale of a Medicare select policy or certificate, a Medicare select issuer shall obtain from the applicant a signed and dated form stating that the applicant has received the information provided pursuant to Subsection I of this Section...
	K. A Medicare select issuer shall have and use procedures for hearing complaints and resolving written grievances from the subscribers. The procedures shall be aimed at mutual agreement for settlement and may include non-binding arbitration procedures.
	1. The grievance procedure shall be described in the policy and certificates and in the outline of coverage.
	2. At the time the policy or certificate is issued, the issuer shall provide detailed information to the policyholder describing how a grievance may be registered with the issuer.
	3. Grievances shall be considered in a timely manner and shall be transmitted to appropriate decision-makers who have authority to fully investigate the issue and take corrective action.
	4. If a grievance is found to be valid, corrective action shall be taken promptly.
	5. All concerned parties shall be notified about the results of a grievance.
	6. The issuer shall report no later than each March 31 to the commissioner regarding its grievance procedure. The report shall be in a format prescribed by the commissioner and shall contain the number of grievances filed in the past year and a summar...

	L. At the time of initial purchase, a Medicare select issuer shall make available to each applicant for a Medicare select policy or certificate the opportunity to purchase any Medicare supplement policy or certificate otherwise offered by the issuer.
	M.1. At the request of an individual insured under a Medicare select policy or certificate, a Medicare select issuer shall make available to the individual insured the opportunity to purchase a Medicare supplement policy or certificate offered by the ...
	2. For the purposes of this Subsection, a Medicare supplement policy or certificate will be considered to have comparable or lesser benefits unless it contains one or more significant benefits not included in the Medicare select policy or certificate ...

	N. Medicare select policies and certificates shall provide for continuation of coverage in the event the Secretary of Health and Human Services determines that Medicare select policies and certificates issued pursuant to this Section should be discont...
	1. Each Medicare select issuer shall make available to each individual insured under a Medicare select policy or certificate the opportunity to purchase any Medicare supplement policy or certificate offered by the issuer which has comparable or lesser...
	2. For the purposes of this Subsection, a Medicare supplement policy or certificate will be considered to have comparable or lesser benefits unless it contains one or more significant benefits not included in the Medicare select policy or certificate ...

	O. A Medicare select issuer shall comply with reasonable requests for data made by state or federal agencies, including the United States Department of Health and Human Services, for the purpose of evaluating the Medicare Select Program.

	§526. Reserved.
	§527. Reserved.
	§528. Reserved.
	§529. Reserved.
	§530. Open Enrollment
	A. An issuer shall not deny or condition the issuance or effectiveness of any Medicare supplement policy or certificate available for sale in this state, nor discriminate in the pricing of a policy or certificate because of the health status, claims e...
	B.1. If an applicant qualifies under Subsection A and submits an application during the time period referenced in Subsection A and, as of the date of application, has had a continuous period of creditable coverage of at least six months, the issuer sh...
	2. If the applicant qualifies under Subsection A and submits an application during the time period referenced in Subsection A and, as of the date of application, has had a continuous period of creditable coverage that is less than six months, the issu...

	C. Except as provided in Subsection B and §§535 and 590, Subsection A shall not be construed as preventing the exclusion of benefits under a policy, during the first six months, based on a preexisting condition for which the policyholder or certificat...

	§531. Reserved.
	§532. Reserved.
	§533. Reserved.
	§534. Reserved.
	§535. Guaranteed Issue for Eligible Persons
	A. Guaranteed Issue
	1. Eligible persons are those individuals described in Subsection B who seek to enroll under the policy during the period specified in Subsection C, and who submit evidence of the date of termination disenrollment, or Medicare Part D enrollment with t...
	2. With respect to eligible persons, an issuer shall not deny or condition the issuance or effectiveness of a Medicare supplement policy described in Subsection E that is offered and is available for issuance to new enrollees by the issuer, shall not ...

	B. Eligible Persons. An eligible person is an individual described in any of the following Paragraphs.
	1. The individual is enrolled under an employee welfare benefit plan that provides health benefits that supplement the benefits under Medicare; and the plan terminates, or the plan ceases to provide some or all such  supplemental health benefits to th...
	2. the individual is enrolled with a Medicare advantage organization under a Medicare advantage plan under Part C of Medicare, and any of the following circumstances apply, or the individual is 65 years of age or older and is enrolled with a Program o...
	a. the certification of the organization or plan has been terminated, or the organization has terminated or otherwise discontinued providing the plan in the area in which the individual resides;
	b. the individual is no longer eligible to elect the plan because of a change in the individual's place of residence or other change in circumstances specified by the secretary, but not including termination of the individual's enrollment on the basis...
	c. the individual demonstrates, in accordance with guidelines established by the secretary, that:
	i. the organization offering the plan substantially violated a material provision of the organization's contract under this Part in relation to the individual, including the failure to provide an enrollee on a timely basis medically necessary care fo...
	ii. the organization, or agent or other entity acting on the organization's behalf, materially misrepresented the plan's provisions in marketing the plan to the individual; or
	d. the individual meets such other exceptional conditions as the secretary may provide;

	3.a. the individual is enrolled with:
	i. an eligible organization under a contract under Section 1876 of the Social Security Act (Medicare cost);
	ii. a similar organization operating under demonstration project authority, effective for periods before April 1, 1999;
	iii. an organization under an agreement under Section 1833(a)(1)(A) of the Social Security Act (health care prepayment plan); or
	iv. an organization under a Medicare select policy; and
	b. pursuant to Subsection B.3.a.i, B.3.a.ii, and B.3.a.iii, the enrollment ceases under the same circumstances that would permit discontinuance of an individual's election of coverage under §535.B.2; or pursuant to Subsection B.3.a.iv, the enrollment ...
	i. the certification of the organization or plan has been terminated, or the organization has terminated or otherwise discontinued providing the plan in the area in which the individual resides;
	ii. the individual is no longer eligible to elect the plan because of a change in the individual's place of residence or other change in circumstances specified by the commissioner, but not including termination of the individual's enrollment on the ...
	iii. the individual demonstrates, in accordance with guidelines established by the commissioner, that:
	(a). the organization offering the plan substantially violated a material provision of the organization's contract(s) or plan of operation or the organization offering the plan made a material change or altered the organization's contract(s) or plan o...
	(b). the organization, or agent or other entity acting on the organization's behalf, materially misrepresented the plan's provisions in marketing the plan to the individual; or


	4. the individual is enrolled under a Medicare supplement policy and the enrollment ceases because:
	a.i. of the insolvency of the issuer or bankruptcy of the nonissuer organization; or
	ii. of other involuntary termination of coverage or enrollment under the policy;
	b. the issuer of the policy substantially violated a material provision of the policy; or
	c. the issuer, or an agent or other entity acting on the issuer's behalf, materially misrepresented the policy's provisions in marketing the policy to the individual;

	5.a. the individual was enrolled under a Medicare supplement policy and terminates enrollment and subsequently enrolls, for the first time, with any Medicare advantage organization under a Medicare advantage plan under Part C of Medicare, any eligible...
	b. the subsequent enrollment under Subparagraph a is terminated by the enrollee during any period within the first 12 months of such subsequent enrollment [during which the enrollee is permitted to terminate such subsequent enrollment under Section 18...

	6. the individual, upon first becoming enrolled for benefits under Medicare Part B, enrolls in a Medicare advantage plan under Part C of Medicare, or with a PACE provider under Section 1894 of the Social Security Act, and disenrolls from the plan by n...
	7. the individual enrolls in a Medicare Part D plan during the initial enrollment period and, at the time of enrollment in Part D, was enrolled under a Medicare supplement policy that covers outpatient prescription drugs and the individual terminates ...

	C. Guaranteed Issue Time Periods
	1. In the case of an individual described in Paragraph B.1, the guaranteed issue period begins on the later of:
	a.  the date the individual receives a notice of termination or cessation of all supplemental health benefits (or, if a notice is not received, notice that a claim has been denied because of a termination or cessation); or
	b. the date that the applicable coverage terminates or ceases; and ends 63 days thereafter;

	2. in the case of an individual described in Paragraphs B.2, 3, 5 or 6 whose enrollment is terminated involuntarily, the guaranteed issue period begins on the date that the individual receives a notice of termination and ends 63 days after the date th...
	3. in the case of an individual described in Subparagraph B.4.a, the guaranteed issue period begins on the earlier of:
	a. the date that the individual receives a notice of termination, a notice of the issuer's bankruptcy or insolvency, or other such similar notice if any; and
	b. the date that the applicable coverage is terminated, and ends on the date that is 63 days after the date the coverage is terminated;

	4. in the case of an individual described in Paragraphs B.2, 4.b, 4.c, 5 or 6 who disenrolls voluntarily, the guaranteed issue period begins on the date that is 60 days before the effective date of the disenrollment and ends on the date that is 63 day...
	5. in the case of an individual described in Paragraph B.7, the guaranteed issue period begins on the date the individual receives notice pursuant to Section 1882 (v)(2)(B) of the Social Security Act from the Medicare supplement issuer during the 60 p...
	6. in the case of an individual described in Subsection B but not described in the preceding provisions of this Subsection, the guaranteed issue period begins on the effective date of disenrollment and ends on the date that is 63 days after the effect...

	D. Extended Medigap Access for Interrupted Trial Periods
	1. In the case of an individual described in Paragraph B.5 (or deemed to be so described, pursuant to this Paragraph) whose enrollment with an organization or provider described in Subparagraph B.5.a is involuntarily terminated within the first 12 mon...
	2. in the case of an individual described in Paragraph B.6 (or deemed to be so described, pursuant to this Paragraph) who enrollment with a plan or in a program described in Paragraph B.6 is involuntarily terminated within the first 12 months of enrol...
	3. for purposes of Paragraphs B.5 and B.6, no enrollment of an individual with an organization or provider described in Subparagraph B.5.a, or with a plan or in a program described in Paragraph B.6, may be deemed to be an initial enrollment under this...

	E. Products to Which Eligible Persons Are Entitled. The Medicare supplement policy to which eligible persons are entitled under:
	1. §535.B.1.2.3 and 4 is a Medicare supplement policy which has a benefit package classified as Plan A, B, C, F (including F with a high deductible), K or L offered by any issuer;
	2.a. subject to Subparagraph b, §535.B.5 is the same Medicare supplement policy in which the individual was most recently previously enrolled, if available from the same issuer, or, if not so available, a policy described in §535.E.1;
	b. after December 31, 2005, if the individual was most recently enrolled in a Medicare supplement policy with an outpatient prescription drug benefit, a Medicare supplement policy described in this Subparagraph is:
	i. the policy available from the same issuer but modified to remove outpatient prescription drug coverage; or
	ii. at the election of the policyholder, an A, B, C, F (including F with a high deductible), K or L policy that is offered by any issuer;

	3. §535.B.6 shall include any Medicare supplement policy available by any issuer;
	4. §535.B.7 is a Medicare supplement policy that has a benefit package classified as Plan A, B, C, F (including F with a high deductible), K or L, and that is offered and is available for issuance to new enrollees by the same issuer that issued the in...

	F. Notification Provisions
	1. At the time of an event described in Subsection B of this Section because of which an individual loses coverage or benefits due to the termination of a contract or agreement, policy, or plan, the organization that terminates the contract or agreeme...
	2. At the time of an event described in Subsection B of this Section because of which an individual ceases enrollment under a contract or agreement, policy, or plan, the organization that offers the contract or agreement, regardless of the basis for t...


	§536. Reserved.
	§537. Reserved.
	§538. Reserved.
	§539. Reserved.
	§540. Standards for Claims Payment
	A. An issuer shall comply with Section 1882(c)(3) of the Social Security Act (as enacted by Section 4081(b)(2)(C) of the Omnibus Budget Reconciliation Act of 1987 (OBRA) 1987, Pub. L. No. 100-203) by:
	1. accepting a notice from a Medicare carrier on dually assigned claims submitted by participating physicians and suppliers as a claim for benefits in place of any other claim form otherwise required and making a payment determination on the basis of ...
	2. notifying the participating physician or supplier and the beneficiary of the payment determination;
	3. paying the participating physician or supplier directly;
	4. furnishing, at the time of enrollment, each enrollee with a card listing the policy name, number, and a central mailing address to which notices from a Medicare carrier may be sent;
	5. paying user fees for claim notices that are transmitted electronically or otherwise; and
	6. providing to the Secretary of Health and Human Services, at least annually, a central mailing address to which all claims may be sent by Medicare carriers.

	B. Compliance with the requirements set forth in Subsection A above shall be certified on the Medicare supplement insurance experience reporting form.

	§541. Reserved.
	§542. Reserved.
	§543. Reserved.
	§544. Reserved.
	§545. Loss Ratio Standards and Refund or Credit of Premium
	A. Loss Ratio Standards
	1.a. A Medicare supplement policy form or certificate form shall not be delivered or issued for delivery unless the policy form or certificate form can be expected, as estimated for the entire period for which rates are computed to provide coverage, t...
	i. at least 75 percent of the aggregate amount of premiums earned in the case of group policies; or
	ii. at least 65 percent of the aggregate amount of premiums earned in the case of individual policies.
	b. The percentages for Clauses A.1.a.i and ii shall be calculated on the basis of incurred claims experience or incurred health care expenses where coverage is provided by a health maintenance organization on a service rather than reimbursement basis ...
	i. home office and overhead costs;
	ii. advertising costs;
	iii. commissions and other acquisition costs;
	iv. taxes;
	v. capital costs;
	vi. administrative costs; and
	vii. claims processing costs.

	2. All filings of rates and rating schedules shall demonstrate that expected claims in relation to premiums comply with the requirements of this Section when combined with actual experience to date. Filings of rate revisions shall also demonstrate tha...
	3. For purposes of applying Paragraph A.1 of this Section and §550.D.3 only, policies issued as a result of solicitations of individuals through the mails or by mass media advertising (including both print and broadcast advertising) shall be deemed to...
	4. For policies issued prior to January 20, 1991, expected claims in relation to premiums shall meet:
	a. the originally filed anticipated loss ratio when combined with the actual experience since inception;
	b. the appropriate loss ratio requirement from §545.A.1.a.i. and ii. when combined with actual experience beginning with January 1, 1998 to date; and
	c. the appropriate loss ratio requirement from §545.A.1.a.i. and ii. over the entire future period for which the rates are computed to provide coverage.


	B. Refund or Credit Calculation
	1. An issuer shall collect and file with the commissioner by May 31 of each year the data contained in the applicable reporting form contained in Appendix A for each type in a standard Medicare supplement benefit plan.
	2. If, on the basis of the experience as reported, the benchmark ratio since inception (Ratio 1) exceeds the adjusted experience ratio since inception (Ratio 3), then a refund or credit calculation is required. The refund calculation shall be done on ...
	3. For the purposes of this Section, policies or certificates issued prior to January 20, 1991, the issuer shall make the refund or credit calculation separately for all individual policies (including all group policies subject to an individual loss r...
	4. A refund or credit shall be made only when the benchmark loss ratio exceeds the adjusted experience loss ratio and the amount to be refunded or credited exceeds a de minimis level. The refund shall include interest from the end of the calendar year...

	C. Filing of Rates and Rating Schedules. All filings of rates and rating schedules shall demonstrate that expected claims in relation to premiums comply with the requirements of this Section when combined with actual experience to date. Filings of rat...
	1. Each Medicare supplement policy or certificate form shall be accompanied, upon submission for approval, by an original and one copy of an actuarial memorandum. The memorandum shall be prepared, signed and dated by a qualified actuary in accordance ...
	a. the form number that the actuarial memorandum addresses;
	b. a brief description of benefits provided;
	c. a schedule of rates to be used;
	d. a certification that the anticipated lifetime loss ratio is at least 65 percent (for individual coverage) or at least 75 percent (for group coverage);
	e. a table of anticipated loss ratio experience for each year from issue over a reasonable number of years;
	f. a certification that the premiums are reasonable in relation to the benefits provided; and
	g. the entire filing shall be provided in duplicate;
	h. any additional information requested by the commissioner.

	2. Subsequent rate adjustments filings, except for those rates filed solely due to a change in the Part A calendar year deductible, shall also provide an original and one copy of an actuarial memorandum, prepared, signed and dated by a qualified actua...
	a. the form number addressed by the actuarial memorandum;
	b. a brief description of benefits provided;
	c. a schedule of rates before and after the rate change;
	d. a statement of the reason and basis for the rate change;
	e. a demonstration and certification by the qualified actuary showing that the past plus future expected experience after the rate change will result in an aggregate loss ratio equal to, or greater than, the required minimum aggregate loss ratio:
	i. this rate change and demonstration shall be based on the experience of the named form in Louisiana only, if that experience is credible;
	ii. the rate change and demonstration shall be based on experience of the named form nationwide, if the named form is used nationwide and the Louisiana experience is not credible, but the nationwide experience is credible;
	f. for policies or certificates in force less than three years, a demonstration shall be included to show that the third-year loss ratio is expected to be equal to, or greater than, the applicable percentage;
	g. a certification by the qualified actuary that the resulting premiums are reasonable in relation to the benefits provided;
	h. the entire filing shall be provided in duplicate;
	i. any additional information requested by the commissioner.

	3.a. An issuer of Medicare supplement policies and certificates issued before or after the effective date of Regulation 33 (Revised, 1992) in this state shall file annually no later than December 31 its rates for the upcoming calendar year. Also, supp...
	b. The filing for purposes of this Subsection shall contain all Medicare supplement plans issued by the issuer and shall not include rate adjustments. An actuarial memorandum shall be prepared, signed and dated by a qualified actuary in accordance wit...
	i. the form number for each plan;
	ii. plan type designation (for example: Plan A, Plan B, Pre -standardized);
	iii. the rates for each plan;
	iv. yearly loss ratios for each plan;
	v. lifetime expected loss ratios for each plan;
	vi. identify filing as "ANNUAL MEDICARE SUPPLEMENT FILING" on the face page of the memorandum;
	vii. the entire filing shall be provided in duplicate;
	viii. any additional information requested by the commissioner.

	4. As soon as practicable, but prior to the effective date of enhancements in Medicare benefits, every issuer of Medicare supplement policies or certificates in this state shall file with the commissioner, in accordance with the applicable filing proc...
	a. appropriate premium adjustments necessary to produce loss ratios as anticipated for the current premium for the applicable policies or certificates. The supporting documents necessary to justify the adjustment shall accompany the filing;
	b. an issuer shall make premium adjustments necessary to produce an expected loss ratio under the policy or certificate to conform to minimum loss ratio standards for Medicare supplement policies and which are expected to result in a loss ratio at lea...
	c. if an issuer fails to make premium adjustments acceptable to the commissioner, the commissioner may order premium adjustments, refunds or premium credits deemed necessary to achieve the loss ratio required by this Section.

	5. Any appropriate riders, endorsements or policy forms needed to accomplish the Medicare supplement policy or certificate modifications necessary to eliminate benefit duplications with Medicare. The riders, endorsements or policy forms shall provide ...

	D. Public Hearings. The commissioner may conduct a public hearing to gather information concerning a request by an issuer for an increase in a rate for a policy form or certificate form issued before or after the effective date of Regulation 33 as rev...

	§546. Reserved.
	§547. Reserved.
	§548. Reserved.
	§549. Reserved.
	§550. Filing and Approval of Policies and Certificates and Premium Rates
	A. An issuer shall not deliver or issue for delivery a policy or certificate to a resident of this state unless the policy form or certificate form has been filed with and approved by the commissioner in accordance with filing requirements and procedu...
	B. An issuer shall file any riders or amendments to policy or certificate forms to delete outpatient prescription drug benefits as required by the Medicare Prescription Drug, Improvement, and Modernization Act of 2003 only with the commissioner in the...
	C. An issuer shall not use or change premium rates for a Medicare supplement policy or certificate unless the rates, rating schedule and supporting documentation have been filed with and approved by the commissioner in accordance with the filing requi...
	D.1. Except as provided in Paragraph D.2 of this Section, an issuer shall not file for approval more than one form of a policy or certificate of each type for each standard Medicare supplement benefit plan.
	2. An issuer may offer, with the approval of the commissioner, up to four additional policy forms or certificate forms of the same type for the same standard Medicare supplement benefit plan, one for each of the following cases:
	a. the inclusion of new or innovative benefits;
	b. the addition of either direct response or agent marketing methods;
	c. the addition of either guaranteed issue or underwritten coverage;
	d. the offering of coverage to individuals eligible for Medicare by reason of disability.

	3. For the purposes of this Section, a type means an individual policy, a group policy, an individual Medicare select policy, or a group Medicare select policy.

	E.1. Except as provided in Subparagraph E.1.a, an issuer shall continue to make available for purchase any policy form or certificate form issued after the effective date of this regulation that has been approved by the commissioner. A policy form or ...
	a. An issuer may discontinue the availability of a policy form or certificate form if the issuer provides to the commissioner, in writing, its decision at least 30 days prior to discontinuing the availability of the form of the policy or certificate. ...
	b. An issuer that discontinues the availability of a policy form or certificate form pursuant to Subparagraph a shall not file for approval a new policy form or certificate form of the same type for the same standard Medicare supplement benefit plan a...
	2. The sale or other transfer of Medicare supplement business to another issuer shall be considered a discontinuance for the purposes of this Subsection.
	3. A change in the rating structure or methodology shall be considered a discontinuance under Paragraph E.1 unless the issuer complies with the following requirements.
	a. The issuer provides an actuarial memorandum, in a form and manner prescribed by the commissioner, describing the manner in which the revised rating methodology and resultant rates differ from the existing rating methodology and existing rates.
	b. The issuer does not subsequently put into effect a change of rates or rating factors that would cause the percentage differential between the discontinued and subsequent rates as described in the actuarial memorandum to change. The commissioner may...


	F.1. Except as provided in Paragraph F.2, the experience of all policy forms or certificate forms of the same type in a standard Medicare supplement benefit plan shall be combined for purposes of the refund or credit calculation prescribed in §545 of ...
	2. Forms assumed under an assumption reinsurance agreement shall not be combined with the experience of other forms for purposes of the refund or credit calculation.

	G.1. An issuer that fails to implement an approved rate increase within six months after the approval date shall be prohibited from implementing such increase on future dates. The issuer shall notify the commissioner when any approved rate increase ha...

	§551. Reserved.
	§552. Reserved.
	§553. Reserved.
	§554. Reserved.
	§555. Permitted Compensation Arrangements
	A. An issuer or other entity may provide commission or other compensation to an agent or other representative for the sale of a Medicare supplement policy or certificate only if the first year commission or other first year compensation is no more tha...
	B. The commission or other compensation provided in subsequent (renewal) years must be the same as that provided in the second year or period and must be provided for no fewer than five renewal years.
	C. No issuer or other entity shall provide compensation to its agents or other producers, and no agent or producer shall receive compensation greater than the renewal compensation payable by the replacing issuer on renewal policies or certificates if ...
	D. For purposes of this Section, compensation includes pecuniary or non-pecuniary remuneration of any kind relating to the sale or renewal of the policy or certificate including, but not limited to, bonuses, gifts, prizes, awards and finders fees.

	§556. Reserved.
	§557. Reserved.
	§558. Reserved.
	§559. Reserved.
	§560. Required Disclosure Provisions
	A. General Rules
	1. Medicare supplement policies and certificates shall include a renewal or continuation provision. The language or specifications of the provision shall be consistent with the type of contract issued. The provision shall be appropriately captioned an...
	2. Except for riders or endorsements by which the issuer effectuates a request made in writing by the insured, exercises a specifically reserved right under a Medicare supplement policy, or is required to reduce or eliminate benefits to avoid duplicat...
	3. Medicare supplement policies or certificates shall not provide for the payment of benefits based on standards described as "usual and customary," "reasonable and customary" or words of similar import.
	4. If a Medicare supplement policy or certificate contains any limitations with respect to preexisting conditions, such limitations shall appear as a separate paragraph of the policy and be labeled as "Preexisting Condition Limitations."
	5. Medicare supplement policies and certificates shall have a notice prominently printed on the first page of the policy or certificate stating in substance that the policyholder or certificateholder shall have the right to return the policy or certif...
	6.a. Issuers of accident and sickness policies or certificates which provide hospital or medical expense coverage on an expense incurred or indemnity basis to persons eligible for Medicare shall provide to those applicants a Guide to Health Insurance ...
	b. For the purposes of this Section, form means the language, format, type size, type proportional spacing, bold character, and line spacing.


	B. Notice Requirements
	1. As soon as practicable, but no later than 30 days prior to the annual effective date of any Medicare benefit changes, an issuer shall notify its policyholders and certificateholders of modifications it has made to Medicare supplement insurance poli...
	a. include a description of revisions to the Medicare program and a description of each modification made to the coverage provided under the Medicare supplement policy or certificate; and
	b. inform each policyholder or certificateholder as to when any premium adjustment is to be made due to changes in Medicare.

	2. The notice of benefit modifications and any premium adjustments shall be in outline form and in clear and simple terms so as to facilitate comprehension.
	3. The notices shall not contain or be accompanied by any solicitation.

	C. MMA Notice Requirements. Issuers shall comply with any notice requirements of the Medicare Prescription Drug, Improvement, and Modernization Act of 2003.
	D. Outline of Coverage Requirements for Medicare Supplement Policies
	1. Issuers shall provide an outline of coverage to all applicants at the time application is presented to the prospective applicant and, except for direct response policies, shall obtain an acknowledgement of receipt of the outline from the applicant;...
	2. if an outline of coverage is provided at the time of application and the Medicare supplement policy or certificate is issued on a basis which would require revision of the outline, a substitute outline of coverage properly describing the policy or ...
	3.a. the outline of coverage provided to applicants pursuant to this Section consists of four parts:
	i. a cover page;
	ii. premium information;
	iii. disclosure pages; and
	iv. charts displaying the features of all benefit plans available by the issuer;
	b. the outline of coverage shall be in the language and format prescribed below in no less than 12 point type. All plans A-L shall be shown on the cover page, and each Medicare supplement policy and certificate currently available by an issuer shall b...

	4. the following items shall be included in the outline of coverage in the order prescribed below:

	* Plan F also has an option called a high deductible Plan F.  This high deductible plan pays the same benefits as Plan F after one has paid a calendar year $[2000] deductible.  Benefits from high deductible plan F will not begin until out-of-pocket ex...
	PREMIUM INFORMATION [Boldface Type]
	We [insert issuer's name] can only raise your premium if we raise the premium for all policies like yours in this state. [If the premium is based on the increasing age of the insured, include information specifying when premiums will change.]
	DISCLOSURES [Boldface Type]
	Use this outline to compare benefits and premiums among policies.
	READ YOUR POLICY VERY CAREFULLY [Boldface Type]
	This is only an outline describing your policy's most important features. The policy is your insurance contract. You must read the policy itself to understand all of the rights and duties of both you and your insurance company.
	RIGHT TO RETURN POLICY [Boldface Type]
	If you find that you are not satisfied with your policy, you may return it to [insert issuer's address]. If you send the policy back to us within 30 days after you receive it, we will treat the policy as if it had never been issued and return all of y...
	POLICY REPLACEMENT [Boldface Type]
	If you are replacing another health insurance policy, do NOT cancel it until you have actually received your new policy and are sure you want to keep it.
	NOTICE [Boldface Type]
	This policy may not fully cover all of your medical costs.
	[for agents:]
	Neither [insert company's name] nor its agents are connected with Medicare.
	[for direct response:]
	[insert company's name] is not connected with Medicare.
	This outline of coverage does not give all the details of Medicare coverage. Contact your local Social Security Office or consult The Medicare Handbook for more details.
	COMPLETE ANSWERS ARE VERY IMPORTANT [Boldface Type]
	When you fill out the application for the new policy, be sure to answer truthfully and completely all questions about your medical and health history. The company may cancel your policy and refuse to pay any claims if you leave out or falsify importan...
	Review the application carefully before you sign it. Be certain that all information has been properly recorded.
	[Include for each plan prominently identified in the cover page, a chart showing the services, Medicare payments, plan payments and insured payments for each plan, using the same language, in the same order, using uniform layout and format as shown in...
	Plan A
	Medicare (Part A)—Hospital Services—Per Benefit Period
	*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.
	**NOTE:  When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy's "Core Benefits." During ...
	Plan A
	Medicare (Part B)—Medical Services—Per Calendar Year
	*Once you have been billed $[135] of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible will have been met for the calendar year.
	Parts A and B
	Plan B
	Plan B
	Medicare (Part B)—Medical Services—Per Calendar Year
	Plan C
	Medicare (Part A)—Hospital Services—Per Benefit Period
	Plan C
	Medicare (Part B)—Medical Services—Per Calendar Year
	Plan D
	Medicare (Part B)—Medical Services—Per Calendar Year
	Plan F or High Deductible Plan F
	*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and have not received skilled care in any other facility for 60 days in a row.
	***NOTE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy's "Core Benefits." During ...
	Plan F or High Deductible Plan F (Continued)
	Plan G
	Medicare (Part A)—Hospital Services—Per Benefit Period
	Plan G
	Medicare (Part B)—Medical Services—Per Calendar Year
	Plan G (Continued)
	Plan K
	Medicare (Part A)—Hospital Services—Per Benefit Period
	Plan K
	Medicare (Part B)—Medical Services—Per Calendar Year
	Plan K
	Parts A and B
	Plan L
	Medicare (Part A)—Hospital Services—Per Benefit Period
	Plan L
	Medicare (Part B)—Medical Services—Per Calendar Year
	Plan L
	Parts A and B
	*****Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with Medicare.
	Plan M
	Medicare (Part A)—Hospital Services—Per Benefit Period
	**NOTE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy's "Core Benefits." During t...
	Plan M
	Medicare (Part B)—Medical Services—Per Calendar Year
	Plan N
	**NOTE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy's "Core Benefits." During t...
	Plan N (continued)
	Medicare (Part B)—Medical Services—Per Calendar Year
	E. Notice Regarding Policies or Certificates Which Are Not Medicare Supplement Policies
	1. Any accident and sickness insurance policy or certificate, other than a Medicare supplement policy; a policy issued pursuant to a contract under Section 1876 of the Federal Social Security Act (42 U.S.C. §1395 et seq.), disability income policy; or...
	2. Applications provided to persons eligible for Medicare for the health insurance policies or certificates described in Paragraph E.1 shall disclose, using the applicable statement in §598, Appendix C, the extent to which the policy duplicates Medica...


	§561. Reserved.
	§562. Reserved.
	§563. Reserved.
	§564. Reserved.
	§565. Requirements for Application Forms and Replacement Coverage
	A. Application forms shall include the following questions designed to elicit information as to whether, as of the date of the application, the applicant currently has Medicare supplement, Medicare Advantage, Medicaid coverage, or any other health ins...
	B. An application for a Medicare supplement policy shall not be combined with an application for any other type of insurance coverage. The application may not make reference to or include questions regarding other types of insurance coverage except fo...
	1. [Statements]
	a. You do not need more than one Medicare supplement policy.
	b. If you purchase this policy, you may want to evaluate your existing health coverage and decide if you need multiple coverages.
	c. You may be eligible for benefits under Medicaid and may not need a Medicare supplement policy.
	d. If after purchasing this policy, you become eligible for Medicaid, the benefits and premiums under your Medicare supplement policy can be suspended, if requested, during your entitlement to benefits under Medicaid for 24 months. You must request th...
	e. If you are eligible for, and have enrolled in a Medicare supplement policy by reason of disability and you later become covered by an employer or union-based group health plan, the benefits and premiums under your Medicare supplement policy can be ...
	f. Counseling services may be available in your state to provide advice concerning your purchase of Medicare supplement insurance and concerning medical assistance through the state Medicaid program, including benefits as a Qualified Medicare Benefici...

	2. [Questions]
	a. If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you were eligible for guaranteed issue of a Medicare supplement insurance policy, or that you had certain rights to buy such a policy, yo...
	i. To the best of your knowledge:
	(a).  Did you turn age 65 in the last 6 months? Yes____  No____
	(b).  Did you enroll in Medicare Part B in the last  6 months? Yes____  No____
	(c).If yes, what is the effective date? _______________

	ii. Are you covered for medical assistance through the state Medicaid program? Yes____ No____  If yes:
	(a). Will Medicaid pay your premiums for this Medicare supplement policy?  Yes____  No____
	(b). Do you receive any benefits from Medicaid OTHER THAN payments toward your Medicare Part B premium?  Yes____  No____

	iii.(a). If you had coverage from any Medicare plan other than original Medicare within the past 63 days (for example, a Medicare Advantage plan, or a Medicare HMO or PPO), fill in your start and end dates below. If you are still covered under this p...
	START __/__/__ END __/__/__
	(b). If you are still covered under the Medicare plan, do you intend to replace your current coverage with this new Medicare supplement policy?  Yes____  No____
	(c). Was this your first time in this type of Medicare plan?  Yes____  No____
	(d). Did you drop a Medicare supplement policy to enroll in the Medicare plan?  Yes____  No____

	iv.(a). Do you have another Medicare supplement policy in force?  Yes____  No____
	(b). If so, with what company, and what plan do you have [optional for Direct Mailers]? _______________________________________________
	(c). If so, do you intend to replace your current Medicare supplement policy with this policy? Yes____ No____

	v. Have you had coverage under any other health insurance within the past 63 days? (For example, an employer, union, or individual plan)  Yes____  No____
	(a). If so, with what company and what kind of policy?  _________________________________________



	________________________________________________
	________________________________________________
	(b). What are your dates of coverage under the other policy?  START __/__/__ END __/__/__

	C. Agents shall list any other health insurance policies they have sold to the applicant:
	1. list policies sold which are still in force;
	2. list policies sold in the past five years, which are no longer in force.

	D. In the case of a direct response issuer, a copy of the application or supplemental form, signed by the applicant, and acknowledged by the insurer, shall be returned to the applicant by the insurer upon delivery of the policy.
	E. Upon determining that a sale will involve replacement of Medicare supplement coverage, any issuer, other than a direct response issuer, or its agent, shall furnish the applicant, prior to issuance or delivery of the Medicare supplement policy or ce...
	F. The notice required by Subsection E above for an issuer shall be provided in substantially the following form in no less than 12 point type.
	NOTICE TO APPLICANT REGARDING REPLACEMENT
	OF MEDICARE SUPPLEMENT INSURANCE
	OR MEDICARE ADVANTAGE
	[Insurance company's name and address]
	SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE.
	According to [your application] [information you have furnished], you intend to terminate existing Medicare supplement or Medicare Advantage insurance and replace it with a policy to be issued by [Company Name] Insurance Company. Your new policy will ...
	You should review this new coverage carefully. Compare it with all accident and sickness coverage you now have. If, after due consideration, you find that purchase of this Medicare supplement coverage is a wise decision, you should terminate your pres...
	STATEMENT TO APPLICANT BY ISSUER, AGENT  [BROKER OR OTHER REPRESENTATIVE]:
	I have reviewed your current medical or health insurance coverage. To the best of my knowledge, this Medicare supplement policy will not duplicate your existing Medicare supplement or, if applicable, Medicare advantage coverage because you intend to t...
	_____ Additional benefits.
	_____ No change in benefit, but lower premiums.
	_____ Fewer benefits and lower premiums.
	_____ My plan has outpatient prescription drug coverage and I am enrolling in Part D.
	_____ Disenrollment from a Medicare advantage plan. Please explain reason for disenrollment. [optional only for Direct Mailers.]
	________________________________________________________
	________________________________________________________
	Other. (please specify) _____________________________________
	________________________________________________________
	1. Note: If the issuer of the Medicare supplement policy being applied for does not, or is otherwise prohibited from imposing pre-existing condition limitations, please skip to Statement 2 below. Health conditions which you may presently have (preexis...
	2. State law provides that your replacement policy or certificate may not contain new preexisting conditions, waiting periods, elimination periods or probationary periods. The insurer will waive any time periods applicable to preexisting conditions, w...
	3. If, you still wish to terminate your present policy and replace it with new coverage, be certain to truthfully and completely answer all questions on the application concerning your medical and health history. Failure to include all material medica...
	Do not cancel your present policy until you have received your new policy and are sure that you want to keep it.
	______________________________________________________
	(Signature of Agent, Broker or Other Representative)*
	[Typed Name and Address of Issuer, Agent or Broker]
	______________________________________________________
	(Applicant's Signature)
	______________________________________________________
	(Date)
	*Signature not required for direct response sales.
	G. Paragraphs 1 and 2 of the replacement notice (applicable to preexisting conditions) may be deleted by an issuer if the replacement does not involve application of a new preexisting condition limitation.

	§566. Reserved.
	§567. Reserved.
	§568. Reserved.
	§569. Reserved.
	§570. Filing Requirements for Advertising
	A. An issuer shall provide a copy of any Medicare supplement advertisement intended for use in this state whether through written, radio or television medium to the commissioner of insurance of this state for review and approval by the commissioner to...

	§571. Reserved.
	§572. Reserved.
	§573. Reserved.
	§574. Reserved.
	§575. Standards for Marketing
	A. An issuer, directly or through its producers, shall:
	1. establish marketing procedures to assure that any comparison of policies by its agents or other producers will be fair and accurate;
	2. establish marketing procedures to assure excessive insurance is not sold or issued;
	3. display prominently by type, stamp or other appropriate means, on the first page of the policy the following:
	4. inquire and otherwise make every reasonable effort to identify whether a prospective applicant or enrollee for Medicare supplement insurance already has accident and sickness insurance and the types and amounts of any such insurance;
	5. establish auditable procedures for verifying compliance with this Subsection A.

	B. In addition to the practices prohibited in Louisiana Revised Statutes 22:1211 et seq. the following acts and practices are prohibited.
	1. Twisting. Making any misleading representation or incomplete or fraudulent comparison of any insurance policies or insurers for the purpose of inducing, or tending to induce, any person to lapse, forfeit, surrender, terminate, retain, pledge, assig...
	2. High Pressure Tactics. Employing any method of marketing having the effect of or tending to induce the purchase of insurance through force, fright, threat, whether explicit or implied, or undue pressure to purchase or recommend the purchase of insu...
	3. Cold Lead Advertising. Making use directly or indirectly of any method of marketing which fails to disclose in a conspicuous manner that a purpose of the method of marketing is solicitation of insurance and that contact will be made by an insurance...

	C. The terms Medicare Supplement, Medigap, Medicare Wrap-Around and words of similar import shall not be used unless the policy is issued in compliance with this regulation.
	D. No insurer providing Medicare supplement insurance in this state shall allow its agent to accept premiums except by check, money order, or bank draft made payable to the insurer. If payment in cash is made, the agent must leave the insurer's offici...

	§576. Reserved.
	§577. Reserved.
	§578. Reserved.
	§579. Reserved.
	§580. Appropriateness of Recommended Purchase and Excessive Insurance
	A. In recommending the purchase or replacement of any Medicare supplement policy or certificate an agent shall make reasonable efforts to determine the appropriateness of a recommended purchase or replacement.
	B. Any sale of a Medicare supplement policy or certificate that will provide an individual more than one Medicare supplement policy or certificate is prohibited.
	C. An issuer shall not issue a Medicare supplement policy or certificate to an individual enrolled in Medicare Part C (Medicare Advantage) unless the effective date of the coverage is after the termination date of the individual's  Part C coverage.

	§581. Reserved.
	§582. Reserved.
	§583. Reserved.
	§584. Reserved.
	§585. Reporting of Multiple Policies
	A. On or before March 1 of each year, an issuer shall report the following information for every individual resident of this state for which the issuer has in force more than one Medicare supplement policy or certificate:
	1. policy and certificate number; and
	2. date of issuance.

	B. The items set forth above must be grouped by individual policyholder.

	§586. Reserved.
	§587. Reserved.
	§588. Reserved.
	§589. Reserved.
	§590. Prohibition against Preexisting Conditions, Waiting Periods, Elimination Periods and Probationary Periods in Replacement Policies or Certificates
	A. If a Medicare supplement policy or certificate replaces another Medicare supplement policy or certificate, the replacing issuer shall waive any time periods applicable to preexisting conditions, waiting periods, elimination periods and probationary...
	B. If a Medicare supplement policy or certificate replaces another Medicare supplement policy or certificate which has been in effect for at least six months, the replacing policy shall not provide any time period applicable to preexisting conditions,...

	§591. Prohibition Against Use of Genetic Information and Requests for Genetic Testing
	A. This Section applies to all policies with policy years beginning on or after May 21, 2009.
	1. An issuer of a Medicare supplement policy or certificate;
	a.. shall not deny or condition the issuance or effectiveness of the policy or certificate (including the imposition of any exclusion of benefits under the policy based on a pre-existing condition) on the basis of the genetic information with respect ...
	b. shall not discriminate in the pricing of the policy or certificate (including the adjustment of premium rates) of an individual on the basis of the genetic information with respect to such individual.

	2. Nothing in Subsection A.1 shall be construed to limit the ability of an issuer, to the extent otherwise permitted by law, from
	a. denying or conditioning the issuance or effectiveness of the policy or certificate or increasing the premium for a group based on the manifestation of a disease or disorder of an insured or applicant; or
	b. increasing the premium for any policy issued to an individual based on the manifestation of a disease or disorder of an individual who is covered under the policy (in such case, the manifestation of a disease or disorder in one individual cannot al...

	3. An issuer of a Medicare supplement policy or certificate shall not request or require an individual or a family member of such individual to undergo a genetic test.
	4. Subsection A.3 shall not be construed to preclude an issuer of a Medicare supplement policy or certificate from obtaining and using the results of a genetic test in making a determination regarding payment (as defined for the purposes of applying t...
	5. For purposes of carrying out Subsection A.4, an issuer of a Medicare supplement policy or certificate may request only the minimum amount of information necessary to accomplish the intended purpose.
	6. Notwithstanding Subsection A.3, an issuer of a Medicare supplement policy may request, but not require, that an individual or a family member of such individual undergo a genetic test if each of the following conditions is met:
	a. The request is made pursuant to research that complies with Part 46 of Title 45, Code of Federal Regulations, or equivalent federal regulations, and any applicable state or local law or regulations for the protection of human subjects in research.
	b. The issuer clearly indicates to each individual, or in the case of a minor child, to the legal guardian of such child, to whom the request is made that:
	i. compliance with the request is voluntary; and
	ii.  non-compliance will have no effect on enrollment status or premium or contribution amounts.
	c. No genetic information collected or acquired under this Subsection shall be used for underwriting, determination of eligibility to enroll or maintain enrollment status, premium rates, or the issuance, renewal, or replacement of a policy or certific...
	d. The issuer notifies the secretary in writing that the issuer is conducting activities pursuant to the exception provided for under this Subsection, including a description of the activities conducted.
	e. The issuer complies with such other conditions as the secretary may by regulation require for activities conducted under this Subsection.

	7. An issuer of a Medicare supplement policy or certificate shall not request, require, or purchase genetic information for underwriting purposes.
	8. An issuer of a Medicare supplement policy or certificate shall not request, require, or purchase genetic information with respect to any individual prior to such individual’s enrollment under the policy in connection with such enrollment.
	9. If an issuer of a Medicare supplement policy or certificate obtains genetic information incidental to the requesting, requiring, or purchasing of other information concerning any individual, such request, requirement, or purchase shall not be consi...
	10. For the purposes of this Section only:
	a. Issuer of a Medicare Supplement Policy or Certificate—includes third-party administrator, or other person acting for or on behalf of such issuer.
	b. Family Member—with respect to an individual, any other individual who is a first-degree, second-degree, third-degree, or fourth-degree relative of such individual.
	c. Genetic Information—with respect to any individual, information about such individual’s genetic tests, the genetic tests of family members of such individual, and the manifestation of a disease or disorder in family members of such individual. Such...
	d. Genetic Services—a genetic test, genetic counseling (including obtaining, interpreting, or assessing genetic information), or genetic education.
	e. Genetic Test—an analysis of human DNA, RNA, chromosomes, proteins, or metabolites, that detect genotypes, mutations, or chromosomal changes. The term “genetic test” does not mean an analysis of proteins or metabolites that does not detect genotypes...
	f. Underwriting Purposes—
	i. rules for, or determination of, eligibility (including enrollment and continued eligibility) for benefits under the policy;
	ii. the computation of premium or contribution amounts under the policy;
	iii. the application of any pre-existing condition exclusion under the policy; and
	iv. other activities related to the creation, renewal, or replacement of a contract of health insurance or health benefits.



	§592. Reserved.
	§593. Reserved.
	§594. Reserved.
	§595. Severability
	A. If any Section or provision of this regulation, or the application to any person or circumstance, is held invalid, such invalidity or determination shall not affect other provisions or applications of this regulation which can be given effect witho...

	§596. Appendix A—Calculation Forms
	MEDICARE SUPPLEMENT REFUND CALCULATION FORM
	FOR CALENDAR YEAR __________________
	TypeP1 P  SMSBPP2P
	For the State of  Company Name
	NAIC Group Code  NAIC Company Code
	Address  Person Completing Exhibit
	Title  Telephone Number
	MEDICARE SUPPLEMENT REFUND CALCULATION FORM
	FOR CALENDAR YEAR
	TypeP1P ________________________  SMSBPP2P
	For the State of_________________ Company Name
	NAIC Group Code______________ NAIC Company Code
	Address
	Person Completing Exhibit
	Title ___________________ Telephone Number
	If Ratio 3 is more than Benchmark Ratio (Ratio 1), a refund or credit to premium is not required.
	If Ratio 3 is less than the Benchmark Ratio, then proceed.
	If the amount on line 13 is less than .005 times the annualized premium in force as of December 31 of the reporting year, then no refund is made. Otherwise, the amount on line 13 is to refunded or credited, a description of the refund or credit agains...
	I certify that the above information and calculations are true and accurate to the best of my knowledge and belief.
	Signature
	Name—Please Type
	Title
	Date
	REPORTING FORM FOR THE CALCULATION OF BENCHMARK
	RATIO SINCE INCEPTION FOR GROUP POLICIES
	FOR CALENDAR YEAR __________________
	TypeP1 P  SMSBPP2P
	For the State of  Company Name
	NAIC Group Code  NAIC Company Code
	Address  Person Completing Exhibit
	Title  Telephone Number
	Benchmark Ratio Since Inception: (l + n)/(k + m): _______________________________
	___________________________________________________
	P1PIndividual, Group, Individual Medicare Select, or Group Medicare Select Only.
	P2P"SMSBP" = Standardized Medicare Supplement Benefit Plan - Use "P" for pre-standardized plans
	P3PYear 1 is the current calendar year - 1. Year 2 is the current calendar year - 2 (etc.) (Example: If the current year is 1991, then: Year 1 is 1990; Year 2
	is 1989, etc.)
	P4PFor the calendar year on the appropriate line in column (a), the premium earned during that year for policies issued in that year.
	P5PThese loss ratios are not explicitly used in computing the benchmark loss ratios. They are the loss ratios, on a policy year basis, which result in the cumulative loss ratios displayed on this worksheet. They are shown here for informational purpos...
	REPORTING FORM FOR THE CALCULATION OF BENCHMARK
	RATIO SINCE INCEPTION FOR INDIVIDUAL POLICIES
	FOR CALENDAR YEAR ________________
	TypeP1 P  SMSBPP2P
	For the State of  Company Name
	NAIC Group Code  NAIC Company Code
	Address  Person Completing Exhibit
	Title  Telephone Number
	Benchmark Ratio Since Inception: (l + n)/(k + m): _______________________________
	P1PIndividual, Group, Individual Medicare Select, or Group Medicare Select Only.
	P2P"SMSBP" = Standardized Medicare Supplement Benefit Plan - Use "P" for pre-standardized plans
	P3PYear 1 is the current calendar year - 1. Year 2 is the current calendar year - 2 (etc.) (Example: If the current year is 1991, then: Year 1 is 1990; Year 2 is 1989, etc.)
	P4PFor the calendar year on the appropriate line in column (a), the premium earned during that year for policies issued in that year.
	P5PThese loss ratios are not explicitly used in computing the benchmark loss ratios. They are the loss ratios, on a policy year basis, which result in the cumulative loss ratios displayed on this worksheet. They are shown here for informational purpos...
	P6PTo include the earned premium for all years prior to as well as the 15th year prior to the current year.

	§597. Appendix B—Medicare Supplement Policies Reporting Form
	FORM FOR REPORTING
	MEDICARE SUPPLEMENT POLICIES
	Company Name:
	Address:
	Phone Number:
	Due: March 1, annually
	The purpose of this form is to report the following information on each resident of this state who has in force more than one Medicare supplement policy or certificate. The information is to be grouped by individual policyholder.
	________________________________________
	Signature
	________________________________________
	Name and Title (please type)
	________________________________________
	Date

	§598. Appendix C—Disclosure Statements
	DISCLOSURE STATEMENTS
	Instructions for Use of the Disclosure Statements for Health Insurance Policies Sold to Medicare Beneficiaries that Duplicate Medicare
	This is not a Medicare Supplement Insurance
	This is not Medicare Supplement Insurance

	This insurance provides limited benefits, if you meet the policy conditions, for expenses relating to the specific services listed in the policy. It does not pay your Medicare deductibles or coinsurance and is not a substitute for Medicare supplement ...
	This insurance duplicates Medicare benefits when:
	Medicare pays extensive benefits for medically necessary services regardless of the reason you need them. These include:
	[Original disclosure statement for policies that reimburse expenses incurred for specified diseases or other specified impairments. This includes expense-incurred cancer, specified disease and other types of health insurance policies that limit reimbu...
	This is not Medicare Supplement Insurance

	This insurance provides limited benefits, if you meet the policy conditions, for hospital or medical expenses only when you are treated for one of the specific diseases or health conditions listed in the policy. It does not pay your Medicare deductibl...
	[Original disclosure statement for policies that pay fixed dollar amounts for specified diseases or other specified impairments. This includes cancer, specified disease, and other health insurance policies that pay a scheduled benefit or specific paym...
	This is not Medicare Supplement Insurance

	This insurance pays a fixed amount, regardless of your expenses, if you meet the policy conditions, for one of the specific diseases or health conditions named in the policy. It does not pay your Medicare deductibles or coinsurance and is not a substi...
	This insurance duplicates Medicare benefits because Medicare generally pays for most of the expenses for the diagnosis and treatment of the specific conditions or diagnoses named in the policy.
	Medicare pays extensive benefits for medically necessary services regardless of the reason you need them. These include:
	[Original disclosure statement for indemnity policies and other policies that pay a fixed dollar amount per day, excluding long-term care policies.]
	This is not Medicare Supplement Insurance

	This insurance pays a fixed dollar amount, regardless of your expenses, for each day you meet the policy conditions. It does not pay your Medicare deductibles or coinsurance and is not a substitute for Medicare Supplement insurance.
	This insurance duplicates Medicare benefits when:
	Medicare generally pays for most or all of these expenses.
	Medicare pays extensive benefits for medically necessary services regardless of the reason you need them. These include:
	[Original disclosure statement for policies that provide benefits upon both an expense-incurred and fixed indemnity basis]
	This is not Medicare Supplement Insurance

	This insurance pays limited reimbursement for expenses if you meet the conditions listed in the policy. It also pays a fixed amount, regardless of your expenses, if you meet other policy conditions. It does not pay your Medicare deductibles or coinsur...
	This insurance duplicates Medicare benefits when:
	Medicare generally pays for most or all of these expenses.
	Medicare pays extensive benefits for medically necessary services regardless of the reason you need them. These include:
	[Original disclosure statement for other health insurance policies not specifically identified in the preceding statements.]
	This is not Medicare Supplement Insurance

	This insurance provides limited benefits if you meet the conditions listed in the policy. It does not pay your Medicare deductibles or coinsurance and is not a substitute for Medicare supplement insurance.
	This insurance duplicates Medicare benefits when it pays:
	Medicare generally pays for most or all of these expenses.
	Medicare pays extensive benefits for medically necessary services regardless of the reason you need them. These include:
	[Alternative disclosure statement for policies that provide benefits for expenses incurred for an accidental injury only.]
	Some health care services paid for by Medicare may also trigger the payment of benefits from this policy.
	This insurance provides limited benefits, if you meet the policy conditions, for hospital or medical expenses that result from accidental injury. It does not pay your Medicare deductibles or coinsurance and is not a substitute for Medicare supplement ...
	Medicare generally pays for most or all of these expenses.
	Medicare pays extensive benefits for medically necessary services regardless of the reason you need them. These include:
	This policy must pay benefits without regard to other health benefit coverage to which you may be entitled under Medicare or other insurance.
	[Alternative disclosure statement for policies that provide benefits for specified limited services.]
	Some health care services paid for by Medicare may also trigger the payment of benefits under this policy.
	This insurance provides limited benefits, if you meet the policy conditions, for expenses relating to the specific services listed in the policy. It does not pay your Medicare deductibles or coinsurance and is not a substitute for Medicare Supplement ...
	Medicare pays extensive benefits for medically necessary services regardless of the reason you need them. These include:
	This policy must pay benefits without regard to other health benefit coverage to which you may be entitled under Medicare or other insurance.
	[Alternative disclosure statement for policies that reimburse expenses incurred for specified diseases or other specified impairments. This includes expense-incurred cancer, specified disease and other types of health insurance policies that limit rei...
	Some health care services paid for by Medicare may also trigger the payment of benefits from this policy. Medicare generally pays for most or all of these expenses.
	This insurance provides limited benefits, if you meet the policy conditions, for hospital or medical expenses only when you are treated for one of the specific diseases or health conditions listed in the policy. It does not pay your Medicare deductibl...
	Medicare generally pays for most or all of these expenses.
	Medicare pays extensive benefits for medically necessary services regardless of the reason you need them. These include:
	This policy must pay benefits without regard to other health benefit coverage to which you may be entitled under Medicare or other insurance.
	[Alternative disclosure statement for policies that pay fixed dollar amounts for specified diseases or other specified impairments. This includes cancer, specified disease, and other health insurance policies that pay a scheduled benefit or specific p...
	Some health care services paid for by Medicare may also trigger the payment of benefits under this policy.
	This insurance pays a fixed amount, regardless of your expenses, if you meet the policy conditions, for one of the specific diseases or health conditions named in the policy. It does not pay your Medicare deductibles or coinsurance and is not a substi...
	Medicare pays extensive benefits for medically necessary services regardless of the reason you need them. These include:
	This policy must pay benefits without regard to other health benefit coverage to which you may be entitled under Medicare or other insurance.
	[Alternative disclosure statement for indemnity policies and other policies that pay a fixed dollar amount per day, excluding long-term care policies.]
	Some health care services paid for by Medicare may also trigger the payment of benefits from this policy.
	This insurance pays a fixed dollar amount, regardless of your expenses, for each day you meet the policy conditions. It does not pay your Medicare deductibles or coinsurance and is not a substitute for Medicare supplement insurance.
	Medicare generally pays for most or all of these expenses.
	Medicare pays extensive benefits for medically necessary services regardless of the reason you need them. These include:
	This policy must pay benefits without regard to other health benefit coverage to which you may be entitled under Medicare or other insurance.
	[Alternative disclosure statement for policies that provide benefits upon both an expense-incurred and fixed indemnity basis]
	Some health care services paid for by Medicare may also trigger the payment of benefits from this policy.
	This insurance pays limited reimbursement for expenses if you meet the conditions listed in the policy. It also pays a fixed amount, regardless of your expenses, if you meet other policy conditions. It does not pay your Medicare deductibles or coinsur...
	Medicare generally pays for most or all of these expenses.
	Medicare pays extensive benefits for medically necessary services regardless of the reason you need them. These include:
	This policy must pay benefits without regard to other health benefit coverage to which you may be entitled under Medicare or other insurance.
	[Alternative disclosure statement for other health insurance policies not specifically identified in the preceding statements.]
	Some health care services paid for by Medicare may also trigger the payment of benefits from this policy.
	This insurance provides limited benefits if you meet the conditions listed in the policy. It does not pay your Medicare deductibles or coinsurance and is not a substitute for Medicare supplement insurance.
	Medicare generally pays for most or all of these expenses.
	Medicare pays extensive benefits for medically necessary services regardless of the reason you need them. These include:
	This policy must pay benefits without regard to other health benefit coverage to which you may be entitled under Medicare or other insurance.

	§599. Effective Date
	A. This regulation shall become effective upon publication in the Louisiana Register.


	Chapter 7.  Regulation 39―Statement of Actuarial Opinion
	§701. Purpose
	A. The purpose of this regulation is to implement Act 103 of the 1990 Regular Legislative Session. It is further intended to protect the public from the risk of insolvent insurance companies by requiring companies issuing certain types of policies to ...

	§703. Applicability and Scope
	A. This regulation shall apply to all companies which issue policies of personal injury liability insurance, policies of employer's liability insurance, and policies of worker's compensation insurance. Companies which issue these types of policies sha...

	§705. Definitions
	Annual Statement―the annual financial statement required to be filed by insurers with the commissioner.
	Insurer―an insurer authorized to write property and/or casualty insurance under the laws of any state and includes, but is not limited to, fire and marine companies, general casualty companies, local mutual aid societies, statewide mutual assessment c...
	Qualified Actuary―a person who is either:
	1. a member in good standing of the Casualty Actuarial Society; or
	2. a member in good standing of the American Academy of Actuaries who has been approved as qualified for signing casualty loss reserve opinion by the Casualty Practice Council of the American Academy of Actuaries; or
	3. a person who otherwise has competency in loss reserve evaluation as demonstrated to the satisfaction of the insurance regulatory official of domiciliary state. In such case, at least 90 days prior to the filing of its annual statement, the insurer ...


	§707. Content
	A. The "Statement of Actuarial Opinion" shall be in the format of and contain the information required by §12 of the Annual Statement Instructions: Property and Casualty.

	§709. Exemptions
	A. Companies subject to this regulation may apply for an exemption. If an exemption is granted, a certified copy of the approved exemption must be filed with the annual statement in all jurisdictions in which the company is authorized to do business. ...
	1. Automatic Exemption
	a. An insurer, otherwise subject to this regulation, that has less than $1,000,000 total direct plus assumed written premiums during a calendar year or that has less than a total of 1,000 policyholders and certificate holders at the end of a calendar ...
	b. An insurer who intends to file for an exemption under §709 must submit a letter of intent to its domiciliary commissioner no later than December 1 of the calendar year for which the exemption is to be claimed. The commissioner may deny the exemptio...

	2. Exemption for Insurers under Supervision or Conservatorship
	a. Unless ordered by the domiciliary commissioner, an insurer that is under supervision or conservatorship pursuant to statutory provision is exempt from the filing requirement contained herein.

	3. Exemption for Nature of Business
	a. An insurer otherwise subject to this regulation and not eligible for an exemption as enumerated above may apply to its domiciliary commissioner for an exemption based on the nature of the business written. This exemption is available to those compa...

	4. Financial Hardship Exemption
	a. An insurer otherwise subject to this regulation and not eligible for any of the exemptions enumerated above may apply to the commissioner for a financial hardship exemption.
	b. Financial hardship is presumed to exist if the projected reasonable cost of the certification would exceed the lesser of:
	i. 1 percent of the insurer's capital and surplus reflected in the insurer's annual statement filed with the department for the calendar year for which the exemption is sought; or
	ii. 3 percent of the insurer's net direct plus assumed premiums written during the calendar year for which the exemption is sought as reflected in the insurer's annual statement filed with its domiciliary commissioner.





	Chapter 9.  Regulation 40―Summary Document and Disclaimer and Notice of Noncoverage
	§901. Purpose
	A. The purpose of this regulation is to implement Act 998 of the 1991 Regular Legislative Session, entitled Louisiana Life and Health Insurance Guaranty Association (LLHIGA) as set forth in R.S. 22:1395.1, et seq., which is designed to protect covered...
	B. The purpose of the documents is to give notice to the insurance-buying consumer that the LLHIGA Act includes restrictions as to coverage, and in some instances excludes coverage for certain types of policies or contracts, and includes substantial l...

	§903. Applicability and Scope
	A. This regulation applies to the Louisiana Life and Health Insurance Guaranty Association (LLHIGA) and its member insurers as defined by R.S.22:1395.3.
	B. Exhibit A, which follows hereto and is made a part hereof, sets forth the form and content of the Summary Document, as approved by the Commissioner of Insurance on August 10, 1992, summarizes the coverage provided by the Act, and includes a Disclai...
	C. Exhibit B, which follows hereto and is made a part hereof, sets forth the Notice of Noncoverage required by R.S. 22:1395.18(D). It is required to be delivered with each policy or contract referred to in R.S. 22:1395.3(B)(1) and excluded from covera...

	§905. Form and Content
	A. The Summary Document and Disclaimer shall be in a form which complies with §907, Exhibit A, which follows hereto and forming a part of this regulation.
	B. The Notice of Noncoverage shall be in a form which complies with §909, Exhibit B, which follows hereto and forming a part of this regulation.

	§907. Exhibit A―Summary of the Louisiana Life and Health Insurance Guaranty Association Act and Notice Concerning Coverage Limitations and Exclusions
	A. Residents of Louisiana who purchase life insurance, annuities, or health insurance should know that the insurance companies licensed in this state to write these types of insurance are members of the Louisiana Life and Health Insurance Guaranty Ass...
	The Louisiana Life and Health Insurance Guaranty Association provides coverage of claims under some types of policies if the insurer becomes impaired or insolvent. COVERAGE MAY NOT BE AVAILABLE FOR YOUR POLICY. Even if coverage is provided, there are ...
	Insurance companies and insurance agents are prohibited by law from using the existence of the association or its coverage to sell you an insurance policy.
	You should not rely on the availability of coverage under the Louisiana Life and Health Insurance Guaranty Association when selecting an insurer.
	The Louisiana Life and Health Insurance Guaranty Association or the Department of Insurance will respond to any questions you may have which are not answered by this document.
	LLHIGA         Department of Insurance
	P.O. Drawer 44126  P. O. Box 94212
	Baton Rouge, LA 70804   Baton Rouge, LA 70804-9214
	B. The state law that provides for this safety-net coverage is called the Louisiana Life and Health Insurance Guaranty Association Act. The following is a brief summary of this law's coverages, exclusions and limits. This summary does not cover all pr...
	C. Coverage. Generally, individuals will be protected by the Life and Health Insurance Guaranty Association if they live in this state and hold a life or health insurance contract, or an annuity, or if they are insured under a group insurance contract...
	D. Exclusions from Coverage
	1. However, persons holding such policies are not protected by this association if:
	a. they are eligible for protection under the laws of another state (This may occur when the insolvent insurer was incorporated in another state whose Guaranty Association protects insureds who live outside that state.);
	b. the insurer was not authorized to do business in this state;
	c. their policy was issued by a nonprofit hospital or medical service organization (the "Blues"), an HMO, a fraternal benefit society, a mandatory state pooling plan, a mutual assessment company or similar plan in which the policyholder is subject to ...

	2. The association also does not provide coverage for:
	a. any policy or portion of a policy which is not guaranteed by the insurer or for which the individual has assumed the risk, such as a variable contract sold by prospectus;
	b. any policy of reinsurance (unless an assumption certificate was issued);
	c. interest rate yields that exceed an average rate;
	d. dividends;
	e. credits given in connection with the administration of a policy by a group contract holder;
	f. employers' plans to the extent they are self-funded (that is, not insured by an insurance company, even if an insurance company administers them);
	g. unallocated annuity contracts (which give rights to group contract holders, not individuals), unless qualified under §403(b) of the Internal Revenue Code, except that, even if qualified under §403(b), unallocated annuities issued to employee benefi...


	E. Limits on Amounts of Coverage
	1. The Act also limits the amount the association is obligated to pay out. The association cannot pay more than what the insurance company would owe under a policy or contract. Also, for any one insured life, the association will pay a maximum of $300...


	§909. Exhibit B―Notice of Noncoverage
	A. The Louisiana Life and Health Insurance Guaranty Association (LLHIGA) provides coverage of claims under some types of policies if the insurer becomes impaired or insolvent.


	Chapter 11.  Regulation 42―Group Self-Insurance Funds
	§1101. Definitions
	A. When used in this regulation, the following words or terms shall have the meaning as described in §1101.
	Administrator―an individual, partnership, or corporation engaged by a group self-insurance fund to carry out the policies of the trustees of the fund and to provide day-to-day management of the fund.
	Aggregate Losses―the amount of all claims, including reserves for loss development and losses incurred but not reported, which exceeds the loss fund.
	Contingent Liability―the amount that a self-insurance fund may be obligated to pay in excess of a given fund year's normal premium collected or on hand.
	Fiscal Agent―an individual, partnership, or corporation engaged by a self-insurance fund to carry out the fiscal policies of the fund, invest and disburse assets, and oversee the financial matters of the fund. An administrator may be a fiscal agent.
	Gross Premium―premium determined by multiplying the payroll (segregated into the proper workers' compensation job classifications) times the manual premium rates approved by the commissioner.
	Group Self-Insurance Fund or Fund―employers who enter into agreements to pool their workers compensation liabilities in accordance with Louisiana Revised Statutes 23:1191-1193.
	Incurred but not Reported Reserves―a reserve established which estimates the incurred loss of claims whose existence is unknown by the fund or claims which have been reported but not recorded on the books of the fund.
	Loss Development―the change in incurred loss from one point in time to another.
	Loss Development Reserve―any amount needed in a given fund year, in addition to current loss reserves, to fund future loss development.
	Loss Fund―the retention under the terms of an aggregate excess contract, or if no aggregate excess is purchased, the amount remaining from normal premium in each fund year after all necessary expenses are paid.
	Normal Premium―standard premium less allowed discount.
	Qualified Actuary―either:
	a. an associate or fellow of the Casualty Actuarial Society; or
	b. a member of the American Academy of Actuaries who demonstrates knowledge of workers compensation insurance.

	Standard Premium―gross premium plus or minus applicable experience debits or credits.
	Surplus―assets of a fund in excess of loss reserves, actual and contingent liabilities and loss development reserves in all fund years.


	§1103. Application to Create a Group Self-Insurance Fund
	A. All applications to create a group self-insurance fund shall meet the requirements of R.S. 23:1191-1193, any other applicable laws of the state of Louisiana, and this regulation.
	B. Applications shall be made in writing on a form acceptable to the commissioner.
	C. Applications shall be submitted to the Department of Insurance at least 60 days prior to the effective date for establishment of a fund. Any application submitted with less than 60 days remaining before the desired effective date, or which does not...
	D. All applications shall be accompanied by:
	1. a properly completed indemnity agreement in a form acceptable to the commissioner, pursuant to §1111 of this regulation;
	2. securities or a Self-Insurer's Surety Bond on a form and properly executed by a surety acceptable to the commissioner, pursuant to Louisiana Revised Statutes Title 23, §1192(A)(2) and this regulation;
	3. copies of acceptable excess insurance policies, pursuant to Louisiana Revised Statutes Title 23, §1192(A)(3) and this regulation;
	4. a fidelity bond covering the service company, pursuant to Louisiana revised Statutes Title 23, §1192(A)(7);
	5. a certification from a designated depository attesting to the amount of monies on hand;
	6. copies of the fund bylaws or trust agreement;
	7. individual application of each member of the group applying for membership in the fund on the effective date of the fund;
	8. proof that the initial members of the fund have the combined net worth and membership requirements as specified in Louisiana Revised Statutes Title 23, §1191 and this regulation;
	9. proof that the fund shall have an annual gross premium as specified in Louisiana Revised Statutes Title 23, §I192(A)(1);
	10. the current financial statement of any casualty insurance company writing excess coverage for the fund, which meets the requirements of Louisiana Revised Statutes Title 23, §1192(A)(6);
	11. the name of the attorney representing the fund and the name of the certified public accountant who will be submitting the certified financial statement;
	12. a completed estimated breakdown of policy year expenses on a form acceptable to the commissioner;
	13. the address in this state where the books and records of the group will be maintained at all times;
	14. proof of payment to the group self-insurance fund by each member of not less than 25 percent of that member's first year estimated annual net premium;
	15. a pro forma financial statement, pursuant to Louisiana Revised Statutes Title 23, §1192(A)(8) and §5(A) hereof.

	E. Upon receipt of the application and other required materials, the commissioner will investigate the application and will request any additional information which is required in a letter to the applicant.
	F. Failure to meet any of the criteria or provide needed information shall be grounds for denial of the application.
	G. Within 45 days of receipt of all requested information, the commissioner shall issue a decision approving or denying the application, or shall extend his time for review.

	§1105. Conditions for Retaining the Self-Insurance Privilege
	A. The self-insurance privilege of a fund is granted continuously until revoked.
	B. All funds shall be required to submit the following documents and reports:
	1. annual financial statements certified by an independent certified public accountant pursuant to §1107.B hereof;
	2. estimated breakdown of policy year expenses pursuant to §1107.D hereof;
	3. actuarial reports as may be required by the commissioner;
	4. changes in items required to be furnished under §1103.D.1, 2, 3, 4, 6, 10, 11, and 13 within 10 days of the effective date of such change.

	C. All funds shall maintain a combined net worth of their members sufficient to pay all claims.
	D. Each fund shall notify the commissioner, within 10 days of receiving knowledge thereof, of any claim, whether such claim is in litigation or otherwise, against the fund which, if the claimant is successful, would create an obligation of the fund to...
	E. The commissioner may prescribe the format and frequency of other reports which may include, but shall not be limited to, payroll audit reports, summary loss reports, and quarterly financial statements.
	F. The commissioner may require periodic proof that the fund is complying with the applicable laws, rules, regulations, and directives of the Department of Insurance.
	G. Whenever the commissioner determines that a fund has knowingly submitted an application or other information containing false or misleading information, the commissioner may revoke the Certificate of Authority of the fund.

	§1107. Financial and Actuarial Reports for Group Self-Insurance Funds
	A. Each fund shall submit a current financial statement, certified by an independent certified public accountant, of at least two members showing, at the inception of the fund, a combined net worth of a minimum of $500,000, current financial statement...
	B. The report of financial condition shall be due annually within six months of the close of the fiscal year of the fund, unless an extension is granted by the commissioner, on a form acceptable to the commissioner.
	C. Actuarial reviews, if required, shall be made by a qualified actuary. Actuarial reports shall be due and filed at the same time as the fund's annual financial statement, except as otherwise provided by the commissioner.
	D. Each fund shall file an estimated breakdown of expenses on a form acceptable to the commissioner, within 60 days after the beginning of each fiscal year.

	§1109. Excess Insurance Requirements for Group Self-Insurance Funds
	A. All funds shall maintain specific excess insurance in the amount of at least $2,000,000 per occurrence and an aggregate excess of at least $2,000,000.
	B. For the purposes of §1109, no loss fund shall be less than 70 percent of earned normal premium without the approval of the commissioner.
	C. The maximum retention allowed for a fund's specific excess policy shall be in accordance with the following schedule unless a waiver is granted pursuant to §1109.D, E, F, and G:
	1. for funds with a loss fund less than $50,000,000, the maximum retention shall be three percent of the fund's loss fund, or $250,000, whichever is greater;
	2. for funds with a loss fund greater than or equal to $50,000,000 and less than $100,000,000, the maximum retention shall be 3.5 percent of the fund's loss fund;
	3. or funds with a loss fund greater than or equal to $100,000,000, the maximum retention shall be 4 percent of the fund's loss fund;
	4. regardless of any maximum contained in §1109.C, no fund shall secure a retention which in the commissioner's opinion is not actuarially sound.

	D. If a fund wishes to secure a specific excess policy with a retention greater than the maximum allowed by §1109.C, then the fund shall comply with the procedure described in §1109.E, F, and G.
	E. Funds which have been in operation at least 30 months may request permission to secure a retention higher than that authorized by §1109.C. A fund shall submit a feasibility study prepared by a qualified actuary which analyzes the impact on the fund...
	F. The commissioner shall deny the use of a higher retention if he finds:
	1. that the higher retention will have a significant adverse effect on the financial condition of the fund; or
	2. that the fund is unable to establish reserves using monies from:
	a. premium earned during the year the loss was incurred; or
	b. investment earnings from the year in which the loss was incurred; or
	c. from future investment earnings on the specific loss reserve.


	G. Each fund shall provide security for aggregate losses by selecting one of the following alternatives:
	1. purchasing an acceptable aggregate excess policy;
	2. upon approval of the commissioner, post a cash security deposit in the amount of $1,000,000 or 20 percent of annual standard premium, whichever is greater; or
	3. if the fund has been in operation at least 60 months, upon approval of the commissioner, establish an actuarially sound reserve for aggregate losses.

	H. Subject to the minimum stated in §1109.A, the fund shall secure an aggregate limit of at least 20 percent of the annual standard premium of the fund for the term of the policy. The retention of the aggregate policy shall be subject to the approval ...
	I. If the option in §1109.G.2 is selected, a fund, upon approval of the commissioner, may self-insure part of its aggregate limit by posting as a cash security deposit for the amount which is self-insured.
	J. If a fund receives permission to provide security for its aggregate losses by establishing an aggregate reserve, the fund shall comply with the following requirements.
	1. At least 60 days prior to the beginning of each policy year for which an aggregate reserve will be established, the fund shall submit a plan for that year. Approval of the plan by the commissioner shall be required before an aggregate reserve may b...
	2. Within six months after the end of each fund year, the fund shall submit an actuarial review, by a qualified actuary, of its aggregate reserve for each fund year whose aggregate losses are guaranteed by the reserve.
	3. Along with the actuarial review, the fund shall provide financial information which sets forth the financial position of the aggregate reserve.
	4. In actuarially determining the amount of ultimate loss, the fund and its actuary may take into account current or future recoveries from any aggregate or specific excess contract, if such contract complies with this regulation.

	K. The commissioner may:
	1. reject an actuarial review or financial report which does not comply with the requirements of §1109.L. If this occurs, the commissioner may, at the expense of the fund, conduct his own actuarial or financial review, or, upon request of the fund, al...
	2. for good cause, order a fund to cease using an aggregate reserve for securing its aggregate losses. Good cause shall include a finding that the aggregate reserve is actuarially unsound, that the fund is insolvent, that the fund will lack sufficient...
	3. in the event that the fund's aggregate reserve, or reserves, is actuarially unsound, order the fund to take such corrective action as necessary to make the reserve actuarially sound.

	L. If a fund receives approval of its plan to use an aggregate reserve to provide security for its aggregate losses, then:
	1. payment of dividends from premium in a fund year shall not be requested or approved for that fund year as long as any claims reserves, reserves for loss development, or reserves for losses incurred but not reported (IBNR) are unfunded by actual cas...
	2. no dividends shall be requested or approved from investment earnings unless the aggregate reserves for all years are actuarially sound, taking into account future contributions, and aggregate excess insurance;
	3. advance premium discounts and all expenses unnecessary for the fund to meet its obligations will be reduced or eliminated, if necessary, to provide funds to make an aggregate reserve actuarially sound;
	4. amounts actuarially determined to be necessary for the reserves for loss development and IBNR shall be a part of the fund's security deposit requirement;
	5. no premium from a year prior to the year for which the aggregate reserve is established may be allocated to fund an aggregate reserve until 12 months after the close of the prior year.


	§1111. Indemnity Agreement
	A. Each self-insurance fund member shall enter into an indemnity agreement jointly and severally binding the self-insurance fund and each member thereof to comply with the provisions of the applicable Louisiana Revised Statutes and rules, regulations,...
	B. The Indemnity Agreement requirement shall not be applicable to group self-insurance funds of public employers.

	§1113. Rates and Reporting of Rates
	A. Every workers' compensation self-insurance fund shall adhere to a uniform classification system, uniform experience rating plan, and manual rules approved by the commissioner. An experience modification shall be determined for each member of a self...

	§1115. Authorized Investments for Group Self-Insurance Funds
	A. Amounts not needed for current obligations may be invested by the board of trustees in deposits in federally insured banks or savings and loan associations or in direct obligations of the United States government or direct obligations of the state ...

	§1117. Premium Audit
	A. All self-insurance funds shall determine the normal premium due from each member in each policy year based on actual audited payroll. Audits shall consist of physical on-site audits or mail self-audits. The requirements set forth herein shall apply...

	§1119. Board of Trustees
	A. Except upon approval of the commissioner, the fund's administrator, service company, or any owner, officer, employee of, or any other person affiliated with, such administrator or service company shall not serve on the board of trustees of the fund.
	B. All trustees shall be residents of this state or officers of corporations authorized to do business in this state.
	C. The board of trustees of each group shall ensure that all claims are paid promptly and take all necessary precautions to safeguard the assets of the group, including all of the following:
	1. maintain responsibility for all monies collected or disbursed from the group and segregate all monies into a claims fund account and an administrative fund account. At least 70 percent of the premium, as determined by the commissioner, shall be des...
	a. more than 30 percent is needed for an effective safety and loss control program; or
	b. the group's aggregate excess insurance attaches at less than 70 percent;

	2. maintain minutes of its meetings;
	3. designate an administrator to carry out the policies established by the board of trustees and to provide day-to-day management of the group, and delineate in the written minutes of its meetings the areas of authority it delegates to the administrator;
	4. retain an independent certified public accountant to prepare the statement of financial condition required by §1107.A and B hereof;
	5. the trustees shall cause to be adopted a set of by-laws or shall enter into a trust agreement which shall govern the operation of the fund.

	D. The board of trustees shall not:
	1. extend credit to individual members for payment of a premium, except pursuant to payment plans approved by the commissioner;
	2. borrow any monies from the group or in the name of the group, except in the ordinary course of business, without first obtaining prior approval from the commissioner.


	§1121. Group Membership; Termination, Liability
	A. An employer joining a group after the group has been issued a certificate of approval shall:
	1. submit an application for membership to the board of trustees or its administrator; and
	2. enter into the indemnity agreement required by §1103.C.l hereof. Membership shall take effect no earlier than each member's date of approval. The application for membership and its approval shall be maintained as permanent records of the board of t...

	B. Individual members of a group shall be subject to cancellation by the group's cancellation policy. In addition, individual members may elect to terminate their participation in the group.
	C. The group shall pay all workers' compensation benefits for which each member incurs liability during its period of membership. A member who elects to terminate its membership or is canceled by a group remains liable jointly and in solido for claims...
	D. A group member is not relieved of its workers' compensation liabilities incurred during its period of membership except through payment by the group or the member of required workers' compensation benefits.
	E. The insolvency or bankruptcy of a member does not relieve the group or any other member of liability for the payment of any worker's compensation benefits incurred during the insolvent or bankrupt member's period of membership.

	§1123. Service Companies
	A. All service companies must file a request for approval by the commissioner and have a letter or certificate of approval from the commissioner prior to engaging in any service to a fund. All service companies performing services for group self-insur...
	B. Except upon approval of the commissioner:
	1. no service company or its employees, officers, or directors shall be an employee, officer, or director of, or have either a direct or indirect financial interest in, an administrator; and
	2. no administrator or its employees, officers, or directors shall be an employee, officer, or director of, or have either a direct or indirect financial interest in, a service company.

	C. The service contract shall state that, unless the commissioner approves otherwise, the service company shall handle, to their conclusion, all claims and other obligations incurred during the contract period.

	§1125. Licensing of Agents
	A. Any person soliciting membership for a fund must be licensed by the commissioner as a property and casualty agent; provided, however, that employees of a bona fide trade or professional association which has established a fund shall not be required...

	§1127. Deficits and Insolvencies
	A. Should the commissioner find a fund in danger of becoming insolvent, the fund shall make up any deficiency owed or shall submit a plan for elimination of the deficit to the commissioner in order that he may determine whether or not an assessment up...
	B. In the event of a deficiency in any fund year, such deficiency shall be made up immediately, either from:
	1. surplus from a fund year other than the current fund year;
	2. administrative funds;
	3. assessment of the membership, if ordered by the fund; or
	4. such alternative method as the commissioner may approve or direct. The commissioner shall be notified prior to any transfer of surplus funds from one fund year to another.

	C. If the fund fails to assess its members, otherwise make up such deficit, or submit a plan, as specified in §1127.A, within 60 days of notice by the commissioner, the commissioner shall order assessment of the members of the fund.
	D. If the fund fails to make the required assessment of its members within 30 days after the commissioner orders it to do so, or if the deficiency is not fully made up within 90 days after the date that such assessment is made, or within such longer p...
	E. For purposes of these provisions, a fund is insolvent if the fund is unable to pay its outstanding lawful obligations as they mature in the regular course of business.
	F. In the event of liquidation of a fund, the commissioner shall levy an assessment upon its members for such amounts as the commissioner determines to be necessary to discharge all liabilities of the fund, including the reasonable costs of liquidation.

	§1129. Review of Rate Determination
	A. Funds shall provide reasonable means whereby any member aggrieved by the application of the fund's rating system may, in writing, request a review of the manner in which such rating system has been applied in connection with the coverage afforded. ...

	§1131. Cease and Desist Orders
	A. After notice and opportunity for a hearing, the commissioner may issue an order requiring a person or group to cease and desist from engaging in an act or practice found to be in violation of any provision of this regulation.
	B. Upon finding, after notice and opportunity for a hearing, that any person or group has violated any cease and desist order, the commissioner may revoke the group's certificate of authority.

	§1133. Revocation of Certificate of Authority
	A. After notice and opportunity for a hearing, the commissioner may revoke a group's certificate of authority if:
	1. the group is found to be insolvent;
	2. the group fails to pay any premium tax, regulatory fee, or assessment, or special fund contribution imposed upon it;
	3. the group fails to comply with any of the provisions of this regulation, or with any lawful order of the commissioner within the time prescribed;
	4. the certificate of authority issued to the group was obtained by fraud;
	5. there was a material misrepresentation in the application for the certificate of authority; or
	6. the group or its administrator has misappropriated, converted, illegally withheld, or refused to pay over upon proper demand any monies held in a fiduciary capacity that belong to a member, an employee of a member, or another person.


	§1135. Examinations
	A. The commissioner may examine the affairs, transactions, accounts, records, assets, and liabilities of a fund as often as the commissioner deems advisable. The expenses of such examinations shall be paid by the fund being examined.


	Chapter 13.  Regulation 43―Companies in Hazardous Financial Condition
	§1301. Purpose
	A. The purpose of this regulation is to set forth the standards which the Commissioner of Insurance (the "commissioner") may use for identifying insurers found to be in such condition as to render the continuance of their business hazardous to the pub...
	B. This regulation shall not be interpreted to limit the powers granted the commissioner by any laws or parts of laws of the state of Louisiana, nor shall this regulation be interpreted to supersede any laws or parts of laws of the state of Louisiana.

	§1303. Definitions
	A. As used in this regulation, the following terms shall have the respective meaning hereinafter set forth:
	Control―as defined in R.S. 22:1002(3).
	Person―as defined in R.S. 22:1002(7).


	§1305. Standards
	A. The following standards, either singly or a combination of two or more, may be considered by the commissioner to determine whether the continued operation of any insurer transacting an insurance business in this state might be deemed to be hazardou...
	1. adverse findings reported in financial condition and market conduct examination reports or reported in required financial reports;
	2. the National Association of Insurance Commissioners Insurance Regulatory Information System, its related reports and caveats;
	3. the ratios of commission expense, general insurance expense, policy benefits, and reserve increases as to annual premium and net investment income which could lead to an impairment of capital and surplus;
	4. the insurer's asset portfolio when viewed in light of current economic conditions is not of sufficient value, liquidity, or diversity to assure the company's ability to meet its outstanding obligations as they mature;
	5. the ability of an assuming reinsurer to perform and whether the insurer's reinsurance program provides sufficient protection for the company's remaining surplus after taking into account the insurer's cash flow and the classes of business written, ...
	6. the insurer's operating loss in the last 12-month period or any shorter period of time including, but not limited to, net capital gain or loss, change in non-admitted assets, and cash dividends paid to shareholders, is greater than 50 percent of su...
	7. whether any affiliate, subsidiary or reinsurer is insolvent, threatened with insolvency, or delinquent in payment of its monetary or other obligations;
	8. contingent liabilities, pledges, or guarantees which either individually or collectively involve a total amount which, in the opinion of the commissioner, may affect the solvency of the insurer;
	9. whether any person having control of an insurer is delinquent in the transmitting to, or payment of, net premiums to such insurer;
	10. the age and collectibility of receivables;
	11. whether the management of an insurer, including officers, directors, or any other person who directly or indirectly controls the operation of such insurer, fails to possess and demonstrate the competence, fitness, and reputation deemed necessary t...
	12. whether management of an insurer has failed to respond to inquiries relative to the condition of the insurer or has furnished false and misleading information concerning an inquiry;
	13. whether management of an insurer either has filed any false or misleading sworn financial statement, or has released any false or misleading financial statement to lending institutions or to the general public, or has made a false or misleading en...
	14. whether the insurer has grown so rapidly and to such an extent that it lacks adequate financial and administrative capacity to meet its obligations in a timely manner; or
	15. whether the insurer has experienced or will experience in the foreseeable future cash flow and/or liquidity problems.


	§1307. Commissioner's Authority
	A. For the purposes of making a determination of an insurer's financial condition under this regulation, the commissioner may:
	1. disregard any credit or amount receivable resulting from transactions with a reinsurer which is insolvent, impaired, or otherwise subject to a delinquency proceeding;
	2. make appropriate adjustments to asset values attributable to investments in or transactions with parents, subsidiaries, or affiliates;
	3. refuse to recognize the stated value of accounts receivable if the ability to collect receivables is highly speculative in view of the age of the account or the financial condition of the debtor; or
	4. increase the insurer's liability in an amount equal to any contingent liability, pledge, or guarantee not otherwise disclosed if there is a substantial risk that the insurer will be called upon to meet the obligation undertaken within the next 12-m...

	B. If the commissioner determines that the continued operation of the insurer licensed to transact business in this state may be hazardous to the policyholders or the general public, then the commissioner may, upon his determination, issue an order re...
	1. reduce the total amount of present and potential liability for policy benefits by reinsurance;
	2. reduce, suspend, or limit the volume of business being accepted or renewed;
	3. reduce general insurance and commission expenses by specified methods;
	4. increase the insurer's capital and surplus;
	5. suspend or limit the declaration and payment of dividends by an insurer to its stockholders or to its policyholders;
	6. file reports in a form acceptable to the commissioner concerning the market value of an insurer's assets;
	7. limit or withdraw from certain investments or discontinue certain investment practices to the extent the commissioner deems necessary;
	8. document the adequacy of premium rates in relation to the risks insured; or
	9. file, in addition to regular annual statements, interim financial reports on the form adopted by the National Association of Insurance Commissioners or on such format as promulgated by the commissioner;
	10. if the insurer is a foreign insurer, the commissioner's order may be limited to the extent provided by statute.

	C. Within 30 days of receipt of notification of the order of the commissioner to the insurer made pursuant to §1307.B, the insurer may make written demand for a hearing pursuant to the provisions of Part XXIX of Chapter I of Title 22 of the Louisiana ...


	Chapter 15.  Regulation 44―Accelerated Benefits
	§1501. Purpose
	A. The purpose of this regulation is to regulate accelerated benefit provisions of individual and group life insurance policies and to provide required standards of disclosure. This regulation shall apply to all accelerated benefits provisions of indi...

	§1503. Definitions
	Accelerated Benefits covered under this regulation―benefits payable under a life insurance contract:
	1. to a policy owner or certificate holder, during the lifetime of the insured, in anticipation of death or upon the occurrence of specified life-threatening or catastrophic conditions, as defined by the policy or rider; and
	2. which reduce the death benefit otherwise payable under the life insurance contract; and
	3. which are payable upon the occurrence of a single qualifying event which results in the payment of a benefit amount fixed at the time of acceleration.

	Qualifying Event―includes one or more of the following:
	1. a medical condition which would result in a drastically limited life span as specified in the contract, for example, 24 months or less; or
	2. a medical condition which has required or requires extraordinary medical intervention, such as, but not limited to, major organ transplant or continuous artificial life support, without which the insured would die; or
	3. any condition which usually requires continuous confinement in an eligible institution, as defined in the contract, if the insured is expected to remain there for the rest of his or her life; or
	4. a medical condition which would, in the absence of extensive or extraordinary medical treatment, result in a drastically limited life span. Such conditions may include, but are not limited to, one or more of he following:
	a. coronary artery disease resulting in an acute infarction or requiring surgery;
	b. permanent neurological deficit resulting from cerebral vascular accident;
	c. end stage renal failure;
	d. Acquired Immune Deficiency Syndrome; or
	e. other medical conditions which the commissioner shall approve for any particular filing; or

	5. other qualifying events which the commissioner shall approve for any particular filing.


	§1505. Type of Product
	A. Accelerated benefit riders and life insurance policies with accelerated benefit provisions are primarily mortality risks rather than morbidity risks. They are life insurance benefits subject to R.S. 22:161-181; 22:191-197; and the applicable portio...

	§1507. Assignee/Beneficiary
	A. Prior to the payment of the accelerated benefit, the insurer is required to obtain from any assignee or irrevocable beneficiary a signed acknowledgment of concurrence for payout. If the insurer making the accelerated benefit is itself the assignee ...

	§1509. Criteria for Payment
	A. Lump Sum Settlement Option Required. Contract payment options shall include the option to take the benefit as a lump sum. The benefit shall not be made available as an annuity contingent upon the life of the insured.
	B. Restrictions on Use of Proceeds. No restrictions are permitted on the use of the proceeds.
	C. Accidental Death Benefit Provision. If any death benefit remains after payment of an accelerated benefit, the accidental death benefit provision, if any, in the policy or rider shall not be affected by the payment of the accelerated benefit.

	§1511. Disclosures
	A. Descriptive Title. The terminology accelerated benefit shall be included in the descriptive title. Products regulated under this regulation shall not be described or marketed as long-term care insurance or as providing long-term care benefits.
	B. Tax Consequences. A disclosure statement is required at the time of application for the policy or rider and at the time the accelerated benefit payment request is submitted that receipt of these accelerated benefits may be taxable and that assistan...
	C. Solicitations
	1. A written disclosure including, but not necessarily limited to, a brief description of the accelerated benefit and definitions of the conditions or occurrences triggering payment of the benefits shall be given to the applicant. The description shal...
	a. In the case of agent solicited insurance, the agent shall provide the disclosure form to the applicant prior to or concurrently with the application. Acknowledgment of the disclosure shall be signed by the applicant and writing agent.
	b. In the case of a solicitation by direct response methods, the insurer shall provide disclosure form to the applicant at the time the policy is delivered, with a notice that a full premium refund shall be received if policy is returned to the compan...
	c. In the case of group insurance policies, the disclosure form shall be contained as part of the certificate of coverage or any related document furnished by the insurer for the certificate holder.

	2. If there is a premium or cost of insurance charge, the insurer shall give the applicant a generic illustration numerically demonstrating any effect of the payment of a benefit on the policy's cash value, accumulation account, death benefit, premium...
	a. In the case of agent solicited insurance, the agent shall provide the illustration to the applicant prior to or concurrently with the application.
	b. In the case of a solicitation by direct response methods, the insurer shall provide the illustration to the applicant at the time the policy is delivered.
	c. In the case of group insurance policies, the disclosure form shall be contained as part of the certificate of coverage or any related document furnished by the insurer for the certificate holder.

	3. Disclosure of Premium Charge
	a. Insurers with financing options other than as described in §1519.A.2 and 3 of this regulation shall disclose to the policy owner any premium or cost of insurance charge for the accelerated benefit. These insurers shall make a reasonable effort to a...
	b. Insurers shall furnish an actuarial demonstration to the state insurance department when filing the product disclosing the method of arriving at their cost for the accelerated benefit.
	c. Disclosure of Administrative Expense Charge. The insurer shall disclose to the policy owner any administrative expense charge. The insurer shall make a reasonable effort to assure that the certificate holder is aware of any administrative expense c...


	D. Effect of the Benefit Payment. When a policy owner or certificate holder requests an acceleration, the insurer shall send a statement to the policy owner or certificate holder and irrevocable beneficiary showing any effect that the payment of the a...

	§1513. Effective Date of the Accelerated Benefits
	A. The accelerated benefit provision shall be effective for accidents on the effective date of the policy or rider. The accelerated benefit provision shall be effective for illness no more than 30 days following the effective date of the policy or rider.

	§1515. Waiver of Premiums
	A. The insurer may offer a waiver of premium for the accelerated benefit provision in the absence of a regular waiver of premium provision being in effect. At the time the benefit is claimed, the insurer shall explain any continuing premium requiremen...

	§1517. Discrimination
	A. Insurers shall not unfairly discriminate among insureds with differing qualifying events covered under the policy or among insureds with similar qualifying events covered under the policy. Insurers shall not apply further conditions on the payment ...

	§1519. Actuarial Standards
	A. Financing Options
	1. The insurer may require a premium charge or cost of insurance charge for the accelerated benefit. These charges shall be based on sound actuarial principles. In the case of group insurance, the additional cost may also be reflected in the experienc...
	2. The insurer may pay a present value of the face amount. The calculation shall be based on any applicable actuarial discount appropriate to the policy design. The interest rate or interest rate methodology used in the calculation shall be based on s...
	a. the current yield on 90 day treasury bills; or
	b. the current maximum statutory adjustable policy loan interest rate.

	3. The insurer may accrue an interest charge on the amount of the accelerated benefits. The interest rate or interest rate methodology used in the calculation shall be based on sound actuarial principles and disclosed in the contract or actuarial memo...
	a. the current yield on 90 day treasury bills; or
	b. the current maximum statutory adjustable policy loan interest rate. The interest rate accrued on the portion of the lien which is equal in amount to the cash value of the contract at the time of the benefit acceleration shall be no more than the po...


	B. Effect on Cash Value
	1. Except as provided in §1519.B.2, when an accelerated benefit is payable, there shall be no more than a pro rata reduction in the cash value based on the percentage of death benefits accelerated to produce the accelerated benefit payment.
	2. Alternatively, the payment of accelerated benefits, any administrative expense charges, any future premiums and any accrued interest can be considered a lien against the death benefit of the policy or rider, and the access to the cash value may be ...

	C. Effect of Any Outstanding Policy Loans on Accelerated Death Benefit Payment. When payment of an accelerated benefit results in a pro rata reduction in the cash value, the payment may not be applied toward repaying an amount greater than a pro rata ...

	§1521. Actuarial Disclosure and Reserves
	A. Actuarial Memorandum. A qualified actuary should describe the accelerated benefits, the risks, the expected costs and the calculation of statutory reserves in an actuarial memorandum accompanying each state filing. The insurer shall maintain in its...
	B. Reserves
	1. When benefits are provided through the acceleration of benefits under group or individual life policies or riders to such policies, policy reserves shall be determined in accordance with the Standard Valuation Law. All valuation assumptions used in...
	a. policies upon which no claim has yet arisen;
	b. policies upon which an accelerated claim has arisen.

	2. For policies and certificates which provide actuarially equivalent benefits, no additional reserves need to be established.
	3. Policy liens and policy loans, including accrued interest, represent assets of the company for statutory reporting purposes. For any policy on which the policy lien exceeds the policy's statutory reserve liability such excess must be held as a non-...


	§1523. Filing Requirement
	A. The filing and prior approval of forms containing an accelerated benefit is required.


	Chapter 17.  Regulation 45―Filing of Affirmative Action Plans
	§1701. Purpose
	A. The purpose of this regulation is to implement R.S. 22:1923.A.(l), which requires an insurer to file an affirmative action plan upon the violation of a cease and desist order issued by the commissioner after hearing.

	§1703. Applicability and Scope
	A. This regulation applies to any insurer that is called for hearing before the commissioner for violating Part X of the Insurance Code (Equal Opportunity In Insurance) and found to be in violation of a Cease and Desist Order issued in accordance with...

	§1705. Content and Procedure
	A. The commissioner shall notify an insurer of its violation of a cease and desist order issued pursuant to Part X of the Insurance Code by Certified U.S. Mail, return receipt requested. Said notification shall also direct the insurer to file an affir...
	B. The notice shall require the insurer to file its plan within 20 days of receipt of the notice.
	C. The insurer shall file its plan by means of the U.S. Mail, and it shall contain the minimum requirements stated in R.S. 22:1923.C(4)(a) and (b).
	D. The insurer shall address the plan to the attention of the Office of Minority Affairs.

	§1707. Effective Date
	A. This regulation shall become effective upon final promulgation in the Louisiana Register.


	Chapter 19.  Regulation 46―Long-Term Care Insurance
	§1901. Purpose
	A. The purpose of this regulation is to implement R.S. 22:1731-1741, Long-Term Care Insurance Act, to promote the public interest; to promote the availability of long-term care insurance coverage; to protect applicants for long-term care insurance, as...

	§1903. Applicability and Scope
	A. Except as otherwise specifically provided, this regulation applies to all long-term care insurance policies, including qualified long-term care contracts and life insurance policies that accelerate benefits for long-term care delivered, or issued f...
	B. Additionally, this regulation is intended to apply to policies having indemnity benefits that are triggered by activities of daily living and sold as disability income insurance, if:
	1. the benefits of the disability income policy are dependent upon or vary in amount based on the receipt of long-term care services;
	2. the disability income policy is advertised, marketed or offered as insurance for long-term care services; or
	3. benefits under the policy may commence after the policyholder has reached Social Security's normal retirement age unless benefits are designed to replace lost income or pay for specific expenses other than long-term care services.


	§1905. Definitions
	A. For the purpose of this regulation, the terms Applicant, Certificate, Commissioner, Group Long-Term Care Insurance, Long-Term Care Insurance, Policy, and Qualified Long-Term Care Insurance shall have the meanings set forth in R.S. 22:1734. In addit...
	Exceptional Increase―
	a. only those increases filed by an insurer as exceptional for which the commissioner determines the need for the premium rate increase is justified:
	i. due to changes in laws or regulations applicable to long-term care coverage in this state; or
	ii. due to increased and unexpected utilization that affects the majority of insurers of similar products;
	b. except as provided in §1937, exceptional increases are subject to the same requirements as other premium rate schedule increases;
	c. the commissioner may request a review by an independent actuary or a professional actuarial body of the basis for a request that an increase be considered an exceptional increase;
	d. the commissioner, in determining that the necessary basis for an exceptional increase exists, shall also determine any potential offsets to higher claims costs.

	Incidental (as used in §1937.J)―that the value of the long-term care benefits provided is less than 10 percent of the total value of the benefits provided over the life of the policy. These values shall be measured as of the date of issue.
	Qualified Actuary―a member in good standing of the American Academy of Actuaries.
	Similar Policy Forms―all of the long-term care insurance policies and certificates issued by an insurer in the same long-term care benefit classification as the policy form being considered. Certificates of groups that meet the definition in R.S. 22:1...


	§1907. Policy Definitions
	A. No long-term care insurance policy delivered or issued for delivery in this state shall use the terms set forth below, unless the terms are defined in the policy and the definitions satisfy the following requirements.
	Activities of Daily Living―at least bathing, continence, dressing, eating, toileting, and transferring.
	Acute Condition―that the individual is medically unstable. Such an individual requires frequent monitoring by medical professionals, such as physicians and registered nurses, in order to maintain his or her health status.
	Adult Day Care―a program for six or more individuals, of social and health-related services provided during the day in a community group setting for the purpose of supporting frail, impaired elderly or other disabled adults who can benefit from care i...
	Bathing―washing oneself by sponge bath; or in either a tub or shower, including the task of getting into or out of the tub or shower.
	Cognitive Impairment―a deficiency in a person's short or long-term memory, orientation as to person, place, and time, deductive or abstract reasoning, or judgment as it relates to safety awareness.
	Continence―the ability to maintain control of bowel and bladder function; or, when unable to maintain control of bowel or bladder function, the ability to perform associated personal hygiene (including caring for catheter or colostomy bag).
	Dressing―putting on and taking off all items of clothing and any necessary braces, fasteners, or artificial limbs.
	Eating―feeding oneself by getting food into the body from a receptacle (such as a plate, cup, or table) or by feeding tube or intravenously.
	Hands-On Assistance―physical assistance (minimal, moderate, or maximal) without which the individual would not be able to perform the activity of daily living.
	Home Health Care Services―medical and nonmedical services provided to ill, disabled, or infirmed persons in their residences. Such services may include homemaker services, assistance with activities of daily living, and respite care services.
	Medicare―"the Health Insurance for the Aged Act, Title XVIII of the Social Security Amendments of 1965 as Then Constituted or Later Amended," or "Title I, Part I of Public Law 89-97, as Enacted by the Eighty-Ninth Congress of the United States of Amer...
	Mental or Nervous Disorder―shall not be defined to include more than neurosis, psychoneurosis, psychopathy, psychosis, or mental or emotional disease or disorder.
	Personal Care―the provision of hands-on services to assist an individual with activities of daily living.
	Skilled Nursing Care, Intermediate Care, Personal Care, Home Care and other services―shall be defined in relation to the level of skill required, the nature of the care, and the setting in which care must be delivered.
	Toileting―getting to and from the toilet, getting on and off the toilet, and performing associated personal hygiene.
	Transferring―moving into or out of a bed, chair, or wheelchair.
	All providers of services including, but not limited to, Skilled Nursing Facility, Extended Care Facility, Intermediate Care Facility, Convalescent Nursing Home, Personal Care Facility, and Home Care Agency―shall be defined in relation to the services...


	§1909. Policy Practices and Provisions
	A. Renewability. The terms guaranteed renewable and noncancellable shall not be used in any individual long-term care insurance policy without further explanatory language in accordance with the disclosure requirements of §1913 of this regulation.
	1. A policy issued to an individual shall not contain renewal provisions other than guaranteed renewable or noncancellable.
	2. The term guaranteed renewable may be used only when the insured has the right to continue the long-term care insurance in force by the timely payment of premiums and when the insurer has no unilateral right to make any change in any provision of th...
	3. The term noncancellable may be used only when the insured has the right to continue the long-term care insurance in force by the timely payment of premiums,  during which period the insurer has no right to unilaterally make any change in any provis...
	4. The term level premium may only be used when the insurer does not have the right to change the premium.
	5. In addition to the other requirements of §1909.A, a qualified long-term insurance contract shall be guaranteed renewable, within the meaning of Section 7702B(b)(1)(C) of the Internal Revenue Code of 1986, as amended.

	B. Limitations and Exclusions. A policy may not be delivered or issued for delivery in this state as long-term care insurance if such policy limits or excludes coverage by type of illness, treatment, medical condition, or accident, except as follows:
	1. preexisting conditions or diseases;
	2. mental or nervous disorders; however, this shall not permit exclusion or limitation of benefits on the basis of Alzheimer's Disease;
	3. alcoholism and drug addiction;
	4. illness, treatment, or medical condition arising out of:
	a. war or act of war (whether declared or undeclared);
	b. participation in a felony, riot, or insurrection;
	c. service in the armed forces or units auxiliary thereto;
	d. suicide (sane or insane), attempted suicide, or intentionally self-inflicted injury; or
	e. aviation (this exclusion applies only to non-fare paying passengers);

	5. treatment provided in a government facility (unless otherwise required by law); services for which benefits are available under Medicare or other governmental program (except Medicaid), any state or federal workers' compensation, employer's liabili...
	6. expenses for services or items available or paid under another long-term care insurance or health insurance policy;
	7. in the case of a qualified long-term care insurance contract, expenses for services or items to the extent that the expenses are reimbursable under Title XVIII of the Social Security Act or would be so reimbursable but for the application of a dedu...
	8. Subsection 1909.B is not intended to prohibit exclusions and limitations by type of provider or territorial limitations.

	C. Extension of Benefits. Termination of long-term care insurance shall be without prejudice to any benefits payable for institutionalization, if such institutionalization began while the long-term care insurance was in force and continues without int...
	D. Continuation or Conversion
	1. Group long-term care insurance issued in this state on or after the effective date of §1909 shall provide covered individuals with a basis for continuation or conversion of coverage.
	2. For the purposes of §1909, a basis for continuation of coverage means a policy provision which maintains coverage under the existing group policy when such coverage would otherwise terminate and which is subject only to the continued timely payment...
	3. For the purposes of §1909, a basis for conversion of coverage means a policy provision that an individual whose coverage under the group policy would otherwise terminate or has been terminated for any reason, including discontinuance of the group p...
	4. For the purposes of §1909, converted policy means an individual policy of long-term care insurance providing benefits identical to or benefits determined by the commissioner to be substantially equivalent to or in excess of those provided under the...
	5. Written application for the converted policy shall be made, and the first premium due, if any, shall be paid as directed by the insurer not later than 31 days after termination of coverage under the group policy. The converted policy shall be issue...
	6. Unless the group policy from which conversion is made replaced previous group coverage, the premium for the converted policy shall be calculated on the basis of the insured's age at inception of coverage under the group policy from which conversion...
	7. Continuation of coverage or issuance of a converted policy shall be mandatory, except where:
	a. termination of group coverage resulted from an individual's failure to make any required payment of premium or contribution when due; or
	b. the terminating coverage is replaced not later than 31 days after termination by group coverage effective on the day following the termination of coverage:
	i. providing benefits identical to or benefits determined by the commissioner to be substantially equivalent to or in excess of those provided by the terminating coverage; and
	ii. the premium for which is calculated in a manner consistent with the requirements of §1909.D.6.

	8. Notwithstanding any other provision of §1909, a converted policy issued to an individual who, at the time of conversion, is covered by another long-term care insurance policy which provides benefits on the basis of incurred expenses, may contain a ...
	9. The converted policy may provide that the benefits payable under the converted policy, together with the benefits payable under the group policy from which conversion is made, shall not exceed those that would have been payable had the individual's...
	10. Notwithstanding any other provision of §1909, any insured individual whose eligibility for group long-term care coverage is based upon his or her relationship to another person shall be entitled to continuation of coverage under the group policy u...
	11. For the purposes of §1909, a managed-care plan is a health care or assisted living arrangement designed to coordinate patient care or control costs through utilization review, case management, or use of specific provider networks.

	E. Discontinuance and Replacement. If a group long-term care policy is replaced by another group long-term care policy issued to the same policyholder, the succeeding insurer shall offer coverage to all persons covered under the previous group policy ...
	1. shall not result in any exclusion for pre-existing conditions that would have been covered under the group policy being replaced; and
	2. shall not vary or otherwise depend on the individual's health or disability status, claim experience, or use of long-term care services.

	F.1. The premium charged to an insured shall not increase due to either:
	a. the increasing age of the insured at ages beyond 65; or
	b. the duration the insured has been covered under the policy.
	2. The purchase of additional coverage shall not be considered a premium rate increase, but for purposes of the calculation required under §1949, the portion of the premium attributable to the additional coverage shall be added to and considered part ...
	3. A reduction in benefits shall not be considered a premium change, but for purposes of the calculation required under §1949, the initial annual premium shall be based on the reduced benefits.

	G. Electronic Enrollment for Group Policies
	1. In the case of a group defined in R.S. 22:1734(4)(a), any requirement that a signature of an insured be obtained by a producer or insurer shall be deemed satisfied if:
	a. the consent is obtained by telephonic or electronic enrollment by the group policyholder or insurer. A verification of enrollment information shall be provided to the enrollee;
	b. the telephonic or electronic enrollment provides necessary and reasonable safeguards to assure the accuracy, retention and prompt retrieval of records; and
	c. the telephonic or electronic enrollment provides necessary and reasonable safeguards to assure that the confidentiality of individually identifiable information and "privileged information" as defined by applicable state or federal law, is maintained.

	2. The insurer shall make available, upon request of the commissioner, records that will demonstrate the insurer’s ability to confirm enrollment and coverage amounts.


	§1911. Unintentional Lapse
	A. Each insurer offering long-term care insurance shall, as a protection against unintentional lapse, comply with the following.
	1. Notice before Lapse or Termination
	a. No individual long-term care policy or certificate shall be issued until the insurer has received from the applicant either a written designation of at least one person, in addition to the applicant, who is to receive notice of lapse or termination...
	b. The insurer shall notify the insured of the right to change this written designation, no less often than once every two years.
	c. When the policyholder or certificateholder pays premium for a long-term care insurance policy or certificate through a payroll or pension deduction plan, the requirements contained in §1911.A.1.a need not be met until 60 days after the policyholder...
	d. Lapse or Termination for Nonpayment of Premium. No individual long-term care policy or certificate shall lapse or be terminated for nonpayment of premium unless the insurer, at least 30 days before the effective date of the lapse or termination, ha...


	B. Reinstatement. In addition to the requirement in §1911.A.1, a long-term care insurance policy or certificate shall include a provision which provides for reinstatement of coverage, in the event of lapse, if the insurer is provided proof that the po...

	§1913. Required Disclosure Provisions
	A. Renewability. Individual long-term care insurance policies shall contain a renewability provision.
	1. The provision shall be appropriately captioned, shall appear on the first page of the policy, and shall clearly state that the coverage is guaranteed renewable or noncancellable. This provision shall not apply to policies which do not contain a ren...
	2. A long-term care insurance policy or certificate, other than one where the insurer does not have the right to change the premium, shall include a statement that premium rates may change.

	B. Riders and Endorsements. Except for riders or endorsements by which the insurer effectuates a request made, in writing, by the insured under an individual long-term care insurance policy, all riders or endorsements added to an individual long-term ...
	C. Payment of Benefits. A long-term care insurance policy which provides for the payment of benefits based on standards described as usual and customary, reasonable and customary or words of similar import shall include a definition of such terms and ...
	D. Limitations. If a long-term care insurance policy or certificate contains any limitations with respect to pre-existing conditions, such limitations shall appear as a separate paragraph of the policy or certificate and shall be labeled as "Pre-Exist...
	E. Other Limitations or Conditions on Eligibility for Benefits. A long-term care insurance policy or certificate containing post confinement, post-acute care, or recuperative benefits shall set forth a description of such limitations or conditions, in...
	F. Disclosure of Tax Consequences. With regard to life insurance policies which provide an accelerated benefit for long-term care, a disclosure statement is required at the time of application for the policy or rider, and at the time the accelerated b...
	G. Benefit Triggers. Activities of daily living and cognitive impairment shall be used to measure an insured's need for long-term care and shall be described in the policy or certificate in a separate provision and shall be labeled "Eligibility for th...
	H. A qualified long-term care insurance contract shall include a disclosure statement in the policy, and in the outline of coverage as contained in §1955.F.3 that the policy is intended to be a qualified long-term care insurance contract under Section...
	I. A nonqualified long-term care insurance contract shall include a disclosure statement in the policy and in the outline of coverage as contained in §1955.F.3 that the policy is not intended to be a qualified long-term care insurance contract.

	§1915. Required Disclosure of Rating Practices to Consumers
	A. This Section shall apply as follows.
	1. Except as provided in §1915.A.2, §1915 applies to any long-term care policy or certificate issued in this state on or after August 19, 2005.
	2. For certificates issued on or after the effective date of this amended regulation under a group long-term care insurance policy as defined in R.S. 22:1734(4), which policy was in force at the time this amended regulation became effective, the provi...

	B. Other than policies for which no applicable premium rate or rate schedule increases can be made, insurers shall provide all of the information listed in §1915.B to the applicant at the time of application or enrollment, unless the method of applica...
	1. a statement that the policy may be subject to rate increases in the future;
	2. an explanation of potential future premium rate revisions, and the policyholder's or certificateholder's option in the event of a premium rate revision;
	3. the premium rate or rate schedules applicable to the applicant that will be in effect until a request is made for an increase;
	4. a general explanation for applying premium rate or rate schedule adjustments that shall include:
	a. a description of when premium rate or rate schedule adjustments will be effective (e.g., next anniversary date, next billing date, etc.); and
	b. the right to a revised premium rate or rate schedule as provided in §1915.B.3 if the premium rate or rate schedule is changed;

	5.a. information regarding each premium rate increase on this policy form or similar policy forms over the past 10 years for this state or any other state that, at a minimum, identifies:
	i. the policy forms for which premium rates have been increased;
	ii. the calendar years when the form was available for purchase; and
	iii. the amount or percent of each increase. The percentage may be expressed as a percentage of the premium rate prior to the increase, and may also be expressed as minimum and maximum percentages if the rate increase is variable by rating characteri...
	b. the insurer may, in a fair manner, provide additional explanatory information related to the rate increases;
	c. an insurer shall have the right to exclude from the disclosure premium rate increases that only apply to blocks of business acquired from other nonaffiliated insurers or the long-term care policies acquired from other nonaffiliated insurers when th...
	d. if an acquiring insurer files for a rate increase on a long-term care policy form acquired from nonaffiliated insurers or a block of policy forms acquired from nonaffiliated insurers on or before the later of the effective date of §1915 or the end ...
	e. if the acquiring insurer in §1915.B.5.d above files for a subsequent rate increase, even within the 24-month period, on the same policy form acquired from nonaffiliated insurers or block of policy forms acquired from nonaffiliated insurers referenc...


	C. An applicant shall sign an acknowledgement at the time of application, unless the method of application does not allow for signature at that time, that the insurer made the disclosure required under §1915.B.1 and 5. If due to the method of applicat...
	D. An insurer shall use the forms in Appendices B and F to comply with the requirements of §1915.B and §1915.C of this Section.
	E. An insurer shall provide notice of an upcoming premium rate schedule increase to all policyholders or certificateholders, if applicable, at least 45 days prior to the implementation of the premium rate schedule increase by the insurer. The notice s...

	§1917. Initial Filing Requirements
	A. This Section applies to any long-term care policy issued in this state on or after August 19, 2005.
	B. An insurer shall provide the information listed in §1917.B to the commissioner 45 days prior to making a long-term care insurance form available for sale:
	1. a copy of the disclosure documents required in §1915; and
	2. an actuarial certification consisting of at least the following:
	a. a statement that the initial premium rate schedule is sufficient to cover anticipated costs under moderately adverse experience and that the premium rate schedule is reasonably expected to be sustainable over the life of the form with no future pre...
	b. a statement that the policy design and coverage provided have been reviewed and taken into consideration;
	c. a statement that the underwriting and claims adjudication processes have been reviewed and taken into consideration;
	d. a complete description of the basis for contract reserves that are anticipated to be held under the form, to include:
	i. sufficient detail or sample calculations provided so as to have a complete depiction of the reserve amounts to be held;
	ii. a statement that the assumptions used for reserves contain reasonable margins for adverse experience;
	iii. a statement that the net valuation premium for renewal years does not increase (except for attained-age rating where permitted); and
	iv. a statement that the difference between the gross premium and the net valuation premium for renewal years is sufficient to cover expected renewal expenses; or if such a statement cannot be made, a complete description of the situations where this...
	(a). an aggregate distribution of anticipated issues may be used as long as the underlying gross premiums maintain a reasonably consistent relationship;
	(b). if the gross premiums for certain age groups appear to be inconsistent with this requirement, the commissioner may request a demonstration under §1917.C based on a standard age distribution; and

	e.i. a statement that the premium rate schedule is not less than the premium rate schedule for existing similar policy forms also available from the insurer except for reasonable differences attributable to benefits; or
	ii. a comparison of the premium schedules for similar policy forms that are currently available from the insurer with an explanation of the differences.


	C.1. The commissioner may request an actuarial demonstration that benefits are reasonable in relation to premiums. The actuarial demonstration shall include either premium and claim experience on similar policy forms, adjusted for any premium or benef...
	2. In the event the commissioner asks for additional information under this provision, the period in §1917.B does not include the period during which the insurer is preparing the requested information.


	§1919. Requirements to Offer Inflation Protection
	A. No insurer may offer a long-term care insurance policy unless the insurer also offers to the policyholder, in addition to any other inflation protection, the option to purchase a policy that provides for benefit levels to increase with benefit maxi...
	1. increases benefit levels annually in a manner so that the increases are compounded annually at a rate not less than 5 percent;
	2. guarantees the insured individual the right to periodically increase benefit levels without providing evidence of insurability or health status, so long as the option for the previous period has not been declined. The amount of the additional benef...
	3. covers a specified percentage of actual or reasonable charges and does not include a maximum specified indemnity amount or limit.

	B. Where the policy is issued to a group, the required offer in §1919.A shall be made to the group policyholder; except, if the policy is issued to a group defined in R.S. 22:1734(4)(d), other than to a continuing care retirement community, the offeri...
	C. The offer in §1919.A shall not be required of life insurance policies or riders containing accelerated long-term care benefits.
	D.1. Insurers shall include the following information in or with the outline of coverage:
	a. a graphic comparison of the benefit levels of a policy that increases benefits over the policy period with a policy that does not increase benefits. The graphic comparison shall show benefit levels over at least a 20-year period;
	b. any expected premium increases or additional premiums to pay for automatic or optional benefit increases.
	2. An insurer may use a reasonable hypothetical, or a graphic demonstration, for the purposes of this disclosure.

	E. Inflation protection benefit increases, under a policy which contains such benefits, shall continue without regard to an insured's age, claim status, or claim history, or the length of time the person has been insured under the policy.
	F. An offer of inflation protection which provides for automatic benefit increases shall include an offer of a premium which the insurer expects to remain constant. Such offer shall disclose, in a conspicuous manner, that the premium may change in the...
	G.1. Inflation protection, as provided in §1919.A.1, shall be included in a long-term care insurance policy unless an insurer obtains a rejection of inflation protection, signed by the policyholder, as required in §1919.G.1. The rejection may be eithe...
	2. The rejection shall be considered a part of the application and shall state:


	§1921. Prohibition against Post-Claim Underwriting (former §1915)
	A. All applications for long-term care insurance policies or certificates, except those which are guaranteed issue, shall contain clear and unambiguous questions designed to ascertain the health condition of the applicant.
	B.1. If an application for long-term care insurance contains a question which asks whether the applicant has had medication prescribed by a physician, it must also ask the applicant to list the medication that has been prescribed.
	2. If the medications listed in such application were known by the insurer, or should have been known at the time of application, to be directly related to a medical condition for which coverage would otherwise be denied, then the policy or certificat...

	C. Except for policies or certificates which are guaranteed issue:
	1. the following language shall be set out conspicuously, and in close conjunction with the applicant's signature block, on an application for a long-term care insurance policy or certificate:
	2. the following language, or language substantially similar to the following, shall be set out conspicuously on the long-term care insurance policy or certificate at the time of delivery:
	3. prior to issuance of a long-term care policy or certificate to an applicant age 80 or older, the insurer shall obtain one of the following:
	a. a report of a physical examination;
	b. an assessment of functional capacity;
	c. an attending physician's statement; or
	d. copies of medical records.


	D. A copy of the completed application or enrollment form (whichever is applicable) shall be delivered to the insured no later than at the time of delivery of the policy or certificate, unless it was retained by the applicant at the time of application.
	E. Every insurer or other entity selling or issuing  long-term care insurance benefits shall maintain a record of all policy or certificate rescissions, both state and countrywide, except those which the insured voluntarily effectuated, and shall annu...

	§1923. Minimum Standards for Home Health and Community Care Benefits in Long-Term Care Insurance Policies (former §1917)
	A. A long-term care insurance policy or certificate shall not, if it provides benefits for home health care or community care services, limit or exclude benefits:
	1. by requiring that the insured or claimant would need care in a skilled nursing facility if home health care services were not provided;
	2. by requiring that the insured or claimant first, or simultaneously, receive nursing or therapeutic services, or both, in a home, community, or institutional setting before home health care services are covered;
	3. by limiting eligible services to services provided by registered nurses or licensed practical nurses;
	4. by requiring that a nurse or therapist provide services covered by the policy that can be provided by a home health aide, or other licensed or certified home care worker acting within the scope of his or her licensure or certification;
	5. by excluding coverage for personal care services provided by a home health aide;
	6. by requiring that the provision of home health care services be at a level of certification or licensure greater than that required by the eligible service;
	7. by requiring that the insured or claimant have an acute condition before home health care services are covered;
	8. by limiting benefits to services provided by Medicare-certified agencies or providers;
	9. by excluding coverage for adult day care services.

	B. A long-term care insurance policy or certificate, if it provides for home health or community care services, shall provide total home health or community care coverage that is a dollar amount equivalent to at least one-half of one year's coverage a...
	C. Home health care coverage may be applied to the non-home health care benefits provided in the policy or certificate when determining maximum coverage under the terms of the policy or certificate.

	§1925. Requirements for Application Forms and Replacement Coverage (former §1921)
	A. Application forms shall include the following questions designed to elicit information as to whether, as of the date of the application, the applicant has another  long-term care insurance policy or certificate in force or whether a long-term care ...
	1. Do you have another long-term care insurance policy or certificate in force (including health care service contract, health maintenance organization contract)?
	2. Did you have another long-term care insurance policy or certificate in force during the last 12 months?
	a. If so, with which company?
	b. If that policy lapsed, when did it lapse?

	3. Are you covered by Medicaid?
	4. Do you intend to replace any of your medical or health insurance coverage with this policy (certificate)?

	B. Producers shall list any other health insurance policies they have sold to the applicant.
	1. List policies sold which are still in force.
	2. List policies sold in the past five years which are no longer in force.

	C. Solicitations Other than Direct Response. Upon determining that a sale will involve replacement, an insurer, other than an insurer using direct response solicitation methods, or its producer, shall furnish the applicant, prior to issuance or delive...
	D. Direct Response Solicitations. Insurers using direct response solicitation methods shall deliver a notice regarding replacement of accident and sickness or long-term care coverage to the applicant upon issuance of the policy. The required notice sh...
	E. Where replacement is intended, the replacing insurer shall notify, in writing, the existing insurer of the proposed replacement. The existing policy shall be identified by the insurer, name of the insured, and policy number or address, including zi...
	F. Life Insurance policies that accelerate benefits for long-term care shall comply with this Section if the policy being replaced is a long-term care insurance policy. If the policy being replaced is a life insurance policy, the insurer shall comply ...

	§1927. Reporting Requirements (former §1923)
	A. Every insurer shall maintain records for each producer of that producer's amount of replacement sales as a percentage of the producer's total annual sales and the amount of lapses of long-term care insurance policies sold by the producer as a perce...
	B. Each insurer shall report annually, by June 30, the 10 percent of its producers with the greatest percentages of lapses and replacements, as measured by §1927.A (§1961, Appendix G).
	C. Reported replacement and lapse rates do not alone constitute a violation of insurance laws or necessarily imply wrongdoing. The reports are for the purpose of reviewing more closely producer activities regarding the sale of  long-term care insurance.
	D. Every insurer shall report annually, by June 30, the number of lapsed policies as a percentage of its total annual sales and as a percentage of its total number of policies in force as of the end of the preceding calendar year (§1961, Appendix G).
	E. Every insurer shall report annually, by June 30, the number of replacement policies sold as a percentage of its total annual sales and as a percentage of its total number of policies in force as of the preceding calendar year (§1961, Appendix G).
	F. Every insurer shall report annually, by June 30, for qualified long-term care insurance contracts, the number of claims denied for each class of business, expressed as a percentage of claims denied (§1961, Appendix E).
	G. For purposes of §1927:
	1. policy means only long-term care insurance; and
	2. subject to §1927.G.3, claim means a request for a payment of benefits under an in force policy regardless of whether the benefit claimed is covered under the policy or any terms or conditions of the policy have been met;
	3. denied means the insurer refuses to pay a claim for any reason other than for claims not paid for failure to meet the waiting period or because of an applicable preexisting condition; and
	4. report means on a statewide basis.

	H. Reports required under this Section shall be filed with the commissioner.

	§1929. Licensing (former §1925)
	A. A producer is not authorized to market, sell, solicit, or negotiate with respect to long-term care except as authorized by R.S. 22:1133 and R.S. 22:1137(A)(1) and (2).

	§1931. Discretionary Powers of Commissioner  (former §1927)
	A. The commissioner may, upon written request and after an administrative hearing, issue an order to modify or suspend a specific provision or provisions of this regulation with respect to a specific long-term care insurance policy or certificate upon...
	1. the modification or suspension would be in the best interest of the insureds;
	2. the purposes to be achieved could not be effectively or efficiently achieved without the modification or suspension; and
	3.a. the modification or suspension is necessary to the development of an innovative and reasonable approach for insuring long-term care; or
	b. the policy or certificate is to be issued to residents of a life care or continuing care retirement community or some other residential community for the elderly and the modification or suspension is reasonably related to the special needs or natur...
	c. the modification or suspension is necessary to permit long-term care insurance to be sold as part of, or in conjunction with, another insurance product.



	§1933. Reserve Standards (former §1929)
	A. When long-term care benefits are provided through the acceleration of benefits under group or individual life policies or riders to such policies, policy reserves for the benefits shall be determined in accordance with R.S. 22:162, R.S. 22:162.1. a...
	B. Reserves for policies and riders subject to §1933.B should be based on the multiple decrement model, utilizing all relevant decrements except for voluntary termination rates. Single decrement approximations are acceptable if the calculation produce...
	C.1. In the development and calculation of reserves for policies and riders subject to §1933.C, due regard shall be given to the applicable policy provisions, marketing methods, administrative procedures, and all other considerations which have an imp...
	a. definition of insured events;
	b. covered long-term care facilities;
	c. existence of home convalescence care coverage;
	d. definition of facilities;
	e. existence or absence of barriers to eligibility;
	f. premium waiver provision;
	g. renewability;
	h. ability to raise premiums;
	i. marketing method;
	j. underwriting procedures;
	k. claims adjustment procedures;
	l. waiting period;
	m. maximum benefit;
	n. availability of eligible facilities;
	o. margins in claim costs;
	p. optional nature of benefit;
	q. delay in eligibility for benefit;
	r. inflation protection provisions; and
	s. guaranteed insurability option.
	2. Any applicable valuation morbidity table shall be certified as appropriate as a statutory valuation table by a member of the American Academy of Actuaries.

	D. When long-term care benefits are provided other than as in §1933.A, reserves shall be determined in accordance with prevailing NAIC actuarial standards.

	§1935. Loss Ratio (former §1931)
	A. This Section shall apply to all long-term care insurance policies or certificates except those covered under §1917 and §1937.
	B. Benefits under long-term care insurance policies shall be deemed reasonable in relation to premiums, provided the expected loss ratio is at least 60 percent, calculated in a manner which provides for adequate reserving of the  long-term care insura...
	1. statistical credibility of incurred claims experience and earned premiums;
	2. the period for which rates are computed to provide coverage;
	3. experienced and projected trends;
	4. concentration of experience within early policy duration;
	5. expected claim fluctuation;
	6. experience refunds, adjustments, or dividends;
	7. renewability features;
	8. all appropriate expense factors;
	9. interest;
	10. experimental nature of the coverage;
	11. policy reserves;
	12. mix of business by risk classification; and
	13. product features such as long elimination periods, high deductibles, and high maximum limits.

	C. Section 1935.B shall not apply to life insurance policies that accelerate benefits for long-term care. A life insurance policy that funds long-term care benefits entirely by accelerating the death benefit is considered to provide reasonable benefit...
	1. the interest credited internally to determine cash value accumulations, including long-term care, if any, are guaranteed not to be less than the minimum guaranteed interest rate for cash value accumulations without long-term care set forth in the p...
	2. the portion of the policy that provides life insurance benefits meets the nonforfeiture requirements of R.S. 22:168;
	3. the policy meets the disclosure requirements of R.S. 22:1736(H), (I) and (J);
	4. any policy illustration that meets the applicable requirements of Regulation 55; and
	5. an actuarial memorandum is filed with the insurance department that includes:
	a. a description of the basis on which the long-term care rates were determined;
	b. a description of the basis for the reserves;
	c. a summary of the type of policy, benefits, renewability, general marketing method, and limits on ages of issuance;
	d. a description and a table of each actuarial assumption used. For expenses, an insurer must include percent of premium dollars per policy and dollars per unit of benefits, if any;
	e. a description and a table of the anticipated policy reserves and additional reserves to be held in each future year for active lives;
	f. the estimated average annual premium per policy and the average issue age;
	g. a statement as to whether underwriting is performed at the time of application. The statement shall indicate whether underwriting is used and, if used, the statement shall include a description of the type or types of underwriting used, such as med...
	h. a description of the effect of the long-term care policy provision on the required premiums, nonforfeiture values and reserves on the underlying life insurance policy, both for active lives and those in long-term care claim status.



	§1937. Premium Rate Schedule Increases
	A. This Section shall apply as follows.
	1. Except as provided in §1937.A.2, §1937 applies to any long-term care policy or certificate issued in this state on or after August 19, 2005.
	2. For certificates issued on or after the effective date of this amended regulation under a group long-term care insurance policy as defined in R.S. 22:1734(4)(a), which policy was in force at the time this amended regulation became effective, the pr...

	B. An insurer shall provide notice of a pending premium rate schedule increase, including an exceptional increase, to the commissioner at least 45 days prior to the notice to the policyholders and shall include:
	1. information required by §1915;
	2. certification by a qualified actuary that:
	a. if the requested premium rate schedule increase is implemented and the underlying assumptions, which reflect moderately adverse conditions, are realized, no further premium rate schedule increases are anticipated;
	b. the premium rate filing is in compliance with the provisions of §1937;

	3. an actuarial memorandum justifying the rate schedule change request that includes:
	a. lifetime projections of earned premiums and incurred claims based on the filed premium rate schedule increase; and the method and assumptions used in determining the projected values, including reflection of any assumptions that deviate from those ...
	i. annual values for the five years preceding and the three years following the valuation date shall be provided separately;
	ii. the projections shall include the development of the lifetime loss ratio, unless the rate increase is an exceptional increase;
	iii. the projections shall demonstrate compliance with §1937.C; and
	iv. for exceptional increases:
	(a). the projected experience should be limited to the increases in claims expenses attributable to the approved reasons for the exceptional increase; and
	(b). in the event the commissioner determines as provided in §1905.A.4 that offsets may exist, the insurer shall use appropriate net projected experience;

	b. disclosure of how reserves have been incorporated in this rate increase whenever the rate increase will trigger contingent benefit upon lapse;
	c. disclosure of the analysis performed to determine why a rate adjustment is necessary, which pricing assumptions were not realized and why, and what other actions taken by the company have been relied on by the actuary;
	d. a statement that policy design, underwriting and claims adjudication practices have been taken into consideration; and
	e. in the event that it is necessary to maintain consistent premium rates for new certificates and certificates receiving a rate increase, the insurer will need to file composite rates reflecting projections of new certificates;

	4. a statement that renewal premium rate schedules are not greater than new business premium rate schedules except for differences attributable to benefits, unless sufficient justification is provided to the commissioner; and
	5. sufficient information for review and approval of the premium rate schedule increase by the commissioner.

	C. All premium rate schedule increases shall be determined in accordance with the following requirements:
	1. exceptional increases shall provide that 70 percent of the present value of projected additional premiums from the exceptional increase will be returned to policyholders in benefits;
	2. premium rate schedule increases shall be calculated such that the sum of the accumulated value of incurred claims, without the inclusion of active life reserves, and the present value of future projected incurred claims, without the inclusion of ac...
	a. the accumulated value of the initial earned premium times 58 percent;
	b. 85 percent of the accumulated value of prior premium rate schedule increases on an earned basis;
	c. the present value of future projected initial earned premiums times 58 percent; and
	d. 85 percent of the present value of future projected premiums not in §1937.C.2.c on an earned basis;

	3. in the event that a policy form has both exceptional and other increases, the values in §1937.C.2.b and d will also include 70 percent for exceptional rate increase amounts; and
	4. all present and accumulated values used to determine rate increases shall use the maximum valuation interest rate for contract reserves as defined annually under R.S. 22:163. The actuary shall disclose as part of the actuarial memorandum the use of...

	D. For each rate increase that is implemented, the insurer shall file for approval by the commissioner updated projections, as defined in §1937.B.3.a, annually for the next three years and include a comparison of actual results to projected values. Th...
	E. If any premium rate in the revised premium rate schedule is greater than 200 percent of the comparable rate in the initial premium schedule, lifetime projections, as defined in §1937.B.3.a, shall be filed for approval by the commissioner every five...
	F.1. If the commissioner has determined that the actual experience following a rate increase does not adequately match the projected experience and that the current projections under moderately adverse conditions demonstrate that incurred claims will ...
	a. premium rate schedule adjustments; or
	b. other measures to reduce the difference between the projected and actual experience.
	2. In determining whether the actual experience adequately matches the projected experience, consideration should be given to §1937.B.3.e, if applicable.

	G. If the majority of the policies or certificates to which the increase is applicable are eligible for the contingent benefit upon lapse, the insurer shall file:
	1. a plan, subject to commissioner approval, for improved administration or claims processing designed to eliminate the potential for further deterioration of the policy form requiring further premium rate schedule increases, or both, or to demonstrat...
	2. the original anticipated lifetime loss ratio, and the premium rate schedule increase that would have been calculated according to §1937.C had the greater of the original anticipated lifetime loss ratio or 58 percent been used in the calculations de...

	H.1. For a rate increase filing that meets the following criteria, the commissioner shall review, for all policies included in the filing, the projected lapse rates and past lapse rates during the 12 months following each increase to determine if sign...
	a. the rate increase is not the first rate increase requested for the specific policy form or forms;
	b. the rate increase is not an exceptional increase; and
	c. the majority of the policies or certificates to which the increase is applicable are eligible for the contingent benefit upon lapse.
	2. In the event significant adverse lapsation has occurred, is anticipated in the filing or is evidenced in the actual results as presented in the updated projections provided by the insurer following the requested rate increase, the commissioner may ...
	a. The offer shall:
	i. be subject to the approval of the commissioner;
	ii. be based on actuarially sound principles, but not be based on attained age; and
	iii. provide that maximum benefits under any new policy accepted by an insured shall be reduced by comparable benefits already paid under the existing policy.
	b. The insurer shall maintain the experience of all the replacement insureds separate from the experience of insureds originally issued the policy forms. In the event of a request for a rate increase on the policy form, the rate increase shall be limi...
	i. the maximum rate increase determined based on the combined experience; and
	ii. the maximum rate increase determined based only on the experience of the insureds originally issued the form plus 10 percent.


	I. If the commissioner determines that the insurer has exhibited a persistent practice of filing inadequate initial premium rates for long-term care insurance, the commissioner may, in addition to the provisions of §1937.H of this Section, prohibit th...
	1. filing and marketing comparable coverage for a period of up to five years; or
	2. offering all other similar coverages and limiting marketing of new applications to the products subject to recent premium rate schedule increases.

	J. Section 1937.A through I shall not apply to policies for which the long-term care benefits provided by the policy are incidental, as defined in §1905.B, if the policy complies with all of the following provisions:
	1. the interest credited internally to determine cash value accumulations, including long-term care, if any, are guaranteed not to be less than the minimum guaranteed interest rate for cash value accumulations without long-term care set forth in the p...
	2. the portion of the policy that provides insurance benefits other than long-term care coverage meets the nonforfeiture requirements as applicable in any of the following:
	a. R.S. 22:168;
	b. R.S. 22:173.1; and
	c. R.S. 22:1500;

	3. the policy meets the disclosure requirements of R.S. 22:1736(H), (I), and (J);
	4. the portion of the policy that provides insurance benefits other than long-term care coverage meets the requirements as applicable in the following:
	a. policy illustrations as required by Regulation 55;
	b. disclosure requirements in Regulation 28;

	5. an actuarial memorandum is filed with the insurance department that includes:
	a. a description of the basis on which the long-term care rates were determined;
	b. a description of the basis for the reserves;
	c. a summary of the type of policy, benefits, renewability, general marketing method, and limits on ages of issuance;
	d. a description and a table of each actuarial assumption used. For expenses, an insurer must include percent of premium dollars per policy and dollars per unit of benefits, if any;
	e. a description and a table of the anticipated policy reserves and additional reserves to be held in each future year for active lives;
	f. the estimated average annual premium per policy and the average issue age;
	g. a statement as to whether underwriting is performed at the time of application. The statement shall indicate whether underwriting is used and, if used, the statement shall include a description of the type or types of underwriting used, such as med...
	h. a description of the effect of the long-term care policy provision on the required premiums, nonforfeiture values and reserves on the underlying insurance policy, both for active lives and those in long-term care claim status.


	K. Sections 1937.F and 1937.H shall not apply to group insurance policies as defined in R.S. 22:1734(4)(a) where:
	1. the policies insure 250 or more persons and the policyholder has 5,000 or more eligible employees of a single employer; or
	2. the policyholder, and not the certificateholders, pays a material portion of the premium, which shall not be less than 20 percent of the total premium for the group in the calendar year prior to the year a rate increase is filed.


	§1939. Filing Requirement (former §1933)
	A. Prior to a long-term care insurer or other similar organization offering group long-term care insurance to a resident of this state, pursuant to R.S. 22:1735, it shall file with the commissioner evidence that the group meets the requirements of R.S...

	§1941. Filing Requirements for Advertising  (former §1935)
	A. Every insurer, health care service plan, or other entity providing long-term care insurance or benefits in this state shall provide a copy of any long-term care insurance advertisement intended for use in this state, whether through written, radio,...
	B. The commissioner may exempt from these requirements any advertising form or material when, in the commissioner's opinion, this requirement may not be reasonably applied.

	§1943. Standards for Marketing (former §1937)
	A. Every insurer, health care service plan, or other entity marketing long-term care insurance coverage in this state, directly or through its producers, shall:
	1. establish marketing procedures and producer training requirements to assure that:
	a. any marketing activities, including any comparison of policies by its producers or other producers will be fair and accurate; and
	b. excessive insurance is not sold or issued;

	2. display prominently by type, stamp, or other appropriate means, on the first page of the outline of coverage and policy the following:
	3. provide copies of the disclosure forms required in §1915.C (Appendices B and F) to the applicant;
	4. inquire, and otherwise make every reasonable effort to identify, whether a prospective applicant or enrollee for long-term care insurance already has accident and sickness, or long-term care insurance and the types and amounts of any such insurance...
	5. establish auditable procedures for verifying compliance with §1943.A;
	6. if the state in which the policy or certificate is to be delivered or issued for delivery has a senior insurance counseling program, approved by the commissioner, the insurer shall, at solicitation, provide written notice to the prospective policyh...
	7. for long-term care health insurance policies and certificates, use the terms noncancellable or level premium only when the policy or certificate conforms to §1909.A.3 of this regulation;
	8. provide an explanation of contingent benefit upon lapse provided in §1949.D.3.

	B. In addition to the practices prohibited in R.S. 22:1211 et seq., the following acts and practices are prohibited.
	Cold Lead Advertising―making use directly, or indirectly, of any method of marketing which fails to disclose, in a conspicuous manner, that a purpose of the method of marketing is solicitation of insurance and that contact will be made by an insurance...
	High Pressure Tactics―employing any method of marketing having the effect of or tending to induce the purchase of insurance through force, fright, threat, whether explicit or implied, or undue pressure to purchase or recommend the purchase of insurance.
	Misrepresentation―misrepresenting a material fact in selling or offering to sell a long-term care insurance policy.
	Twisting―knowingly making any misleading representation or incomplete or fraudulent comparison of any insurance policies or insurers for the purpose of inducing, or tending to induce, any person to lapse, forfeit, surrender, terminate, retain, pledge,...

	C.1. With respect to the obligations set forth in §1943.C.1, the primary responsibility of an association, as defined in R.S. 22:1734(4)(b), when endorsing or selling long-term care insurance shall be to educate its members concerning long-term care i...
	2. The insurer shall file with the insurance department the following material:
	a. the policy and certificate;
	b. a corresponding outline of coverage; and
	c. all advertisements requested by the insurance department.

	3. The association shall disclose in any long-term care insurance solicitation:
	a. the specific nature and amount of the compensation arrangements (including all fees, commissions, administrative fees and other forms of financial support) that the association receives from endorsement or sale of the policy or certificate to its m...
	b. a brief description of the process under which the policies, and the insurer issuing the policies, were selected.

	4. If the association and the insurer have interlocking directorates or trustee arrangements, the association shall disclose that fact to its members.
	5. The board of directors of associations selling or endorsing long-term care insurance policies or certificates shall review and approve the insurance policies as well as the compensation arrangements made with the insurer.
	6.a. The association shall also:
	i. at the time of the association's decision to endorse, engage the services of a person with expertise in long-term care insurance, not affiliated with the insurer, to conduct an examination of the policies, including its benefits, features, and rat...
	ii. actively monitor the marketing efforts of the insurer and its producers; and
	iii. review and approve all marketing materials or other insurance communications used to promote sales or sent to members regarding the policies or certificates.
	b. Section 1943.C.6.a.i.-iii shall not apply to qualified long-term care insurance contracts.

	7. No group long-term care insurance policy or certificate may be issued to an association unless the insurer files with the state insurance department the information required in §1943.C.
	8. The insurer shall not issue a long-term care policy or certificate to an association or continue to market such a policy or certificate unless the insurer certifies annually that the association has complied with the requirements set forth in §1943.C.
	9. Failure to comply with the filing and certification requirements of §1943 constitutes an unfair trade practice in violation of R.S. 22:1211 et seq.


	§1945. Suitability (former §1939)
	A. Section 1945 shall not apply to life insurance policies that accelerate benefits for long-term care.
	B. Every insurer, health care service plan, or other entity marketing long-term care insurance (the issuer) shall:
	1. develop and use suitability standards to determine whether the purchase or replacement of long-term care insurance is appropriate for the needs of the applicant;
	2. train its producers in the use of its suitability standards; and
	3. maintain a copy of its suitability standards and make them available for inspection, upon request, by the commissioner.

	C.1. To determine whether the applicant meets the standards developed by the issuer, the producer and issuer shall develop procedures that take the following into consideration:
	a. the ability to pay for the proposed coverage and other pertinent financial information related to the purchase of the coverage;
	b. the applicant's goals or needs with respect to long-term care and the advantages and disadvantages of insurance to meet these goals or needs; and
	c. the values, benefits, and costs of the applicant's existing insurance, if any, when compared to the values, benefits, and costs of the recommended purchase or replacement.
	2. The issuer, and where a producer is involved, the producer shall make reasonable efforts to obtain the information set out in §1945.C.1. The efforts shall include presentation to the applicant at, or prior to, application the "Long-Term Care Insura...
	3. A completed personal worksheet shall be returned to the issuer prior to the issuer's consideration of the applicant for coverage, except the personal worksheet need not be returned for sales of employer group long-term care insurance to employees a...
	4. The sale or dissemination outside the company or agency by the issuer or producer of information obtained through the personal worksheet in §1961, Appendix B, is prohibited.

	D. The issuer shall use the suitability standards it has developed, pursuant to §1945, in determining whether issuing long-term care insurance coverage to an applicant is appropriate.
	E. Producers shall use the suitability standards developed by the issuer in marketing long-term care insurance.
	F. At the same time as the personal worksheet is provided to the applicant, the disclosure form entitled "Things You Should Know Before You Buy Long-Term Care Insurance" shall be provided. The form shall be in the format contained in §1961, Appendix C...
	G. If the issuer determines that the applicant does not meet its financial suitability standards, or if the applicant has declined to provide the information, the issuer may reject the application. In the alternative, the issuer shall send the applica...
	H. The issuer shall report annually to the commissioner the total number of applications received from residents of this state, the number of those who declined to provide information on the personal worksheet, the number of applicants who did not mee...

	§1947. Prohibition against Pre-Existing Conditions and Probationary Periods in Replacement Policies or Certificates (former §1941)
	A. If a long-term care insurance policy or certificate replaces another long-term care policy or certificate, the replacing insurer shall waive any time periods applicable to pre-existing conditions and probationary periods in the new long-term care p...

	§1949. Nonforfeiture Benefit Requirement  (former §1943)
	A. Section 1949 does not apply to life insurance policies or riders containing accelerated long-term care benefits.
	B. To comply with the requirement to offer a nonforfeiture benefit pursuant to the provisions of R.S. 22:1738:
	1. a policy or certificate offered with nonforfeiture benefits shall have coverage elements, eligibility, benefit triggers and benefit length that are the same as coverage to be issued without nonforfeiture benefits. The nonforfeiture benefit included...
	2. the offer shall be in writing if the nonforfeiture benefit is not otherwise described in the outline of coverage or other materials given to the prospective policyholder.

	C. If the offer required to be made under R.S. 22:1738 is rejected, the insurer shall provide the contingent benefit upon lapse described in §1949.
	D.1. After rejection of the offer required under R.S. 22:1738, for individual and group policies without nonforfeiture benefits issued after the effective date of §1949, the insurer shall provide a contingent benefit upon lapse.
	2. In the event a group policyholder elects to make the nonforfeiture benefit an option to the certificateholder, a certificate shall provide either the nonforfeiture benefit or the contingent benefit upon lapse.
	3. The contingent benefit on lapse shall be triggered every time an insurer increases the premium rates to a level which results in a cumulative increase of the annual premium equal to or exceeding the percentage of the insured's initial annual premiu...
	4. On or before the effective date of a substantial premium increase as defined in §1949.D.3, the insurer shall:
	a. offer to reduce policy benefits provided by the current coverage without the requirement of additional underwriting so that required premium payments are not increased;
	b. offer to convert the coverage to a paid-up status with a shortened benefit period in accordance with the terms of §1949.E. This option may be elected at any time during the 120-day period referenced in §1949.D.3; and
	c. notify the policyholder or certificateholder that a default or lapse at any time during the 120-day period referenced in §1949.D.3 shall be deemed to be the election of the offer to convert in §1949.D.4.b above.


	E. Benefits continued as nonforfeiture benefits, including contingent benefits upon lapse, are described in §1949.E.
	1. For purposes of §1949, attained age rating is defined as a schedule of premiums, starting from the issue date, which increases with increasing age at least 1 percent per year prior to age 50, and at least 3 percent per year beyond age 50.
	2. For purposes of §1949, the nonforfeiture benefit shall be a shortened benefit period providing paid-up  long-term care insurance coverage after lapse. The same benefits (amounts and frequency in effect at the time of lapse but not increased thereaf...
	3. The standard nonforfeiture credit will be equal to 100 percent of the sum of all premiums paid, including the premiums paid prior to any changes in benefits. The insurer may offer additional shortened benefit period options, as long as the benefits...
	4.a. The nonforfeiture benefit shall begin not later than the end of the third year following the policy or certificate issue date. The contingent benefit upon lapse shall be effective during the first three years as well as thereafter.
	b. Notwithstanding §1949.E.4.a, for a policy or certificate with attained age rating, the nonforfeiture benefit shall begin on the earlier of:
	i. the end of the tenth year following the policy or certificate issue date; or
	ii. the end of the second year following the date the policy or certificate is no longer subject to attained age rating.

	5. Nonforfeiture credits may be used for all care and services qualifying for benefits under the terms of the policy or certificate, up to the limits specified in the policy or certificate.

	F. All benefits paid by the insurer while the policy or certificate is in premium paying status and in the paid up status will not exceed the maximum benefits which would have been payable if the policy or certificate had remained in premium paying st...
	G. There shall be no difference in the minimum nonforfeiture benefits, as required under §1949, for group and individual policies.
	H. The requirements set forth in §1949 shall be effective January 1, 1999 and shall apply as follows.
	1. Except as provided in §1949.H.2, the provisions of §1949 apply to any long-term care policy issued in this state on or after the effective date of this amended regulation.
	2. For certificates issued on or after the effective date of §1949, under a group long-term care insurance policy, as defined in R.S. 22:1734(4)(a), which policy was in force at the time this amended regulation became effective, the provisions of §194...

	I. Premiums charged for a policy or certificate containing nonforfeiture benefits or a continuing benefit on lapse shall be subject to the loss ratio requirements of §1935 treating the policy as a whole.
	J. To determine whether contingent nonforfeiture upon lapse provisions are triggered under §1949.D.3, a replacing insurer that purchased or otherwise assumed a block or blocks of long-term care insurance policies from another insurer shall calculate t...
	K. A nonforfeiture benefit for qualified long-term care insurance contracts that are level premium contracts shall be offered that meets the following requirements:
	1. the nonforfeiture provision shall be appropriately captioned;
	2. the nonforfeiture provision shall provide that the amount of the benefit available in the event of a default in the payment of any premiums, and the amount of the benefit may be adjusted subsequent to being initially granted only as necessary to re...
	3. the nonforfeiture provision shall provide at least one of the following:
	a. reduced paid-up insurance;
	b. extended term insurance;
	c. shortened benefit period; or
	d. other similar offerings approved by the commissioner.



	§1951. Standards for Benefit Triggers (former §1945)
	A. A long-term care insurance policy shall condition the payment of benefits on a determination of the insured's ability to perform activities of daily living and on cognitive  impairment. Eligibility for the payment of benefits shall not be more rest...
	B.1. Activities of daily living shall include at least the following as defined in §1907 and in the policy:
	a. bathing;
	b. continence;
	c. dressing;
	d. eating;
	e. toileting; and
	f. transferring.
	2. Insurers may use activities of daily living to trigger covered benefits in addition to those contained in §1951.B.1, as long as they are defined in the policy.

	C. An insurer may use additional provisions for the determination of when benefits are payable under a policy or certificate; however the provisions shall not restrict, and are not in lieu of, the requirements contained in §1951.A-B.
	D. For purposes of §1951, the determination of a deficiency shall not be more restrictive than:
	1. requiring the hands-on assistance of another person to perform the prescribed activities of daily living; or
	2. if the deficiency is due to the presence of a cognitive impairment, supervision or verbal cueing by another person is needed in order to protect the insured or others.

	E. Assessments of activities of daily living and cognitive impairment shall be performed by licensed or certified professionals, such as physicians, nurses, or social workers.
	F. Long-term care insurance policies shall include a clear description of the process for appealing and resolving benefit determinations.
	G. The requirements set forth in §1951 shall be effective January 1, 1999 and shall apply as follows.
	1. Except as provided in §1951.G.2, the provisions of §1951 apply to a long-term care policy issued in this state on or after the effective date of the amended regulation.
	2. For certificates issued on or after the effective date of §1951, under a group long-term care insurance policy, as defined in R.S. 22:1734(4)(a) that was in force at the time this amended regulation became effective, the provisions of §1951 shall n...


	§1953. Additional Standards for Benefit Triggers for Qualified Long-Term Care Insurance Contracts (former §1947)
	A. For purposes of this Section the following definitions apply.
	1. Qualified long-term care services means services that meet the requirements of Section 7702B(c)(1) of the Internal Revenue Code of 1986, as amended, as follows: necessary diagnostic, preventive, therapeutic, curative, treatment, mitigation and reha...
	2.a. Chronically ill individual has the meaning prescribed for this term by Section 7702B(c)(2) of the Internal Revenue Code of 1986, as amended. Under this provision, a chronically ill individual means any individual who has been certified by a licen...
	i. being unable to perform (without substantial assistance from another individual) at least two activities of daily living for a period of at least 90 days due to a loss of functional capacity; or
	ii. requiring substantial supervision to protect the individual from threats to health and safety due to severe cognitive impairment.
	b. The term chronically ill individual shall not include an individual otherwise meeting these requirements unless within the preceding 12-month period a licensed health care practitioner has certified that the individual meets these requirements.

	3. Licensed health care practitioner means a physician, as defined in Section 1861(r)(1) of the Social Security Act, a registered professional nurse, licensed social worker or other individual who meets requirements prescribed by the secretary of the ...
	4. Maintenance or personal care services means any care the primary purpose of which is the provision of needed assistance with any of the disabilities as a result of which the individual is a chronically ill individual (including the protection from ...

	B. A qualified long-term care insurance contract shall pay only for qualified long-term care services received by a chronically ill individual provided pursuant to a plan of care prescribed by a licensed health care practitioner.
	C. A qualified long-term care insurance contract shall condition the payment of benefits on a determination of the insured's ability to perform activities of daily living for an expected period of at least 90 days due to a loss of functional capacity ...
	D. Certifications regarding activities of daily living and cognitive impairment required pursuant to §1953.C shall be performed by the following licensed or certified professionals: physicians, registered professional nurses, licensed social workers, ...
	E. Certifications required pursuant to §1953.C may be performed by a licensed health care professional at the direction of the carrier as is reasonably necessary with respect to a specific claim, except that when a licensed health care practitioner ha...
	F. Qualified long-term care contracts shall include a clear description of the process for appealing and resolving disputes with respect to benefit determinations.

	§1955. Standard Format Outline of Coverage  (former §1949)
	A. Section 1955 of the regulation implements, interprets, and makes specific the provisions of R.S. 22:1736(G) in prescribing a standard format and the content of an outline of coverage.
	B. The outline of coverage shall be a free-standing document, using no smaller than 10-point type.
	C. The outline of coverage shall contain no material of an advertising nature.
	D. Text that is capitalized or underscored in the standard format outline of coverage may be emphasized by other means that provide prominence equivalent to the capitalization or underscoring.
	E. Use of the text and sequence of text of the standard format outline of coverage is mandatory, unless otherwise specifically indicated.
	F. Format for outline of coverage:
	OR
	9. benefits provided by this policy.
	10. limitations and exclusions.


	§1957. Requirement to Deliver Shopper's Guide (former §1951)
	A. A long-term care insurance shopper's guide in the format developed by the NAIC, or a guide developed or approved by the commissioner, shall be provided to all prospective applicants of a long-term care insurance policy or certificate.
	1. In the case of producer solicitations, a producer must deliver the shopper's guide prior to the presentation of an application or enrollment form.
	2. In the case of direct response solicitations, the shopper's guide must be presented in conjunction with any application or enrollment form.

	B. Life insurance policies or riders containing accelerated long-term care benefits are not required to furnish the above-referenced guide, but shall furnish the policy summary required under R.S. 22:1736(I).

	§1959. Penalties (former §1953)
	A. In addition to any other penalties provided by the law, any insurer and any producer found to have violated any requirement of this state relating to the regulation of  long-term care insurance or the marketing of such insurance shall be subject to...

	§1961. Appendices (former §1955)
	A. Appendix A
	B. Appendix B
	People buy long-term care insurance for many reasons. Some don’t want to use their own assets to pay for long-term care. Some buy insurance to make sure they can choose the type of care they get. Others don't want their family to have to pay for care ...
	By state law the insurance company must fill out part of the information on this worksheet and ask you to fill out the rest to help you and the company decide if you should buy this policy.
	UPolicy Form NumbersU _________________________________________
	The premium for the coverage you are considering will be [$ _________per month, or $________ per year.] [a one-time single premium of $_________.]
	UType of Policy (noncancellable/guaranteed renewable):U ______________
	UThe Company's Right to Increase Premiums:U ______________________
	[The company cannot raise your rates on this policy.] [The company has a right to increase premiums on this policy form in the future, provided it raises rates for all policies in the same class in this state.] [Insurers shall use appropriate brackete...
	URate Increase History
	The company has sold long-term care insurance since [year] and has sold this policy since [year]. [The company has never raised its rates for any long-term care policy it has sold in this state or any other state.] [The company has not raised its rate...
	UQuestions Related to Your Income
	How will you pay each year's premiums?
	 From my Income  From my Savings/Investments  My Family will Pay
	What is your annual income? (check one)
	 Under $10,000  $[10-20,000]  $[20-30,000]
	 $[30-50,000]  Over $50,000
	How do you expect your income to change over the next 10 years?  (check one)
	 No change  Increase  Decrease
	If you will be paying premiums with money received only from your own income, a rule of thumb is that you may not be able to afford this policy if the premiums will be more than 7 percent of your income.
	Will you buy inflation protection? (check one)    Yes    No
	If not, have you considered how you will pay for the difference between future costs and your daily benefit amount?
	From my Income  From my Savings/Investments  My Family will Pay
	The national average annual cost of care in [insert year] was [insert $ amount], but this figure varies across the country. In ten years the national average annual cost would be about [insert $ amount] if costs increase 5% annually.
	What elimination period are you considering?
	Number of days ______ Approximate cost $_______ for that period of care.
	How are you planning to pay for your care during the elimination period? (check one)
	From my Income  From my Savings/Investments  My Family will Pay
	UQuestions Related to Your Savings and Investments
	Not counting your home, about how much are all of your assets (your savings and investments) worth? (check one)
	Under $20,000  $20,000-$30,000  $30,000-$50,000 Over $50,000
	How do you expect your assets to change over the next ten years?  (check one)
	 Stay about the same  Increase  Decrease
	If you are buying this policy to protect your assets and your assets are less than $30,000, you may wish to consider other options for financing your long-term care.
	Disclosure Statement
	Signed:_____________________          ___________________________
	(Applicant)          (Date)
	[ I explained to the applicant the importance of completing this information.
	Signed:_____________________           ____________________________
	(Producer)            (Date)
	Producer's Printed Name:________________________________________]
	[In order for us to process your application, please return this signed statement to [name of company], along with your application.]
	[My producer has advised me that this policy does not seem to be suitable for me. However, I still want the company to consider my application.
	Signed:______________________          ___________________________]
	(Applicant)            (Date)
	The company may contact you to verify your answers.
	C. Appendix C
	D. Appendix D
	Dear [Applicant]:
	Your recent application for long-term care insurance included a "personal worksheet," which asked questions about your finances and your reasons for buying long-term care insurance. For your protection, state law requires us to consider this informati...
	[Your answers indicate that long-term care insurance may not meet your financial needs. We suggest that you review the information provided along with your application, including the booklet "Shopper's Guide to Long-Term Care Insurance" and the page t...
	[You chose not to provide any financial information for us to review.]
	We have suspended our final review of your application. If, after careful consideration, you still believe this policy is what you want, check the appropriate box below and return this letter to us within the next 60 days. We will then continue review...
	If we do not hear from you within the next 60 days, we will close your file and not issue you a policy. You should understand that you will not have any coverage until we hear back from you, approve your application and issue you a policy.
	Please check one box and return in the enclosed envelope.
	□ Yes, [although my worksheet indicates that long-term care insurance may not be a suitable purchase,] I wish to purchase this coverage. Please resume review of my application.
	□  No. I have decided not to buy a policy at this time.
	____________________________        _________________________
	Applicant Signature         Date
	Please return to [issuer] at [address] by [date].
	E. Appendix E
	For the State of __________________________
	For the Reporting Year of _________________
	Company Name: ____________________________ Due: June 30 annually
	Company Address: _____________________________________________
	_____________________________________________________________
	_____________________________________________________________
	Company NAIC Number: _______________________________________
	Contact Person: __________________ Phone Number:________________
	Line of Business: ____________Individual  __________Group ________
	UInstructions
	The purpose of this form is to report all long-term care claim denials under in force long-term care insurance policies. "Denied" means a claim that is not paid for any reason other than for claims not paid for failure to meet the waiting period or be...
	1. The nationwide data may be viewed as a more representative and credible indicator where the data for claims reported and denied for your state are small in number.
	2. Example―home health care claim filed under a nursing home only policy.
	3. Example―a facility that does not meet the minimum level of care requirements or the licensing requirements as outlined in the policy.
	4. Examples―a benefit trigger not met, certification by a licensed health care practitioner not provided, no plan of care.
	F. Appendix F
	This form provides information to the applicant regarding premium rate schedules, rate schedule adjustments, potential rate revisions, and policyholder options in the event of a rate increase.
	UInsurers shall provide all of the following information to the applicant:
	1. [Premium Rate] [Premium Rate Schedules]: [Premium rate] [Premium rate schedules] that [is][are] applicable to you and that will be in effect until a request is made and [filed][approved] for an increase [is][are] [on the application][$_____])
	2. The [premium] [premium rate schedule] for this policy [will be shown on the schedule page of] [will be attached to] your policy.
	3. Rate Schedule Adjustments:
	The company will provide a description of when premium rate or rate schedule adjustments will be effective (e.g., next anniversary date, next billing date, etc.) (fill in the blank): __________________.
	4. Potential Rate Revisions:
	This policy is Guaranteed Renewable. This means that the rates for this product may be increased in the future. Your rates can NOT be increased due to your increasing age or declining health, but your rates may go up based on the experience of all po...
	If you receive a premium rate or premium rate schedule increase in the future, you will be notified of the new premium amount and you will be able to exercise at least one of the following options:
	 Pay the increased premium and continue your policy in force as is.
	 Reduce your policy benefits to a level such that your premiums will not increase. (Subject to state law minimum standards.)
	 Exercise your nonforfeiture option if purchased. (This option is available for purchase for an additional premium.)
	 Exercise your contingent nonforfeiture rights.* (This option may be available if you do not purchase a separate nonforfeiture option.)
	Turn the Page
	*UContingent Nonforfeiture
	If the premium rate for your policy goes up in the future and you didn’t buy a nonforfeiture option, you may be eligible for contingent nonforfeiture. Here's how to tell if you are eligible:
	You will keep some long-term care insurance coverage, if:
	 Your premium after the increase exceeds your original premium by the percentage shown (or more) in the following table; and
	 You lapse (not pay more premiums) within 120 days of the increase.
	The amount of coverage (i.e., new lifetime maximum benefit amount) you will keep will equal the total amount of premiums you’ve paid since your policy was first issued. If you have already received benefits under the policy, so that the remaining max...
	Except for this reduced lifetime maximum benefit amount, all other policy benefits will remain at the levels attained at the time of the lapse and will not increase thereafter.
	Should you choose this Contingent Nonforfeiture option, your policy, with this reduced maximum benefit amount, will be considered “paid-up” with no further premiums due.
	Example:
	 You bought the policy at age 65 and paid the $1,000 annual premium for 10 years, so you have paid a total of $10,000 in premium.
	 In the eleventh year, you receive a rate increase of 50%, or $500 for a new annual premium of $1,500, and you decide to lapse the policy (not pay any more premiums).
	 Your "paid-up" policy benefits are $10,000 (provided you have a least $10,000 of benefits remaining under your policy.)
	Turn the Page
	G. Appendix G
	For  the State of  _________ For the Reporting Year of ________________
	Company Name: __________________________ Due: June 30 annually
	Company Address: _____________ Company NAIC Number: __________
	Contact Person: ___________________ Phone Number: (____)_________
	Instructions
	The purpose of this form is to report on a statewide basis information regarding long-term care insurance policy replacements and lapses. Specifically, every insurer shall maintain records for each producer on that producer's amount of long-term care...
	Listing of the 10% of Producers with the Greatest Percentage of Replacements
	Listing of the 10% of Producers with the Greatest Percentage of Lapses
	Company Totals
	Percentage of Replacement Policies Sold to Total Annual Sales ____%
	Percentage of Replacement Policies Sold to Policies In Force  (as of the end of the preceding calendar year)      ____%
	Percentage of Lapsed Policies to Total Annual Sales     ____%
	Percentage of Lapsed Policies to Policies In Force  (as of the end of the preceding calendar year)      ____%


	Chapter 21.  Regulation 47―Actuarial Opinion and Memorandum Regulation
	§2101. Purpose
	A. The purpose of this regulation is to prescribe:
	1. requirements for statements of actuarial opinion that are to be submitted in accordance with R.S. 22:162.1, and for memoranda in support thereof;
	2. rules applicable to the appointment of an appointed actuary; and
	3. guidance as to the meaning of "adequacy of reserves."


	§2103. Authority
	A. This regulation is issued pursuant to the authority vested in the commissioner of insurance of the State of Louisiana under R.S. 22:162.1. This regulation will take effect for annual statements for the year 2005.

	§2105. Scope
	A. This regulation shall apply to all life insurance companies and fraternal benefit societies doing business in this state and to all life insurance companies and fraternal benefit societies that are authorized to reinsure life insurance, annuities o...
	B. This regulation shall be applicable to all annual statements filed with the office of the commissioner after the effective date of this regulation. A statement of opinion on the adequacy of the reserves and related actuarial items based on an asset...

	§2107. Definitions
	Actuarial Opinion―the opinion of an appointed actuary regarding the adequacy of the reserves and related actuarial items based on an asset adequacy analysis in accordance with §2111 of this regulation and with applicable Actuarial Standards of Practice.
	Actuarial Standards Board―the board established by the American Academy of Actuaries to develop and promulgate standards of actuarial practice.
	Annual Statement―that statement required by Section  R.S. 22:1451 of the Insurance Law to be filed by the company with the office of the commissioner annually.
	Appointed Actuary―an individual who is appointed or retained in accordance with the requirements set forth in §2109.C. of this regulation to provide the actuarial opinion and supporting memorandum as required by R.S. 22:162.1.
	Asset Adequacy Analysis―an analysis that meets the standards and other requirements referred to in §2109.D. of this regulation.
	Commissioner―the insurance commissioner of this state.
	Company―a life insurance company, fraternal benefit society or reinsurer subject to the provisions of this regulation.
	Qualified Actuary―an individual who meets the requirements set forth in §2109.B. of this regulation.

	§2109. General Requirements
	A. Submission of Statement of Actuarial Opinion
	1. There is to be included on or attached to Page 1 of the annual statement for each year beginning with the year in which this regulation becomes effective the statement of an appointed actuary, entitled "Statement of Actuarial Opinion," setting fort...
	2. Upon written request by the company, the commissioner may grant an extension of the date for submission of the statement of actuarial opinion.

	B. Qualified Actuary. A "qualified actuary" is an individual who:
	1. is a member in good standing of the American Academy of Actuaries;
	2. is qualified to sign statements of actuarial opinion for life and health insurance company annual statements in accordance with the American Academy of Actuaries qualification standards for actuaries signing such statements;
	3. is familiar with the valuation requirements applicable to life and health insurance companies;
	4. has not been found by the commissioner (or if so found has subsequently been reinstated as a qualified actuary), following appropriate notice and hearing to have:
	a. violated any provision of, or any obligation imposed by, the insurance law or other law in the course of his or her dealings as a qualified actuary;
	b. been found guilty of fraudulent or dishonest practices;
	c. demonstrated his or her incompetency, lack of cooperation, or untrustworthiness to act as a qualified actuary;
	d. submitted to the commissioner during the past five years, pursuant to this regulation, an actuarial opinion or memorandum that the commissioner rejected because it did not meet the provisions of this regulation including standards set by the Actuar...
	e. resigned or been removed as an actuary within the past five years as a result of acts or omissions indicated in any adverse report on examination or as a result of failure to adhere to generally acceptable actuarial standards; and

	5. has not failed to notify the commissioner of any action taken by any commissioner of any other state similar to that under Paragraph 4 above.

	C. Appointed Actuary. An "appointed actuary" is a qualified actuary who is appointed or retained to prepare the Statement of Actuarial Opinion required by this regulation, either directly by or by the authority of the board of directors through an exe...
	D. Standards for Asset Adequacy Analysis. The asset adequacy analysis required by this regulation:
	1. shall conform to the Standards of Practice as promulgated from time to time by the Actuarial Standards Board and on any additional standards under this regulation, which standards are to form the basis of the statement of actuarial opinion in accor...
	2. shall be based on methods of analysis as are deemed appropriate for such purposes by the Actuarial Standards Board;
	3. shall comply with the commissioner's specific method of actuarial analysis when the commissioner has specified a method of actuarial analysis to be in effect for a particular company. When a conflict exists between a commissioner specified method o...

	E. Liabilities to be Covered
	1. Under authority of R.S. 22:162.1, the statement of actuarial opinion shall apply to all in force business on the statement date, whether directly issued or assumed, regardless of when or where issued, e.g., reserves of Exhibits 5, 6 and 7, and clai...
	2. If the appointed actuary determines as the result of asset adequacy analysis that a reserve should be held in addition to the aggregate reserve held by the company and calculated in accordance with methods set forth in the Standard Valuation Law, t...
	3. Additional reserves established under Paragraph 2 above and deemed not necessary in subsequent years may be released. Any amounts released shall be disclosed in the actuarial opinion for the applicable year. The release of such reserves would not b...


	§2111. Statement of Actuarial Opinion Based on an Asset Adequacy Analysis
	A. General Description. The statement of actuarial opinion submitted in accordance with this Section shall consist of:
	1. a paragraph identifying the appointed actuary and his or her qualifications (see Paragraph B.1);
	2. a scope paragraph identifying the subjects on which an opinion is to be expressed and describing the scope of the appointed actuary's work, including a tabulation delineating the reserves and related actuarial items that have been analyzed for asse...
	3. a reliance paragraph describing those areas, if any, where the appointed actuary has deferred to other experts in developing data, procedures or assumptions, (e.g., anticipated cash flows from currently owned assets, including variation in cash flo...
	4. an opinion paragraph expressing the appointed actuary’s opinion with respect to the adequacy of the supporting assets to mature the liabilities (see Paragraph B.6);
	5. one or more additional paragraphs will be needed in individual company cases as follows:
	a. if the appointed actuary considers it necessary to state a qualification of his or her opinion;
	b. if the appointed actuary must disclose an inconsistency in the method of analysis or basis of asset allocation used at the prior opinion date with that used for this opinion;
	c. if the appointed actuary must disclose whether additional reserves as of the prior opinion date are released as of this opinion date, and the extent of the release;
	d. if the appointed actuary chooses to add a paragraph briefly describing the assumptions that form the basis for the actuarial opinion.


	B. Recommended Language. The following paragraphs are to be included in the statement of actuarial opinion in accordance with this section. Language is that which in typical circumstances should be included in a statement of actuarial opinion. The lan...
	1. The opening paragraph should generally indicate the appointed actuary's relationship to the company and his or her qualifications to sign the opinion.
	a. For a company actuary, the opening paragraph of the actuarial opinion should include a statement such as:
	b. For a consulting actuary, the opening paragraph should include a statement such as:

	2. The scope paragraph should include a statement such as:
	Notes:
	a. The additional actuarial reserves are the reserves established under Paragraph 2 of Section 2109.E.
	b. The appointed actuary should indicate the method of analysis, determined in accordance with the standards for asset adequacy analysis referred to in Section 2109.D of this regulation, by means of symbols that should be defined in footnotes to the t...
	c. Allocated amount of Asset Valuation Reserve (AVR).

	3. If the appointed actuary has relied on other experts to develop certain portions of the analysis, the reliance paragraph should include a statement such as:

	A statement of reliance on other experts should be accompanied by a statement by each of the experts in the form prescribed by §2111.E.
	4. If the appointed actuary has examined the underlying asset and liability records, the reliance paragraph should include a statement such as:
	5. If the appointed actuary has not examined the underlying records, but has relied upon data (e.g., listings and summaries of policies in force or asset records) prepared by the company, the reliance paragraph should include a statement such as:

	The section shall be accompanied by a statement by each person relied upon in the form prescribed by Subsection E.
	6. The opinion paragraph should include a statement such as:

	"In my opinion the reserves and related actuarial values concerning the statement items identified above:
	a. are computed in accordance with presently accepted actuarial standards consistently applied and are fairly stated, in accordance with sound actuarial principles;
	b. are based on actuarial assumptions that produce reserves at least as great as those called for in any contract provision as to reserve basis and method, and are in accordance with all other contract provisions;
	c. meet the requirements of the Insurance Law and Regulation of the state of [state of domicile]; and are at least as great as the minimum aggregate amounts required by the state in which this statement is filed;
	d. are computed on the basis of assumptions consistent with those used in computing the corresponding items in the annual statement of the preceding year-end (with any exceptions noted below); and
	e. include provision for all actuarial reserves and related statement items which ought to be established.

	The reserves and related items, when considered in light of the assets held by the company with respect to such reserves and related actuarial items including, but not limited to, the investment earnings on the assets, and the considerations anticipat...
	The actuarial methods, considerations and analyses used in forming my opinion conform to the appropriate Standards of Practice as promulgated by the Actuarial Standards Board, which standards form the basis of this statement of opinion.
	This opinion is updated annually as required by statute. To the best of my knowledge, there have been no material changes from the applicable date of the annual statement to the date of the rendering of this opinion which should be considered in revie...
	or
	The following material changes which occurred between the date of the statement for which this opinion is applicable and the date of this opinion should be considered in reviewing this opinion: (Describe the change or changes.)
	Note: Choose one of the above two paragraphs, whichever is applicable.
	C. Assumptions for New Issues
	1. The adoption for new issues or new claims or other new liabilities of an actuarial assumption that differs from a corresponding assumption used for prior new issues or new claims or other new liabilities is not a change in actuarial assumptions wit...

	D. Adverse Opinions
	1. If the appointed actuary is unable to form an opinion, then he or she shall refuse to issue a statement of actuarial opinion. If the appointed actuary's opinion is adverse or qualified, then he or she shall issue an adverse or qualified actuarial o...

	E. Reliance on Information Furnished by Other Persons
	1. If the appointed actuary relies on the certification of others on matters concerning the accuracy or completeness of any data underlying the actuarial opinion, or the appropriateness of any other information used by the appointed actuary in forming...

	F. Alternate Option
	1. The commissioner may provide an alternative filing option for single state domestic insurance companies that allows for the preparation of an alternative form of opinion. The commissioner shall provide specific criteria for such an alternative fili...
	2. The Standard Valuation Law gives the commissioner broad authority to accept the valuation of a foreign insurer when that valuation meets the requirements applicable to a company domiciled in this state in the aggregate. As an alternative to the req...
	a. A statement that the reserves "meet the requirements of the insurance laws and regulations of the state of [state of domicile] and the formal written standards and conditions of this state for filing an opinion based on the law of the state of domi...
	b. Statement that the reserves "meet the requirements of the insurance laws and regulations of the state of [state of domicile] and I have verified that the company’s request to file an opinion based on the law of the state of domicile has been approv...
	c. A statement that the reserves "meet the requirements of the insurance laws and regulations of the state of [state of domicile] and I have submitted the required comparison as specified by this state."
	i. If the commissioner chooses to allow this alternative, a formal written list of products (to be added to the table in Clause ii below) for which the required comparison shall be provided will be published. If a company chooses to use this alternat...
	ii. If a company desires to use this alternative, the appointed actuary shall provide a comparison of the gross nationwide reserves held to the gross nationwide reserves that would be held under NAIC codification standards. Gross nationwide reserves ...
	iii. The information listed shall include all products identified by either the state of filing or any other states subscribing to this alternative.
	iv. If there is no codification standard for the type of product or risk in force or if the codification standard does not directly address the type of product or risk in force, the appointed actuary shall provide detailed disclosure of the specific ...
	v. The comparison provided by the company is to be kept confidential to the same extent and under the same conditions as the actuarial memorandum.

	3. Notwithstanding the above, the commissioner may reject an opinion based on the laws and regulations of the state of domicile and require an opinion based on the laws of this state. If a company is unable to provide the opinion within 60 days of the...


	§2113. Description of Actuarial Memorandum Including an Asset Adequacy Analysis and Regulatory Asset Adequacy Issues Summary
	A. General
	1. In accordance with R.S. 22:162.1, the appointed actuary shall prepare a memorandum to the company describing the analysis done in support of his or her opinion regarding the reserves. The memorandum shall be made available for examination by the co...
	2. In preparing the memorandum, the appointed actuary may rely on, and include as a part of his or her own memorandum, memoranda prepared and signed by other actuaries who are qualified within the meaning of §2109.B of this regulation, with respect to...
	3. If the commissioner requests a memorandum and no such memorandum exists or if the commissioner finds that the analysis described in the memorandum fails to meet the standards of the actuarial standards board or the standards and requirements of thi...
	4. The reviewing actuary shall have the same status as an examiner for purposes of obtaining data from the company and the work papers and documentation of the reviewing actuary shall be retained by the commissioner; provided, however, that any inform...
	5. In accordance with R.S. 22:162.1, the appointed actuary shall prepare a regulatory asset adequacy issues summary, the contents of which are specified in Subsection C. The regulatory asset adequacy issues summary will be submitted no later than Marc...

	B. Details of the Memorandum Section Documenting Asset Adequacy Analysis
	1. When the opinion provided under the domestic company alternative filing option as referred to in §2111.F.1, then an alternative memorandum shall be prepared in accordance with specific instructions of the commissioner and the company shall be exemp...
	a. for reserves:
	i. product descriptions including market description, underwriting and other aspects of a risk profile and the specific risks the appointed actuary deems significant;
	ii. source of liability in force;
	iii. reserve method and basis;
	iv. investment reserves;
	v. reinsurance arrangements;
	vi. identification of any explicit or implied guarantees made by the general account in support of benefits provided through a separate account or under a separate account policy or contract and the methods used by the appointed actuary to provide fo...
	vii. documentation of assumptions to test reserves for the following:
	(a). lapse rates (both base and excess);
	(b). interest crediting rate strategy;
	(c). mortality;
	(d). policyholder dividend strategy;
	(e). competitor or market interest rate;
	(f). annuitization rates;
	(g). commissions and expenses; and
	(h). morbidity;


	2. for assets:
	a. portfolio descriptions, including a risk profile disclosing the quality, distribution and types of assets;
	b. investment and disinvestment assumptions;
	c. source of asset data;
	d. asset valuation bases; and
	e. documentation of assumptions made for:
	i. default costs;
	ii. bond call function;
	iii. mortgage prepayment function;
	iv. determining market value for assets sold due to disinvestment strategy; and
	v. determining yield on assets acquired through the investment strategy;

	3. for the analysis basis:
	a. methodology;
	b. rationale for inclusion or exclusion of different blocks of business and how pertinent risks were analyzed;
	c. rationale for degree of rigor in analyzing different blocks of business (include in the rationale the level of "materiality" that was used in determining how rigorously to analyze different blocks of business);
	d. criteria for determining asset adequacy (include in the criteria the precise basis for determining if assets are adequate to cover reserves under "moderately adverse conditions" or other conditions as specified in relevant actuarial standards of pr...
	e. whether the impact of federal income taxes was considered and the method of treating reinsurance in the asset adequacy analysis;

	4. summary of material changes in methods, procedures, or assumptions from prior year's asset adequacy analysis;
	5. summary of results; and
	6. conclusions.

	C. Details of the Regulatory Asset Adequacy Issues Summary
	1. The regulatory asset adequacy issues summary shall include:
	a. descriptions of the scenarios tested (including whether those scenarios are stochastic or deterministic) and the sensitivity testing done relative to those scenarios. If negative ending surplus results under certain tests in the aggregate, the actu...
	b. the extent to which the appointed actuary uses assumptions in the asset adequacy analysis that are materially different than the assumptions used in the previous asset adequacy analysis;
	c. the amount of reserves and the identity of the product lines that had been subjected to asset adequacy analysis in the prior opinion but were not subject to analysis for the current opinion;
	d. comments on any interim results that may be of significant concern to the appointed actuary;
	e. the methods used by the actuary to recognize the impact of reinsurance on the company's cash flows, including both assets and liabilities, under each of the scenarios tested; and
	f. whether the actuary has been satisfied that all options whether explicit or embedded, in any asset or liability (including but not limited to those affecting cash flows embedded in fixed income securities) and equity-like features in any investment...

	2. The regulatory asset adequacy issues summary shall contain the name of the company for which the regulatory asset adequacy issues summary is being supplied and shall be signed and dated by the appointed actuary rendering the actuarial opinion.

	D. Conformity to Standards of Practice. The memorandum shall include a statement:
	E. Use of Assets Supporting the Interest Maintenance Reserve and the Asset Valuation Reserve
	1. An appropriate allocation of assets in the amount of the interest maintenance reserve (IMR), whether positive or negative, shall be used in any asset adequacy analysis. Analysis of risks regarding asset default may include an appropriate allocation...
	2. The amount of the assets used for the AVR shall be disclosed in the table of reserves and liabilities of the opinion and in the memorandum. The method used for selecting particular assets or allocated portions of assets shall be disclosed in the me...

	F. Documentation. The appointed actuary shall retain on file, for at least seven years, sufficient documentation so that it will be possible to determine the procedures followed, the analyses performed, the bases for assumptions and the results obtained.


	Chapter 23.  Regulation 48―Standardized Claims Forms
	§2301. Purpose
	A. The purpose of this regulation is to standardize the forms used in the billing and reimbursement of health care, reduce the number of forms utilized and increase efficiency in the reimbursement of health care through standardization.

	§2303. Definitions
	CDT-1 Codes―the current dental terminology prescribed by the American Dental Association.
	CPT-4 Codes―the current procedural terminology published by the American Medical Association.
	HCFA―the Federal Health Care Financing Administration of the U.S. Department of Health and Human Services.
	HCFA for UB92―the health insurance claim form published by HCFA for use by institutional care providers.
	HCFA Form 1500―the health insurance claim form published by HCFA for use by health care providers.
	HCPCS―HCFA's common procedure coding system which is based upon the AMA's Physician Current Procedural Terminology, Fourth Edition (CPT-4).
	1. HCPCS Level I Codes―the AMA's CPT-4 codes with the exception of anesthesiology services.
	2. HCPCS Level 2 Codes―the codes for physician and nonphysician services are not included in COT-4.

	Health Care Provider―
	1. an acupuncturist licensed under R.S. 37:1356-1360;
	2. a certified registered nurse anesthetist licensed under R.S. 37:930;
	3. a chiropractor licensed under R.S. 37:2801-2830.7;
	4. a dentist licensed under R.S. 37:751-794;
	5. a dietician and nutritionist licensed under R.S. 37:3081-3093 and 36:259U;
	6. durable medical equipment suppliers;
	7. an emergency medical technician licensed under R.S. 40:1231-1232;
	8. a general health clinic (excluding early periodic screening diagnosis treatment clinics) certified by the Louisiana Department of Health and Hospitals;
	9. a hearing aid dealer licensed under R.S. 37:2441-2465;
	10. a licensed practical nurse licensed under R.S. 37:961;
	11. a mental health counselor licensed under R.S. 37:1101-1115;
	12. a mental health clinic licensed under R.S. 28:567;
	13. a midwife licensed under R.S. 37:3240-3257;
	14. an occupational therapist licensed under R.S. 37:3001-3014;
	15. an optometrist licensed under R.S. 37:1052;
	16. a physical therapist and physical therapist assistant licensed under R.S. 37:2401-2419;
	17. a physician licensed under R.S. 37:1261-1292;
	18. a physician assistant licensed under R.S. 37:1360.21-27;
	19. a podiatrist licensed under R.S. 37:611-628;
	20. a psychologist licensed under R.S. 37:2351-2370;
	21. a registered nurse licensed under R.S. 37:911-931;
	22. a rehabilitation center licensed under 42:CFR 405.1701Q;
	23. a respiratory therapist licensed under R.S. 37:3351-3361;
	24. a social worker licensed under R.S. 37:2701-2718;
	25. a speech pathologist and audiologist licensed under R.S. 2651-2665;
	26. a substance abuse counselor licensed under R.S. 37:3371-3384;
	27. a substance abuse prevention/treatment program licensed under R.S. 40:1058.1-1058.3;
	28. a free standing ambulatory surgical center licensed under R.S. 40:2131-2141;
	29. any other health care providers as licensed by the state of Louisiana;

	ICD-9-CM Codes―the disease codes in the International Classification of Diseases, Ninth Revision, clinical modifications published by the U.S. Department of Health and Human Services.
	Institutional Care Provider―
	1. an adult day health care provider licensed under R.S. 46:1971-1980;
	2. an ambulatory surgical center licensed under R.S. 40:2131-2143;
	3. a drug screening laboratory licensed under R.S. 49:1111-1113, 1115-1118, 1121, 1122, and 1125;
	4. an end stage renal dialysis facility under 42:CFR 405.2100;
	5. a home health agency licensed under R.S. 40:2009.31-2009.40;
	6. a hospice licensed under R.S. 40:2181-2191;
	7. a hospital licensed under R.S. 40:2100-2114;
	8. a nursing home licensed under R.S. 40:2009;
	9. a residential care/community group home or residential facility licensed under R.S. 46:51, 1401-1411, and 28:1-284;
	10. any other institutional care provider as licensed by the state of Louisiana.

	J512 Form―the uniform dental claim form approved by the American Dental Association for use by dentists.
	Medicaid―Title XIX of the Federal Social Security Act.
	Medicare―Title XVIll of the Federal Social Security Act.
	Revenue Codes―the codes established for use by institutional care providers by the National Uniform Billing Committee.

	§2305. Applicability and Scope
	A. Except as otherwise specifically provided, the requirements of this regulation apply to all issuers of health care policies or contracts of insurance, administrators of self-funded employee benefit plans, and other forms of insurance and entitlemen...

	§2307. Requirements for Use of HCFA Form 1500
	A. Health care providers, other than dentists, shall use the HCFA Form 1500 and instructions provided by HCFA for use of the HCFA Form 1500 when billing patients or their representatives for reimbursement of claims with insurers for professional servi...
	B. An issuer may not require a health care provider to use any coding system for the initial filing of claims for health care services other than the following:
	1. HCPCS Codes; and
	2. ICD-9-CM Codes.

	C. An issuer may not require a health care provider to use any other descriptor with a code or to furnish additional information with the initial submission of a HCFA Form 1500 except under the following circumstances:
	1. when the procedure code used describes a treatment or service which has not been included in CPT-4 or is billed under an unlisted procedure code and a description of services is necessary; or
	2. when the procedure code is followed by the CPT-4 modifier 22, 47, 50, 51, 52, 62, 66, 77, or 99; or
	3. when required by a contract/agreement between the issuer and health care provider; or
	4. as otherwise required by federal regulation; or
	5. as otherwise required by the Office of Workers' Compensation of the Louisiana Department of Labor.

	D. Use of HCFA Form 1500 shall be effective July 1, 1994 for all issuers excluding rehabilitation facilities reimbursed by Louisiana Medicaid which will have an effective date of January 1, 1995.

	§2309. Requirements for Use of HCFA Approved Form UB92
	A. Institutional care providers shall use the HCFA approved Form UB92 and instructions provided by HCFA for use of the HCFA approved UB92 when billing patients or their representatives directly and filing claims with issuers for professional services.
	B. An issuer may not require an institutional care provider to use any coding system for the initial filing of claims for health care services other than the following:
	1. ICD-9-CM Codes;
	2. Revenue Codes;
	3. HCPCS Level I Codes;
	4. HCPCS Level 2 Codes; and
	5. if charges include direct service of a health care provider, the information outlined in §2307 of this regulation.

	C. Use of the HCFA approved Form UB92 shall be effective July 1, 1994 for all issuers excluding nursing facilities, adult day health care facilities, and residential care facilities reimbursed by Louisiana Medicaid which shall have an effective date o...

	§2311. Requirements for Use of J512 Form
	A. A dentist shall use the J512 Form and instructions provided by the American Dental Association CDT-1 for use of the J512 Form by billing patients or their representatives directly and filing claims with issuers for professional services.
	B. An issuer may not require a dentist to use any other code other than the CDT-1 codes for the initial filing of claims for dental care services.
	C. Use of J512 Form shall be effective July 1, 1994 for all issuers excluding reimbursement to dentists reimbursed by Louisiana Medicaid which shall have an effective date of January 1, 1995.

	§2313. General Provisions
	A. A health care provider or institutional care provider shall file a claim in a manner consistent with the requirements of this regulation which are:
	1. a paper form printed on 8.5-inch paper;
	2. an electronically transmitted claim.

	B. An issuer shall accept a form which is submitted in compliance with this regulation for the processing of the insured's or beneficiaries' claims.
	C. Nothing in this regulation shall prevent an issuer from requesting additional information which is not contained on the forms required under this regulation to determine eligibility of the claim for payment if required under the terms of the policy...
	D. All health care providers and institutional care providers shall:
	1. use the most current editions of the HCFA approved Form 1500, HCFA Form UB92, or J512 Form and most current instructions for these forms in the billing of patients or their representatives and filing claims with issuers;
	2. modify their billing practices to encompass the coding charges for all billing and claim filing by the effective date of the changes set forth by the developers of the forms, codes, and procedures required under this regulation.

	E. Submitted billing and claim filing forms not complying with the minimum requirements of this regulation shall be considered to be in noncompliance with the regulation and issuers shall have the right to deny reimbursement until such time as the for...


	Chapter 25.  Regulation 49―Billing Audit Guidelines
	§2501. Purpose
	A. The purpose of this regulation is to provide for the reasonable standardization of statewide billing audit guidelines for health care providers and payers; and to provide for related matters. These rules are based, at least in part, on the National...

	§2503. Applicability and Scope
	A. This regulation shall apply to health care providers and payers. The provider and/or payer involved in the billing audit shall be responsible for the conduct and results of the billing audit, whether conducted by an employee or by contract with ano...
	1. exercise proper supervision of the process to ensure that the audit is conducted according to the spirit of the regulations set forth here;
	2. be aware of the actions being undertaken by the auditor in connection with the billing audit and its related activities; and
	3. take prompt remedial action if inappropriate behavior by the auditor is discovered.


	§2505. Definitions
	A. For purposes of this regulation:
	Ambulatory Surgical Center―ambulatory surgical center as defined in R.S. 40:2133(A).
	Billing Audit―a process to determine whether data in a provider's medical record documents or supports services listed on a provider's bill. Billing audit does not mean a review of medical necessity of services provided, cost or pricing policy of a fa...
	Health Record which Shall Mean Medical Record―any compilation of charts, records, reports, documents, and other memoranda prepared by a health care provider, wherever located, to record or indicate the past or present condition, sickness, or disease, ...
	Historic Error Rate―the average error found during all audits conducted by external qualified billing auditors during the preceding calendar year. It shall be calculated by totaling the net adjustments made to all accounts audited by external qualifie...
	Hospital―hospital as defined in R.S. 40:2102(A).
	Patient―a natural person who receives or should have received health care from a health care provider, under a contract, expressed or implied.
	Qualified Billing Auditor―a person employed by a corporation or firm that is recognized as competent to perform or coordinate billing audits and that has explicit policies and procedures protecting the confidentiality of all the patient information in...
	Unbilled Charges―the volume of services indicated on a bill is less than the volume identified in a provider's health record documentation; also known as undercharges.
	Unsupported or Undocumented Charges―the volume of services indicated on a bill exceeds the total volume identified in a provider's health record documentation; also known as overcharges.


	§2507. Qualifications of Auditors and Audit Coordinators
	A. All persons performing billing audits, as well as persons functioning as provider audit coordinators, shall have appropriate knowledge, experience, and/or expertise in a number of areas of health care including, but not limited to, the following ar...
	1. format and content of the health record as well as other forms of medical/clinical documentation;
	2. generally accepted auditing principles and practices as they may apply to billing audits;
	3. billing claims forms, including the UB-82 and UB 92, the HCFA 1500, and charging and billing procedures;
	4. all state and federal regulations concerning the use, disclosure, and confidentiality of all patient records; and
	5. specific critical care units, specialty areas, and/or ancillary units involved in a particular audit.

	B. Providers or payers who encounter audit personnel who do not meet these qualifications shall immediately contact the auditor's firm or sponsoring party, but may not request information unrelated to the areas listed in §2507.A.
	C. Audit personnel shall be able to work with a variety of health care personnel and patients. They shall always conduct themselves in an acceptable, professional manner and adhere to ethical standards, confidentiality requirements, and objectivity. T...
	D. All unsupported or unbilled charges identified in the course of an audit must be documented in the audit report by the auditor. Individual audit personnel shall not be placed in a situation through their remuneration, benefits, contingency fees, or...

	§2509. Notification of Audit
	A. Payers and providers shall make every effort to resolve billing inquiries directly. To support this process, the name and contact telephone number (and/or facsimile number) of each payer or provider representative shall be exchanged no later than t...
	B. If a satisfactory resolution of the questions surrounding the bill is not achieved by payer and provider representatives, then a full audit process may be initiated by the payer.
	C. Generally, billing audits require documentation from or review of a patient's health record and other similar medical/clinical documentation. Health records exist primarily to ensure continuity of care for a patient; therefore, the use of a patient...
	D. To alleviate the potential conflict with clinical uses of the health record and to reduce the cost of conducting a necessary audit, all payer billing audits shall begin with a notification to the provider of an intent to audit. Notification of the ...
	E. All billing audits shall be conducted "on site."
	F. All requests, whether telephonically or written, for billing audits shall include the following information:
	1. the basis of the payer's intent to conduct an audit on a particular bill or group of bills (when the intent is to audit only specific charges or portions of the bill(s), this information should be included in the notification request);
	2. name of the patient;
	3. admit and discharge dates;
	4. name of the auditor and the name of the audit firm;
	5. medical record number and provider's patient account number; and
	6. whom to contact at the payer institution and, if applicable, at the agent institution to discuss this request and schedule the audit.

	G. Providers who cannot accommodate an audit request that conforms with these guidelines shall explain why the request cannot be met by the provider in a reasonable period of time. Auditors shall group audits to increase efficiency whenever possible.
	1. If a provider believes an auditor will have problems accessing records, the provider shall notify the auditor prior to the scheduled date of audit. Providers shall supply the auditor/payer with any information that could affect the efficiency of th...


	§2511. Provider Audit Coordinators
	A. Providers shall designate an individual to coordinate all billing audit activities. An audit coordinator shall have the same qualifications as an auditor (see §2507, Qualifications of Auditors and Audit Coordinators). Duties of an audit coordinator...
	1. scheduling an audit;
	2. advising other provider personnel/departments of a pending audit;
	3. ensure that the condition of admission is part of the medical record;
	4. verifying that the auditor is an authorized representative of the payer;
	5. gathering the necessary documents for the audit;
	6. coordinating auditor requests for information, space in which to conduct an audit, and access to records and provider personnel;
	7. orienting auditors to hospital audit procedures, record documentation conventions, and billing practices;
	8. acting as a liaison between the auditor and other hospital personnel;
	9. conducting an exit interview with the auditor to answer questions and review audit findings;
	10. reviewing the auditor's final written report and following up on any charges still in dispute;
	11. arranging for payment as applicable; and
	12. arranging for any required adjustment to bills or refunds.


	§2513. Conditions and Scheduling of Audits
	A. In order to have a fair, efficient, and effective audit process, providers and payer auditors shall adhere to the following requirements:
	1. whatever the original intended purpose of the billing audit, all parties shall agree to recognize, record, or present any identified unsupported or unbilled charges discovered by the audit parties;
	2. late billing shall not be precluded by the scheduling of an audit;
	3. the parties involved in the audit shall mutually agree to set and adhere to a predetermined time frame for the resolution of any discrepancies, questions, or errors that surface in the audit;
	4. an exit conference and a written report shall be part of each audit. If the provider waives the exit conference, the auditor shall note that action in the written report. The specific content of the final report shall be restricted to those parties...
	5. if the provider decides to contest the findings, the auditor shall be informed immediately;
	6. once both parties agree to the audit findings, audit results are final;
	7. all personnel involved shall maintain a professional courteous manner and resolve all misunderstandings amicably; and
	8. at times, the audit will note ongoing problems either with the billing or documentation process. When this situation occurs, and it cannot be corrected as part of the exit process, the management of the provider or payer organization shall be conta...


	§2515. Confidentiality and Authorizations
	A. All parties to a billing audit shall comply with all federal and state laws and any contractual agreements regarding the confidentiality of patient information.
	B. The release of medical records requires authorization from the patient. Such authorization shall be provided for in the condition of admission, or equivalent statement, procured by the hospital or ambulatory surgical center upon admission of the pa...
	C. Such authorization shall be obtained by the billing audit firm or payer and shall include:
	1. the name of the payer, and if applicable, the name of the audit firm that is to receive the information;
	2. the name of the institution that is to release the information;
	3. the full name, birth date, and address of the patient whose records are to be released;
	4. the extent or nature of the information to be released, with inclusive dates of treatment; and
	5. the provider's patient account number; and
	6. the signature of the patient or his legal representative and the date the consent is signed.

	D. A patient's assignment of benefits shall include a presumption of authorization to review records.
	E. The audit coordinator or medical records representative shall confirm for the audit representative that a condition of admission statement is available for the particular audit that needs scheduling.
	F. The provider will inform the requestor, on a timely basis, if there are any federal or state laws prohibiting or restricting review of the medical record and if there are institutional confidentiality policies and procedure affecting the review. Th...

	§2517. Documentation
	A. Verification of charges will include the investigation of whether or not:
	1. charges are reported on the bill accurately;
	2. services are documented in health or other appropriate records as having been rendered to the patient; and
	3. services were delivered by the institution in compliance with the physician's plan of treatment. (In appropriate situations, professional staff may provide supplies or follow procedures that are in accordance with established institutional policies...

	B. The health record documents clinical data on diagnoses, treatments, and outcomes. It was not designed to be a billing document. A patient health record generally documents pertinent information related to care. The health record may not back up eac...
	C. Auditors may have to review a number of other documents to determine valid charges. Auditors must recognize that these sources of information are accepted as reasonable evidence that the services ordered by the physician were actually provided to t...

	§2519. Fees and Payments
	A. Payment of a bill shall be made promptly and shall not be delayed by an audit process. Payment on a submitted bill from a third party payer shall be based on amounts billed and covered by the patient's benefit plan.
	B. Billing audits shall be made in accordance with one of the following three audit fee and payment schedules:
	1. a $100 audit fee shall be paid by the auditor to the audited party. Such audited party shall not require payment greater than 100 percent of the audited party's submitted bill minus such party's historic error rate;
	2. in those instances where the audited party has had less than 12 audits in a calendar year, the error rate shall be set by mutual agreement between the audited party and the qualified billing auditor; and when the parties cannot agree, then the hist...
	3. the $100 fee shall be waived in the following scenarios:
	a. payment of 100 percent of the covered benefit plan has been made; or
	b. the on site audit commencement date exceeds 60 days from the date of the request for audit; or
	c. audit fees are not required or are otherwise being waived.


	C. Each provider's billing audit coordinator shall maintain a log containing the results of all audits performed by external qualified billing auditors in the preceding 24 months. In cases where the log is not complete for the past 24 months, the erro...
	D. The audit log shall contain the amount billed immediately preceding the audit, and net adjustment resulting from the audit, the name, address, and phone number of the audit firm conducting the audit, and the name of the qualified billing auditor wh...
	E. Audit fees, if needed, are to be paid upon commencement of the on site billing audit. Any payment identified in the audit results that is owed to either party by the other shall be settled by the audit parties within a reasonable period of time-not...
	F. Neither the provider nor the qualified billing auditor shall require a billing, or re-billing, or refund request following final audit determination, but all findings shall be netted, and the final result will be due by the relevant party without a...
	G. Photocopying and duplication charges shall be paid in accordance with R.S. 40:1299.96.


	Chapter 27.  Regulation 51―Individual Health Insurance Rating Requirements
	§2701. Purpose
	A. The purpose of this rule is to facilitate the implementation of R.S. 22:228.6. The intent of R.S. 22:228.6 is to establish a modified community rating system for health care premiums in the state. Adherence to this rule by individual health and acc...

	§2703. Applicability and Scope
	A. R.S. 22:228.6 applies to the rating of small group and individual health benefit plans. This particular regulation applies to the compliance of individual health benefit plans only.

	§2705. Definitions
	Individual Policy―any hospital, health or medical expense insurance policy, hospital or medical services contract, health and accident insurance policy, or any other insurance contract of this type covering any one person with or without eligible fami...
	Manual Rate―the lowest premium rate charged or which could have been charged under a rating system by the carrier to individuals with similar case characteristics for health benefit plans with the same or similar coverage. Coverage and case characteri...

	§2707. Restrictions on Premium Rates
	A. Each individual health and accident insurance carrier shall define a rate manual for its individual business. The manual will be used to determine compliance with the intent of the law for the relationship of one individual to the others within a c...
	B. R.S. 22:228.6.b(2)(e), requires, in substance, that the premium rates charges during a rating period to individuals may not vary from the index rate by more than 20 percent following January 1, 1994. This requirement shall be met for each individua...
	C. For individual health insurance, the acceptability of a proposed rate increase for an individual contract or certificate shall be determined by comparing the desired renewal premium to a maximum renewal premium calculated as follows.
	1. Calculate a premium using manual rates for the individual from the rate manual in effect at the renewal date, based on the case characteristics of the individual and the current benefit plan.
	2. For rating periods following January 1, 1994, the maximum renewal premium is 1.5 times the manual rate in §2707.C.1.
	3. In cases where the individual policy or contract does not have a specified renewal date, the anniversary of the date of issue shall be used as a proxy for the renewal date.


	§2709. General Provisions
	A. Other methods may be used if it is demonstrated to the satisfaction of the department that such methods are designed to attain and/or enhance the purposes of R.S. 22:228.6. Such a demonstration shall at least consist of an actuarial certification a...


	Chapter 29.  Regulation 52―Small Group Health Insurance Rating Requirements
	§2901. Purpose
	A. The purpose of this rule is to facilitate the implementation of R.S. 22:228.2 and 22:228.6. The intent of R.S. 22:228.2 is to restrict premium rate increases and the intent of R.S. 22:228.6 is to establish a modified community rating system for hea...

	§2903. Applicability and Scope
	A. R.S. 22:228.2 applies to the rating of small group health benefit plans only. R.S. 22:228.6 applies to the rating of small group and individual health benefit plans. This particular regulation applies to the compliance of small group health benefit...

	§2905. Definitions
	Manual Rate―for each class of business as to a rating period, the lowest premium rate charged or which could have been charged under a rating system for that class of business, by the carrier to small employers with similar case characteristics for he...
	Representative Census―the average characteristics of all groups in a class of business insured by an insurance carrier.
	Small Group and Small Employer―any person, firm, corporation, partnership or association actively engaged in business which, on at least 50 percent of its working days during the preceding year, employed no less than three nor more than 35 eligible em...

	§2907. Restrictions on Premium Rates
	A. Each class of business shall have its own rate manual. The manual will be used to determine compliance with the intent of the law for the relationship of one employer group to the others within a class. The rate manual will also be used to determin...
	B. R.S. 22:228.2.A(2) and R.S. 22:228.6.B(2)(e), Louisiana Statutes, require, in substance, that within a class the premium rates charged to small employers during a rating period may not vary from the index rate by more than 20 percent following Janu...
	C. R.S. 22:228.2.A.(I) requires, that "the index rate for a rating period for any class of business shall not exceed the index rate for any other class of business by more than  20 percent." This requirement shall be met as follows.
	1. The company shall define a representative census of its business.
	2. On December 31 of each calendar year, the company shall calculate a dollar rate according to the manual rate in effect for the rating period beginning December 31 for each class, using an actuarially equivalent plan of benefits for the representati...
	3. A conversion to an index dollar rate shall be made from the manual dollar rate for each class calculated in §2907.C.2. This conversion shall be made by multiplying the manual dollar rate for each class in §2907.C.2 by the appropriate factor for eac...
	a. calculate the ratio of the highest premium charged or which could have been charged as of the last renewal or issue date, according to the description of the rating practices for that class as required by R.S. 22:228.5, to the manual rate in affect...
	b. the sum of 1.00 plus the highest ratio calculated from §2907.C.3.a divided by two shall be used as the conversion factor in §2907.C.3 above. For the calendar year 1993, if the highest ratio calculated in §2907.C.3.a is greater than 1.67, then 1.67 ...

	4. The ratio of the highest index dollar rate for any class cannot exceed the lowest index dollar rate for any other class calculated in §2907.C.3 by more than 20 percent.
	5. This test shall be performed on December 31 every year. Other methods may be used if it is demonstrated to the satisfaction of the department that the result will be the same.

	D. R.S. 22:228.2.A.(3)(a)-(c) limits the percentage increase in the premium rate charge to small employers for a new rating period. In capsule form, the increase may not exceed the sum of the following:
	1. the percentage change in the new business premium rate;
	2. an adjustment, not to exceed 15 percent annually and prorated for rating periods of less than one year due to the claims experience, health status, or duration of coverage of the employees or dependents of the small employer; and
	3. any adjustments due to change in coverage or case characteristics of the small employer.

	E. The limit of a proposed rate increase for a small employer shall be determined by comparing the desired renewal premium to a maximum renewal premium calculated as follows.
	1. Calculate a premium using manual rates for the small employer from the rate manual in effect at the renewal date, based on the current census of the small employer and the current benefit plan.
	2. Calculate a premium using manual rates for the small employer from the rate manual in effect at the beginning of the rating period, based on the census and the benefit plan then in effect or based on the current plan with an actuarially equivalent ...
	3. Section 2907.E.1 divided by §2907.E.2 multiplied by the gross premium in effect at the beginning of the rating period gives the maximum renewal premium for the next rating period for the allowance of §2907.D.1 and §2907.D.3.
	4. A percentage of the gross premium in force prior to renewal may be added to §2907.E.3. The percentage is 15 percent per year prorated for the months elapsed between the last and current rating dates.
	5. Section 2907.E.3 plus §2907.E.4 is the maximum renewal premium subject to the following:
	a. calculate the ratio of the maximum renewal premium in §2907.E.5 to the manual rate in §2907.E.1;
	b. for rating periods through December 31, 1993, if §2907.E.5.a exceeds 1.67, then 1.67 multiplied by the manual rate in §2907.E.1 is the maximum renewal premium, not the renewal premium in §2907.E. For rating periods after December 31, 1993, 1.50 sho...



	§2909. General Provisions
	A. Other methods may be used to comply with R.S.22:228.2 and R.S. 22:228.6 if it is demonstrated to the satisfaction of the department that such methods are designed to attain and/or enhance the purposes of R.S. 22:228.2 and R.S. 22:228.6. Such demons...


	Chapter 31.  Regulation 53―Basic Health Insurance Plan Pilot Program
	§3101. Purposes
	A. The purpose of this regulation is to provide for the implementation of the Louisiana Basic Health Insurance Plan Pilot Program (LA Health); and to provide for related matters.

	§3103. Applicability and Scope
	A. These regulations shall apply to all insurance carriers, health maintenance organizations, employers, health care providers and individuals that apply to cover or to be covered by the Louisiana Basic Health Insurance Pilot Program (LA Health).

	§3105. Definitions
	A. For purposes of this regulation:
	Accidental Injury―bodily injury sustained as the result of an unforeseen event and which is the direct reason for receiving care and treatment (independent of disease, bodily infirmity or any other cause). Such care shall occur while coverage under th...
	Admission―begins the first day an insured becomes a registered hospital inpatient and continues until insured is discharged from the facility.
	Adult―an individual who is greater than 24 but less than 65 years of age.
	Agent―an individual appointed, in writing, by an insurer to solicit applications for a policy of insurance or to negotiate a policy of insurance on its behalf licensed in accordance with R.S. 22:1112.
	Applicant―an individual who applies for coverage under the LA Health Plan.
	Authorized Carrier―the health insurance carrier or health maintenance organization licensed and in compliance with the Insurance Code certified by the department to offer the LA Health Plan.
	Benefit Payment―the amount the authorized carrier will pay for covered services. See §§3127-3133 of this regulation.
	Benefit Period―one year, also referred to as year or calendar year. The benefit period does not begin before the insured's effective date. The benefit period does not continue after the insured's coverage ends.
	Clinic―a facility for the diagnosis, care and treatment of outpatients.
	Commissioner―the Commissioner of Insurance.
	Co-Payment―the cost-sharing fee charged to an insured under LA Health as specified in the contract between the authorized carrier for LA Health and the insured.
	Department―the Department of Insurance.
	Dependent―
	a. the spouse and all unmarried children under the age of 24;
	b. children include natural children, legally adopted children and step-children. Also included are children (or children of a spouse) for whom an insured has legal responsibility resulting from a valid court decree. Foster children that an insured ex...
	c. students who are unmarried children who have not yet attained the age of 24 and who are enrolled as full-time students and who are dependent upon the primary insured;
	d. mentally retarded or physically handicapped children remain covered to age 21 at which time they are eligible for their own individual coverage;
	e. a child's coverage ends when any of the following occurs:
	i. marriage or attaining age 21 (whichever comes first);
	ii. termination of an insured's coverage under the LA Health Plan; or
	iii. if a child over age 21 no longer qualifies as a full-time student.


	Effective Date―the date an applicant becomes eligible for coverage under an authorized carrier for the LA Health Plan.
	Hospital―an institution, licensed by the state, which:
	a. provides inpatient services and is compensated by or on behalf of its patients;
	b. primarily provides medical and surgical facilities to diagnose, treat and care for the injured or sick;
	c. has a staff of physicians licensed to practice medicine by the Louisiana State Board of Medical Examiners;
	d. provides nursing care by registered nurses or:

	Insured―an individual domiciled in this state who is eligible to receive benefits from an authorized carrier under the LA Health Plan.
	LA Health―the Louisiana Basic Health Insurance Plan Pilot Program.
	Mental and Nervous Disorders―includes (whether organic or nonorganic, whether of biological, nonbiological, genetic, chemical, or nonchemical origin, and irrespective of cause, basis or inducement) mental disorders, mental illnesses, psychiatric illne...
	Minor Dependent―a dependent under the age of 24.
	Non-Smoker―an individual who has not smoked cigarettes, cigars, pipes or other substances within the past year.
	Participating Hospital―a hospital located in Louisiana which has concluded a written agreement with, and in form approved by, an authorized carrier under the LA Health Plan.
	Participating Provider―a licensed health care provider who has concluded an agreement with, and in form approved by, an authorized carrier under the LA Health Plan to serve those insured by LA Health.
	Pilot Plan―a plan that provides an insured with health insurance under the LA Health program and is governed by R.S. 22:244-247 and authorized by the commissioner.
	Pilot Program―the program of health insurance which is authorized by R.S. 22:244-247.
	Provider―includes any discipline licensed by the state of Louisiana to provide and be directly reimbursed for services covered by the LA Health Plan including, but not limited to, the following:
	a. doctor of medicine (M.D.) legally entitled to practice medicine and perform surgery by the Louisiana State Board of Medical Examiners;
	b. doctor of chiropractic (D.C.) legally entitled to practice chiropractic services;
	c. doctor of podiatric medicine (D.P.M.) legally entitled to practice podiatry;
	d. all providers shall be licensed by the state of Louisiana.

	Semiprivate Room―a hospital room which has 2, 3, or 4 beds.
	Service Area―that part of the state of Louisiana in which the authorized carrier is applying to offer or is offering the pilot plan.
	Skilled Nursing Care―care required, while recovering from an illness or injury, which is received in a skilled nursing facility. This care requires a level of care or services less than that in a hospital, but more than could be given in the patient's...
	Smoker―an individual who has smoked cigarettes, cigars, pipes or other substances within the past year or who is currently smoking cigarettes, cigars, pipes or other substances.
	Utilization Review―a function performed by an authorized carrier under the LA Health Plan or an entity selected by the carrier to review and approve whether the  services provided, or to be provided, are medically necessary including, but not limited ...


	§3107. Pilot Plan in General
	A. An authorized carrier under the LA Health Plan shall deliver coverage for the plan through a fully insured individual health insurance policy or health maintenance organization membership plan. Each authorized carrier shall design the plan to minim...
	B. An authorized carrier may provide coverage to individuals or their dependents or both. However, an authorized carrier may offer coverage for all adults or all children, or the individual's entire family.
	C. An authorized carrier may accept partial payment for individuals enrolled under the LA Health Plan from such individual's employers; however, such payment shall not be considered to be part of that employer's group health insurance if the employer ...
	D. Employers who agree to make partial payment for individuals enrolled under the LA Health Plan may be authorized by the enrolled employee to deduct insurance premiums for the plan. Such a payroll deduction shall not be construed to alter the plan's ...

	§3109. Pilot Plan Authorized Carrier
	A. An authorized carrier shall be responsible for the operation of the LA Health Plan for which it has been certified to operate.
	B. An authorized carrier shall be authorized to participate in the LA Health Plan by entering into a pilot plan agreement with the commissioner. The agreement shall incorporate the application procedure for health and accident insurance policy forms a...

	§3111. Application Process
	A. An applicant to become an authorized carrier shall apply for authorization to operate a LA Health Plan by submitting an application to the commissioner. The applicant shall provide at least the following information:
	1. the name of the carrier and a description of its role in funding, insuring, and operating the pilot plan;
	2. a full description of how the pilot plan will operate, including plan benefits, coverage limitations, premiums, provider networks, managed care provisions, and administrative procedures of the plan;
	3. a listing of participating providers by service category and geographic service area;
	4. a draft of all materials describing the LA Health Plan that are intended for distribution to insured members;
	5. a description of the financial and organizational resources supporting the pilot plan.

	B. Applications submitted to the commissioner's office will, furthermore, be judged on their ability to attain the intent of the LA Health Plan according to the following criteria:
	1. their ability to guarantee issue of the LA Health Plan to the eligible population;
	2. their ability to provide the LA Health Plan as a community rated product;
	3. their ability to provide the LA Health Plan at premium amounts which are significantly lower than premium amounts for standard market policies of health and accident insurance;
	4. their ability to implement cost containment features;
	5. the degree to which their plan of benefits under the LA Health Plan emphasizes primary health care services designed to prevent the need for more expensive health care services; and
	6. variance beneficial to the eligible LA Health population from the minimum standards established for the LA Health Plan's benefits outlined in §§3127-3133 of this regulation.

	C. Applications may be submitted to the commissioner's office on or after the effective date of this regulation. Applications received before the effective date shall be subject to any revisions required by changes in this regulation. Applications rec...

	§3113. Authorization of Pilot Plan
	A. The commissioner shall have sole discretion regarding the authorization of carriers under the LA Health Plan. Applications will be evaluated by the commissioner in order of their receipt. The commissioner shall have sole discretion in determining i...
	1. specify approval or rejection of the application and the grounds for that decision; or
	2. specify additional information which is needed to clarify the application and a deadline for submitting that information. Within 30 days of receiving timely additional information, the commissioner shall provide a written notice of findings as desc...

	B. In evaluating and authorizing carriers under the LA Health Plan, the commissioner may consider, but not be limited to, the following criteria:
	1. the extent to which the plan helps the pilot program achieve a diversity of participants and plan designs;
	2. the potential of the plan to fulfill the objectives of the pilot;
	3. the financial and organizational resources of the carrier;
	4. the ability of the plan to meet the evaluation criteria described in §3117 of this regulation;
	5. the resources available within the department to regulate the pilot program.

	C. The LA Health Plan shall not be issued or delivered to an applicant for the plan until a copy of the form is filed and approved by the commissioner. The commissioner shall review these forms in accordance with the Insurance Code.
	D. Each authorized carrier in the pilot plan shall file with the commissioner the rates, rating plans, and rating systems that will be applicable to the LA Health Plan.
	E. The commissioner, in accordance with the Insurance Code, may make, or cause to be made, an examination of the books and records of the authorized carrier of the LA Health Plan as the commissioner deems necessary to ensure compliance with these regu...

	§3115. Revocation of an Authorized Carrier's Authority
	A. The commissioner may revoke the authority of an authorized carrier at any time if, in the judgement of the commissioner, one or more of the following, or similar, conditions exist:
	1. the authorized carrier's plan does not comply with R.S. 22:244-246 or the Insurance Code;
	2. an authorized carrier becomes subject to suspension or revocation of its certificate or authority under the Insurance Code;
	3. the authorized carrier's plan is deficient regarding timeliness, accuracy, customer service, or other administrative practices;
	4. the authorized carrier's plan does not meet the evaluation requirements or reporting requirements described in §3117 of this regulation;
	5. a breach of the plan of the authorized carrier agreement occurs;
	6. the successful operation of the plan of the authorized carrier is jeopardized by a weakness in the financial or operational status of the authorized carrier.

	B. The commissioner shall provide written notice to the authorized carrier in advance of any revocation.
	C. In providing notice, the commissioner shall specify the concerns at issue and shall request a written statement for the authorized carrier, to be provided within 15 days of the date of notice, describing how they propose to remedy the concerns.
	D. Upon completion of review of the proposed remedy, the commissioner shall provide a written response which:
	1. approves the remedy; or
	2. requests additional information; or
	3. provides notice of the proposed revocation of the carrier's authority to participate in the pilot plan.


	§3117. Evaluation and Reporting Requirements
	A. Each plan shall be evaluated by the commissioner on its ability to enhance the delivery and improve the cost effectiveness of medical services for the insured. This evaluation shall compare the results of the plan's coverage. The criteria and metho...
	B. An authorized carrier shall provide the following reports to the commissioner:
	1. a written overview of plan results for each six months of plan operations. The report shall outline the operating results of the plan, including significant issues which arose and the responding actions taken by the plan and shall specify the numbe...
	2. all reports required in accordance with §3117.A.

	C. Nothing in this rule shall be construed to limit the commissioner's authority to require information from an authorized carrier as necessary to monitor the carrier's compliance with the requirements of the LA Health Plan.

	§3119. Premium Taxes
	A. Premium taxes required under R.S. 22:1062 shall be imposed on an authorized carrier.

	§3121. Guaranty Association
	A. All applicable assessments for the Louisiana Life and Health Insurance Guaranty Association shall be imposed on an authorized carrier in accordance with R.S. 22:1395.1-1395.19.

	§3123. Health Insurance Agents
	A. For purposes of serving a LA Health Plan policy or soliciting prospective insureds for such a policy, agents possessing a health insurance license shall be deemed to be servicing and soliciting within the scope of their license, pursuant to R.S. 22...

	§3125. Eligibility
	A. Eligibility for coverage and the effective date for an insured shall be determined by the authorized carrier after an applicant has returned the application for coverage to the authorized carrier and has been approved by said carrier. Eligibility f...
	B. Eligible adults may choose to purchase coverage only for themselves or all their children, or the entire family.
	C. Unmarried eligible dependent children are eligible for coverage to age 21. Those children who are full-time students (after high school) in an institution of higher learning may remain covered to age 24. Such children shall be dependents under fede...
	D. A newborn child or an adopted child is covered, subject to §3125.E, from the moment of birth or date of assumption of legal responsibility to age 21, unless married before age 21, in the case of a family enrolled. The child's coverage is no differe...
	E. A newborn child or an adopted child of an enrolled individual is automatically covered for 31 days only in the case of an individual enrolled. In order for a newborn child or an adopted child to receive coverage past the thirty-first day, the enrol...
	F. If an eligible individual does not apply for coverage under the plan for himself or any eligible dependent, then application may be made later. If such individual is approved for coverage, the effective date of coverage will be the next month follo...
	G. Insureds may reduce the number of individuals covered at any time by submitting a change of coverage form. Such changes become effective on the due date of the LA Health Plan contract.

	§3127. Benefits
	A. The LA Health Plan is a basic health insurance plan providing primary and preventive health care services. Health care services are to be furnished by participating hospitals, clinics, and health care providers who have agreed to provide services u...
	B. No requirement of the Louisiana Insurance Code relating to minimum required policy benefits, other than the minimum standards contained in this regulation or in R.S. 22:244-247, shall apply to the LA Health Plan, its insureds, or the authorized car...
	C. The benefits provided by the LA Health Plan are payable for services provided by a participating provider only. LA Health Plan insureds shall receive care from a participating provider. No coverage is provided with any other providers. Insureds sha...

	§3129. Hospital Services
	A. The LA Health Plan provides for the following minimum or their actuarial equivalent inpatient hospital services:
	1. 15 days of hospital inpatient care (hospital/medical) per calendar year. A $50 per day co-payment is required;
	2. surgical procedures and related expenses are covered up to a maximum of $5,000 per insured per calendar year. A $50 per surgical procedure co-payment is required;
	3. the LA Health Plan will pay for covered expenses incurred for services in a participating hospital for the following services based on the limitations above;
	a. daily room, board, and general nursing care at the semiprivate rate charged by the participating hospital;
	b. confinement in an intensive care or coronary care unit with such payment being in lieu of expenses covered under §3129.A.3.a;
	c. services and supplies furnished by the participating hospital which are necessary for inpatient medical care and treatment, including diagnostic x-ray and lab services;

	4. maternity care;
	5. newborn nursery care from the moment of birth;
	6. medical care and treatment by a participating provider while confined as an inpatient in a hospital;
	7. radiological services by a licensed radiologist while confined as an inpatient in a hospital;
	8. radiation therapy.

	B. The LA Health Plan provides for the following minimum or their actuarial equivalent outpatient hospital services:
	1. the LA Health Plan shall pay covered expenses incurred for outpatient diagnostic services for pre-admission tests, diagnostic X-ray and laboratory services at a participating facility. The outpatient benefit is limited to $1,000 per insured per cal...
	2. payment of outpatient hospital services is prohibited on the date of admission or during an admitted stay in a hospital as an inpatient.


	§3131. Emergency Room Benefits
	A. The LA Health Plan provides for the following emergency room benefits:
	1. outpatient health care received in the emergency room of a participating hospital is covered, limited to a maximum of $1,500 per insured per calendar year. This benefit is subject to an $85 co-payment per visit;
	2. the co-payment of $85 per visit shall be waived if such a visit is followed by an admission to the participating hospital for the care of the illness or injury for which the person was treated in the emergency room.

	B. An insured receiving emergency room care resulting from an illness or injury outside the service area of the authorized carrier shall have benefits of 50 percent of those for services received at a participating hospital.

	§3133. Provider Services
	A. The LA Health Plan provides for the following minimum, or their actuarial equivalent, primary health care provider services.
	1. The LA Health Plan will provide for health care provider services, with such care including the general treatment of illness and diagnostic studies used to diagnose the cause of an illness.
	2. All care received by a LA Health insured shall be related to the cause or symptom of the insured's illness or injury. Payment will not be made for care and treatment which is not deemed medically necessary.
	3. Participating provider office visits are subject to a $10 per visit co-payment. Covered services in the participating provider's office include:
	a. laboratory and x-ray services;
	b. immunizations for children under age 19;
	c. prenatal care visits. Only one co-payment for all visits shall be charged if the participating provider bills in one lump sum;
	d. an annual physical exam.

	4. Fees for X-ray and laboratory tests made on an outpatient basis for diagnosis or treatment of an illness are covered when ordered by a participating provider. This benefit has a $1,000 calendar year maximum and is subject to the insured paying eith...
	5. Surgical and related expenses are covered under the LA Health Plan up to a maximum of $5,000 per insured per calendar year. A $50 per surgical procedure co-payment is required.
	6. Maternity care is a covered service subject to the following co-payment requirements:
	a. normal vaginal delivery―$50 co-payment;
	b. Cesarean delivery―$100 co-payment;
	c. if hospitalization follows delivery, the $50 per day inpatient co-payment shall apply.


	B. Outpatient mental health care services provided by a provider licensed to diagnose and treat mental and nervous disorders are covered when provided by a participating provider up to a maximum of $1,000 per calendar year with a $10 per visit co-paym...
	C. Benefits for the following services are paid subject to the benefits listed in the regulation:
	1. use of a participating hospital operating and treatment rooms and equipment;
	2. diagnostic X-rays, laboratory procedures and medical diagnostic procedures used to determine the cause of an illness when performed within 14 days prior to participating hospital admission.

	D. Benefits shall be provided for mammograms. A $5 per screening co-payment is required when performed by a participating provider and performed with the following frequency:
	1. once as a base line mammogram for any female between 35 and 40 years of age;
	2. once every two years for any female between 40 and 50 years of age;
	3. once every year for any female age 50 or above; and
	4. when recommended by a participating provider for a female at risk. Female at risk means a female:
	a. who has a personal history of breast cancer;
	b. who has a personal history of biopsy proven benign breast disease;
	c. whose grandmother, mother, sister, or daughter has had breast cancer; or
	d. who has not given birth prior to age 30.


	E. Benefits are provided for one pap smear examination per year when performed upon recommendation of a participating provider. A $5 per examination co-payment is required.
	F. Benefits are provided for annual prostate antigen tests for covered males who are 45 years of age or older; or covered males who are 40 years of age or older, if ordered by a participating provider. A $5 per test co-payment is required.
	G. Benefits are provided for colon cancer screening when ordered by a participating provider. A $5 per screening co-payment is required.

	§3135. Limitations
	A. Pre-Existing Conditions
	1. Until coverage for an insured enrolled in the LA Health Plan has been in force for 12 consecutive months, benefits for services to be paid to an authorized carrier shall not be available for any illness, injury, or other condition for which:
	a. the existence of symptoms which would cause an ordinarily prudent person to seek diagnosis, care, or treatment, or a condition for which medical advice or treatment was recommended by or received from a provider of health care services within six m...

	2. Maternity benefits are available to an insured only if the date of conception occurred after the effective date of coverage under the LA Health Plan.
	3. No coverage is available to inpatient hospital admissions which begin before an insured's effective date.


	§3137. Exclusions
	A. There is no benefit provided for the following:
	1. any treatment or care not received from a participating hospital or participating provider;
	2. private duty nursing;
	3. prescription drugs (outpatient) or over-the-counter medicines. However, outpatient prescriptions may be covered by an additional rider to the LA Health Plan;
	4. inpatient treatment or counseling for mental and nervous disorders;
	5. care for any condition or injury recognized as a compensable loss through any workers' compensation, occupational disease, or similar law;
	6. any disease or injury resulting from a war, declared or not, or resulting from any military duty;
	7. any item, service, supply, or care not specifically listed as a benefit under the LA Health Plan;
	8. care given by a medical department or clinic run by an insured's employer;
	9. hospitalization and related services or care rendered if primarily for diagnostic studies;
	10. care of corns, bunions (except capsular or related surgery), callouses, nails of the feet (except surgical removal), flat feet, fallen arches, weak feet, chronic foot strain or symptomatic complaints related to the feet;
	11. admission or continued hospital stay for care not medically required on an inpatient basis;
	12. skilled nursing care;
	13. eyeglasses, contact lenses, hearing aids, hearing devices, or cochlear implants, and related examinations and services;
	14. charges for convenience items during a hospital admission;
	15. custodial care, rest cures, or travel expenses, even if recommended for health reasons by a physician;
	16. care, supplies, or equipment not medically necessary for the treatment of injury or illness;
	17. cosmetic or reconstructive surgery except to restore function of any body area which has been altered by disease, trauma, congenital/developmental anomalies, or previous therapeutic processes;
	18. care prescribed and supervised by other than a participating provider;
	19. dental care and treatment by a dentists or a health care provider, including dental surgery, dental appliances, dental prostheses such as crowns, bridges, or dentures; implants, orthodontic care, operative restoration of teeth (fillings); dental e...
	a. to correct traumatic injuries which occur while the insured is covered under the LA Health Plan; or
	b. to correct congenital defects of a child born under and who remains covered under the LA Health Plan; or
	c. for the extraction of impacted teeth after the required waiting period has been met;

	20. surgical or medical care for obesity, weight reduction, or dietary control;
	21. surgical or medical treatment to modify the sex of an individual or services related to the treatment for impotence or other sexual dysfunctions or inadequacies;
	22. professional ambulance service;
	23. hair transplants, hair pieces, wigs, wig maintenance, or prescriptions or medications related to hair growth;
	24. advice or consultation given by any form of telecommunication;
	25. services and supplies which are experimental or investigational in nature;
	26. charges for failure to keep a scheduled visit or charges for completion of claim forms; charges for physician or hospital standby services; charges for holiday or overtime rates;
	27. outpatient speech, occupational, cardiac rehabilitation, or physical therapy;
	28. outpatient use of durable medical equipment;
	29. radial keratotomy; and surgery, services, or supplies for the surgical correction of nearsightedness and/or astigmatism;
	30. services related to or performed in conjunction with artificial insemination, in vitro fertilization or infertility;
	31. biofeedback, recreational, or educational therapy, or other forms of self-care or self-help training and any related diagnostic testing;
	32. services for conditions related to austic disease of childhood, hyperkinetic syndromes, learning disabilities, behavioral problems, or mental retardation;
	33. charges for treatment of a physical injury resulting from suicide or a suicide attempt, sane or insane;
	34. intentionally self-inflicted injury;
	35. injuries received while committing a crime.


	§3139. Outpatient Prescription Rider
	A. An authorized carrier may offer as rider to the LA Health Plan coverage for outpatient prescription drugs that includes a minimal co-payment.

	§3141. Premium Maximums, Method for Calculating
	A. Premiums charged for the LA Health pilot plans shall be based on the average standard rate charged by the five largest health and accident insurers offering individual coverage in the state, as identified by the Louisiana Health Insurance Associati...
	B. Premium rates shall be community rated within each service area, but may vary according to an enrolled individual's status, (i.e., adult or minor dependent and smoker or nonsmoker), as established in §3141.B.1-3 of this regulation.
	1. Adult individual rates shall be based on a per unit basis. Each individual's premium rate enrolled in the plan shall be no more than 60 percent of the strict average of the average individual standard rate charges for adults as identified in §3141....
	2. For the purpose of establishing the premium rate for minor dependents, there shall be one rate regardless of the number of minor dependents enrolled under each plan policy. The premium rate for minor dependents shall be no more than 60 percent of t...
	3. Rates may vary according to an individual's status as either a smoker or nonsmoker. For those individuals enrolled in the plan as a smoker, premium rates identified in §3141 shall be based on the average individual standard rate charged for smokers...
	4. Where a sliding scale is utilized for setting an individual or family's premium payment amount (including any contribution which may be made by an employer), the maximum payment amount for the highest income level cannot exceed the upper limits est...


	§3143. Payment of Benefits
	A. An insured under the LA Health Plan is entitled to benefits for covered services as specified in this regulation and in the contract between an authorized carrier and the insured.
	B. Benefits will be provided only if covered services are prescribed by or performed by or under the direct supervision of a participating provider.

	§3145. General Provisions
	A. All premium payments for coverage are due in advance. Monthly premium payments are for a complete month of coverage. There are no refunds and any cancellations will be effective on the first day of the month for which a premium has not been paid.
	B. Any insured under the LA Health Plan may be considered for reinstatement within six months of termination, no matter what the reason prior coverage was terminated.
	C. If coverage is terminated due to lack of payments, the insured may reapply for coverage within 90 days and pay any premiums still due.
	D. An insured under the LA Health Plan may renew coverage by payment of the necessary premiums to the authorized carrier by the due date.
	E. An authorized carrier may change the amount of monthly premium for the LA Health Plan in compliance with the Insurance Code. Payment by the insured of the new rate is sufficient to indicate acceptance of the new rate.
	F. The LA Health Plan shall be governed by the laws and regulations of the state of Louisiana and specifically those of the LA Health Plan. Nothing in the LA Health Plan shall be construed so as to be in violation of any federal or state law or regula...

	§3147. Termination of Coverage
	A. An insured's spouse who would otherwise lose coverage due to a divorce or death is automatically eligible for coverage in his or her name.
	B. Coverage for any child terminates the last day of the month during which such child is no longer eligible for coverage under the LA Health Plan.


	Chapter 33.  Regulation 55―Life Insurance Illustrations
	§3301. Purpose
	A. The purpose of this regulation is to provide rules for life insurance policy illustrations that will protect consumers and foster consumer education. The regulation provides illustration formats, prescribes standards to be followed when illustratio...

	§3303. Applicability and Scope
	A. This regulation applies to all group and individual life insurance policies and certificates except:
	1. variable life insurance;
	2. individual and group annuity contracts;
	3. credit life insurance; or
	4. life insurance policies with no illustrated death benefits on any individual exceeding $10,000.


	§3305. Definitions
	A. For the purposes of this regulation:
	Actuarial Standards Board―the board established by the American Academy of Actuaries to develop and promulgate standards of actuarial practice.
	Contract Premium―the gross premium that is required to be paid under a fixed premium policy, including the premium for a rider for which benefits are shown in the illustration.
	Currently Payable Scale―a scale of non-guaranteed elements in effect for a policy form as of the preparation date of the illustration or declared to become effective within the next 95 days.
	Department―the Louisiana Department of Insurance.
	Disciplined Current Scale―a scale of non-guaranteed elements constituting a limit on illustrations currently being illustrated by an insurer that is reasonably based on actual recent historical experience, as certified annually by an illustration actu...
	a. are consistent with all provisions of this regulation;
	b. limit a disciplined current scale to reflect only actions that have already been taken or events that have already occurred;
	c. do not permit a disciplined current scale to include any projected trends of improvements in experience or any assumed improvements in experience beyond the illustration date; and
	d. do not permit assumed expenses to be less than minimum assumed expenses.

	Generic Name―a short title descriptive of the policy being illustrated such as "whole life," "term life" or "flexible premium adjustable life."
	Guaranteed Elements and Non-Guaranteed Elements―
	a. Guaranteed Elements―the premiums, benefits, values, credits, or charges under a policy of life insurance that are guaranteed and determined at issue.
	b. Non-Guaranteed Elements―the premiums, benefits, values, credits, or charges under a policy of life insurance that are not guaranteed or not determined at issue.

	Illustrated Scale―a scale of non-guaranteed elements currently being illustrated that is not more favorable to the policy owner than the lesser of:
	a. the disciplined current scale; or
	b. the currently payable scale.

	Illustration―a presentation or depiction that includes non-guaranteed elements of a policy of life insurance over a period of years and that is one of the three types defined below.
	a. Basic Illustration―a ledger or proposal used in the sale of a life insurance policy that shows both guaranteed and non-guaranteed elements.
	b. In Force Illustration―an illustration furnished at any time after the policy that it depicts has been in force for one year or more.
	c. Supplemental Illustration―an illustration furnished in addition to a basic illustration that meets the applicable requirements of this regulation, and that may be presented in a format differing from the basic illustration, but may only depict a sc...

	Illustration Actuary―an actuary meeting the requirements of §3319 who certifies to illustrations based on the standard of practice promulgated by the Actuarial Standards Board.
	Lapse-Supported Illustration―an illustration of a policy form failing the test of self-supporting as defined in this regulation, under a modified persistency rate assumption using persistency rates underlying the disciplined current scale for the firs...
	Minimum Assumed Expenses―
	a. the minimum expenses that may be used in the calculation of the disciplined current scale for a policy form. The insurer may choose to designate each year the method of determining assumed expenses for all policy forms from the following:
	i. fully allocated expenses;
	ii. marginal expenses; and
	iii. a generally recognized expense table based on fully allocated expenses representing a significant portion of insurance companies and approved by the department.

	b. Marginal expenses may be used only if greater than a generally recognized expense table. If no generally recognized expense table is approved, fully allocated expenses must be used.

	Non-Term Group Life―a group policy or individual policies of life insurance issued to members of an employer group or other permitted group where:
	a. every plan of coverage was selected by the employer or other group representative;
	b. some portion of the premium is paid by the group or through payroll deduction; and
	c. group underwriting or simplified underwriting is used.

	Policy Owner―the owner named in the policy or the certificate holder in the case of a group policy.
	Premium Outlay―the amount of premium assumed to be paid by the policy owner or other premium payer out-of-pocket.
	Self-Supporting Illustration―an illustration of a policy form for which it can be demonstrated that, when using experience assumptions underlying the disciplined current scale, for all illustrated points in time on or after the 15 policy anniversary o...


	§3307. Policies to Be Illustrated
	A. Each insurer marketing policies to which this regulation is applicable shall notify the department whether a policy form is to be marketed with or without an illustration. For all policy forms being actively marketed on the effective date of this r...
	B. If the insurer identifies a policy form as one to be marketed without an illustration, any use of an illustration for any policy using that form prior to the first policy anniversary is prohibited.
	C. If a policy form is identified by the insurer as one to be marketed with an illustration, a basic illustration prepared and delivered in accordance with this regulation is required, except that a basic illustration need not be provided to individua...
	D. Potential enrollees of non-term group life subject to this regulation shall be furnished a quotation with the enrollment materials. The quotation shall show potential policy values for sample ages and policy years on a guaranteed and non-guaranteed...

	§3309. General Rules and Prohibitions
	A. An illustration used in the sale of a life insurance policy shall satisfy the applicable requirements of this regulation, be clearly labeled "life insurance illustration" and contain the following basic information:
	1. name of insurer;
	2. name and business address of producer or insurer's authorized representative, if any;
	3. name, age, and sex of proposed insured, except where a composite illustration is permitted under this regulation;
	4. underwriting or rating classification upon which the illustration is based;
	5. generic name of policy, the company product name, if different, and form number;
	6. initial death benefit; and
	7. dividend option election or application of non-guaranteed elements, if applicable.

	B. When using an illustration in the sale of a life insurance policy, an insurer or its producers or other authorized representatives shall not:
	1. represent the policy as anything other than a life insurance policy;
	2. use or describe non-guaranteed elements in a manner that is misleading or has the capacity or tendency to mislead;
	3. state or imply that the payment or amount of non-guaranteed elements is guaranteed;
	4. use an illustration that does not comply with the requirements of this regulation;
	5. use an illustration that at any policy duration depicts policy performance more favorable to the policy owner than that produced by the illustrated scale of the insurer whose policy is being illustrated;
	6. provide an applicant with an incomplete illustration;
	7. represent in any way that premium payments will not be required for each year of the policy in order to maintain the illustrated death benefits, unless that is the fact;
	8. use the term "vanish" or "vanishing premium," or a similar term that implies the policy becomes paid up, to describe a plan for using non-guaranteed elements to pay a portion of future premiums;
	9. except for policies that can never develop nonforfeiture values, use an illustration that is "lapse-supported"; or
	10. use an illustration that is not "self-supporting."

	C. If an interest rate used to determine the illustrated non-guaranteed elements is shown, it shall not be greater than the earned interest rate underlying the disciplined current scale.

	§3311. Standards for Basic Illustrations
	A. Format. A basic illustration shall conform with the following requirements.
	1. The illustration shall be labeled with the date on which it was prepared.
	2. Each page, including any explanatory notes or pages, shall be numbered and show its relationship to the total number of pages in the illustration (e.g., the fourth page of a seven-page illustration shall be labeled "page 4 of 7 pages").
	3. The assumed dates of payment receipt and benefit pay-out within a policy year shall be clearly identified.
	4. If the age of the proposed insured is shown as a component of the tabular detail, it shall be issue age plus the numbers of years the policy is assumed to have been in force.
	5. The assumed payments on which the illustrated benefits and values are based shall be identified as premium outlay or contract premium, as applicable. For policies that do not require a specific contract premium, the illustrated payments shall be id...
	6. Guaranteed death benefits and values available upon surrender, if any, for the illustrated premium outlay or contract premium shall be shown and clearly labeled guaranteed.
	7. If the illustration shows any non-guaranteed elements, they cannot be based on a scale more favorable to the policy owner than the insurer's illustrated scale at any duration. These elements shall be clearly labeled non-guaranteed.
	8. The guaranteed elements, if any, shall be shown before corresponding non-guaranteed elements and shall be specifically referred to on any page of an illustration that shows or describes only the non-guaranteed elements (e.g., "see page one for guar...
	9. The account or accumulation value of a policy, if shown, shall be identified by the name this value is given in the policy being illustrated and shown in close proximity to the corresponding value available upon surrender.
	10. The value available upon surrender shall be identified by the name this value is given in the policy being illustrated and shall be the amount available to the policy owner in a lump sum after deduction of surrender charges, policy loans and polic...
	11. Illustrations may show policy benefits and values in graphic or chart form in addition to the tabular form.
	12. Any illustration of non-guaranteed elements shall be accompanied by a statement indicating that:
	a. the benefits and values are not guaranteed;
	b. the assumptions on which they are based are subject to change by the insurer; and
	c. actual results may be more or less favorable.

	13. If the illustration shows that the premium payer may have the option to allow policy charges to be paid using non-guaranteed values, the illustration must clearly disclose that a charge continues to be required and that, depending on actual result...
	14. If the applicant plans to use dividends or policy values, guaranteed or non-guaranteed, to pay all or a portion of the contract premium or policy charges, or for any other purpose, the illustration may reflect those plans and the impact on future ...

	B. Narrative Summary. A basic illustration shall include the following:
	1. a brief description of the policy being illustrated, including a statement that it is a life insurance policy;
	2. a brief description of the premium outlay or contract premium, as applicable, for the policy. For a policy that does not require payment of a specific contract premium, the illustration shall show the premium outlay that must be paid to guarantee c...
	3. a brief description of any policy features, riders or options, guaranteed or non-guaranteed, shown in the basic illustration and the impact they may have on the benefits and values of the policy;
	4. identification and a brief definition of column headings and key terms used in the illustration; and
	5. a statement containing in substance the following:

	C. Numeric Summary
	1. Following the narrative summary, a basic illustration shall include a numeric summary of the death benefits and values and the premium outlay and contract premium, as applicable. For a policy that provides for a contract premium, the guaranteed dea...
	a. policy guarantees;
	b. insurer's illustrated scale;
	c. insurer's illustrated scale used but with the non-guaranteed elements reduced as follows:
	i. dividends at 50 percent of the dividends contained in the illustrated scale used;
	ii. non-guaranteed credited interest at rates that are the average of the guaranteed rates and the rates contained in the illustrated scale used; and
	iii. all non-guaranteed charges including, but not limited to, term insurance charges, mortality and expense charges at rates that are the average of the guaranteed rates and the rates contained in the illustrated scale used.


	2. In addition, if coverage would cease prior to policy maturity or age 100, the year in which coverage ceases shall be identified for each of the three bases.

	D. Statements. Statements substantially similar to the following shall be included on the same page as the numeric summary and signed by the applicant, or the policy owner in the case of an illustration provided at time of delivery, as required in thi...
	1. A statement to be signed and dated by the applicant or policy owner reading as follows:
	2. A statement to be signed and dated by the insurance producer or other authorized representative of the insurer reading as follows:

	E. Tabular Detail
	1. A basic illustration shall include the following for at least each policy year from 1 to 10 and for every fifth policy year thereafter ending at age 100, policy maturity or final expiration; and except for term insurance beyond the twentieth year, ...
	a. the premium outlay and mode the applicant plans to pay and the contract premium, as applicable;
	b. the corresponding guaranteed death benefit, as provided in the policy; and
	c. the corresponding guaranteed value available upon surrender, as provided in the policy.

	2. For a policy that provides for a contract premium, the guaranteed death benefit and value available upon surrender shall correspond to the contract premium.
	3. Non-guaranteed elements may be shown, if described in the contract. In the case of an illustration for a policy on which the insurer intends to credit terminal dividends, they may be shown if the insurer's current practice is to pay terminal divide...


	§3313. Standards for Supplemental Illustrations
	A. A supplemental illustration may be provided so long as:
	1. it is appended to, accompanied by, or preceded by a basic illustration that complies with this regulation;
	2. the non-guaranteed elements shown are not more favorable to the policy owner than the corresponding elements, based on the scale used in the basic illustration;
	3. it contains the same statement required of a basic illustration that non-guaranteed elements are not guaranteed; and
	4. for a policy that has a contract premium, the contract premium underlying the supplemental illustration is equal to the contract premium shown in the basic illustration. For policies that do not require a contract premium, the premium outlay underl...

	B. The supplemental illustration shall include a notice referring to the basic illustration for guaranteed elements and other important information.

	§3315. Delivery of Illustrations and Record Retention
	A.1. If a basic illustration is used by an insurance producer or other authorized representative of the insurer in the sale of a life insurance policy and the policy is applied for as illustrated, a copy of that illustration, signed in accordance with...
	2. If the policy is issued other than as applied for, a revised basic illustration, conforming to the policy as issued, shall be sent with the policy. The revised illustration shall conform to the requirements of this regulation, shall be labeled "Rev...

	B.1. If no illustration is used by an insurance producer or other authorized representative in the sale of a life insurance policy or if the policy is applied for other than as illustrated, the producer or representative shall certify to that effect, ...
	2. If the policy is issued, a basic illustration conforming to the policy, as issued, shall be sent with the policy and signed no later than the time the policy is delivered. A copy shall be provided to the insurer and the policy owner.

	C. If the basic illustration or revised illustration is sent to the applicant or policy owner by mail from the insurer, it shall include instructions for the applicant or policy owner to sign the duplicate copy of the numeric summary page of the illus...
	D. A copy of the basic illustration and a revised basic illustration, if any, signed as applicable, along with any certification that either no illustration was used or that the policy was applied for other than as illustrated, shall be retained by th...

	§3317. Annual Report; Notice to Policy Owners
	A. In the case of a policy designated as one for which illustrations will be used, the insurer shall provide each policy owner with an annual report on the status of the policy that shall contain at least the following information.
	1. For universal life policies, the report shall include the following:
	a. the beginning and ending date of the current report period;
	b. the policy value at the end of the previous report period and at the end of the current report period;
	c. the total amounts that have been credited or debited to the policy value during the current report period, identifying each by type (e.g., interest, mortality, expense and riders);
	d. the current death benefit at the end of the current report period on each life covered by the policy;
	e. the net cash surrender value of the policy as of the end of the current report period;
	f. the amount of outstanding loans, if any, as of the end of the current report period; and
	g. for fixed premium policies:
	i. if, assuming guaranteed interest, mortality and expense loads, and continued scheduled premium payments, the policy's net cash surrender value is such that it would not maintain insurance in force until the end of the next reporting period, a noti...

	h. for flexible premium policies:
	i. if, assuming guaranteed interest, mortality and expense loads, the policy's net cash surrender value will not maintain insurance in force until the end of the next reporting period unless further premium payments are made, a notice to this effect ...


	2. For all other policies, where applicable:
	a. current death benefit;
	b. annual contract premium;
	c. current cash surrender value;
	d. current dividend;
	e. application of current dividend; and
	f. amount of outstanding loan.

	3. Insurers writing life insurance policies that do not build nonforfeiture values shall only be required to provide an annual report with respect to these policies for those years when a change has been made to nonguaranteed policy elements by the in...

	B. If the annual report does not include an in-force illustration, it shall contain the following notice displayed prominently:
	C. Upon the request of the policy owner, the insurer shall furnish an in-force illustration of current and future benefits and values based on the insurer's present illustrated scale. This illustration shall comply with the requirements of §§3309.A.-B...
	D. If an adverse change in non-guaranteed elements that could affect the policy has been made by the insurer since the last annual report, the annual report shall contain a notice of that fact and the nature of the change prominently displayed.

	§3319. Annual Certifications
	A. The board of directors of each insurer shall appoint one or more illustration actuaries.
	B. The illustration actuary shall certify that the disciplined current scale used in illustrations is in conformity with the Actuarial Standard of Practice for Compliance with the NAIC Model Regulation on Life Insurance Illustrations promulgated by th...
	C. The illustration actuary shall:
	1. be a member in good standing of the American Academy of Actuaries;
	2. be familiar with the standard of practice regarding life insurance policy illustrations;
	3. not have been found by the department, following appropriate notice and hearing, to have:
	a. violated any provision of, or any obligation imposed by, the insurance law or other law in the course of his or her dealings as an illustration actuary;
	b. been found guilty of fraudulent or dishonest practices;
	c. demonstrated his or her incompetence, lack of cooperation, or untrustworthiness to act as an illustration actuary; or
	d. resigned or been removed as an illustration actuary within the past five years as a result of acts or omissions indicated in any adverse report on examination or as a result of a failure to adhere to generally acceptable actuarial standards;

	4. promptly notify the department of any action taken by a department of another state similar to that under §3319.C.3;
	5. disclose in the annual certification whether, since the last certification, a currently payable scale applicable for business issued within the previous five years and within the scope of the certification has been reduced for reasons other than ch...
	6. disclose in the annual certification the method used to allocate overhead expenses for all illustrations:
	a. fully allocated expenses;
	b. marginal expenses; or
	c. a generally recognized expense table based on fully allocated expenses representing a significant portion of insurance companies and approved by the department.


	D.1. The illustration actuary shall file a certification with the board and with the department:
	a. annually for all policy forms for which illustrations are used; and
	b. before a new policy form is illustrated.
	2. If an error in a previous certification is discovered, the illustration actuary shall notify the board of directors of the insurer and the department promptly.

	E. If an illustration actuary is unable to certify the scale for any policy form illustration the insurer intends to use, the actuary shall notify the board of directors of the insurer and the department promptly of his or her inability to certify.
	F. A responsible officer of the insurer, other than the illustration actuary, shall certify annually:
	1. that the illustration formats meet the requirements of this regulation and that the scales used in insurer-authorized illustrations are those scales certified by the illustration actuary; and
	2. that the company has provided its agents with information about the expense allocation method used by the company in its illustrations and disclosed as required in §3319.C.6.

	G. The annual certifications shall be provided to the department each year by a date determined by the insurer.
	H. If an insurer changes the illustration actuary responsible for all or a portion of the company's policy forms, the insurer shall notify the department of that fact promptly and disclose the reason for the change.

	§3321. Severability
	A. If any provision of this regulation, or its application to any person or circumstance, is, for any reason, held to be invalid by any court of law, the remainder of the regulation and its application to other persons or circumstances shall not be af...

	§3323. Effective Date
	A. This regulation shall become effective July 1, 1997 and shall apply to policies sold on or after the effective date.


	Chapter 35.  Regulation 56―Credit for Reinsurance
	§3501. Purpose
	A. The purpose of this regulation is to set forth rules and procedural requirements which the commissioner deems necessary to carry out the statutory provisions on Credit for Reinsurance, R.S. Title 22, Sections 941 et seq. The actions and information...

	§3503. Severability
	A. If any provision of item of this regulation, or the application thereof, is held invalid, such invalidity shall not affect other provisions, items, or applications of the regulation which can be given effect without the invalid provisions, item, or...

	§3505. Credit for Reinsurance―Reinsurer Authorized in this State
	A. Pursuant to R.S. 22:941(B), credit shall be allowed when the reinsurance is ceded by a domestic insurer to an assuming insurer which is authorized in this state. An authorized insurer is one which holds a certificate of authority to transact insura...

	§3507. Credit for Reinsurance―Accredited Reinsurer
	A. Pursuant to R.S.22:941(C), credit shall be allowed when the reinsurance is ceded by a domestic insurer to an assuming insurer which is accredited as a reinsurer in this state as of the date of the ceding insurer's quarterly or annual financial stat...
	1. filing with the Department of Insurance a properly executed Form AR-1 (§3525.B) as evidence of its submission to the jurisdiction of this state; and
	2. submission of the reinsurer to the authority of the Department of Insurance to examine books and records of the reinsurer; and
	3. demonstration by the reinsurer that the reinsurer is licensed or authorized to transact insurance or reinsurance in, or in the case of a United States branch of an alien assuming insurer, is entered through, at least one state which employs standar...
	4. annually filing with the Department of Insurance a true copy of its annual statement filed with the insurance department of its state of domicile, or in the case of an alien assuming insurer, with the state through which it is entered and in which ...


	§3509. Credit for Reinsurance―Reinsurer Maintaining Trust Funds
	A. Pursuant to R.S. 22:941(D), credit shall also be allowed when the reinsurance is ceded by a domestic insurer to an assuming insurer which, as of the date of the ceding insurer's quarterly or annual financial statement filed in accordance with R.S.2...
	B. The following requirements apply to the following categories of assuming insurer.
	1. In the case of a single assuming insurer, the trust shall consist of a trusteed account in an amount not less than the assuming insurer's liabilities attributable to business written in the United States, and in addition, the assuming insurer shall...
	2. In the case of a group of insurers that includes individual unincorporated underwriters, the trust shall consist of a trusteed account representing the group's aggregate liabilities attributable to business written in the United States, and in addi...
	3. In the case of a group of incorporated insurers under common administration, the group shall:
	a. submit to this state's authority to examine its books and records and bear the expense of the examination;
	b. maintain aggregate policyholders surplus of $10 billion;
	c. maintain a trust consisting of a trusteed account in an amount not less than the group's several liabilities attributable to business ceded by United States ceding insurers to any members of the group;
	d. in addition, maintain a joint trusteed surplus of which $100 million shall be held jointly for the benefit of United States ceding insurers of any member of the group as additional security for these liabilities;
	e. file a properly executed Form AR-1 as evidence of the submission to this state's authority to examine the books and records of any of its members and certify that any member examined will bear the expense of any such examination;
	f. within 90 days after its financial statements are due to be filed with the group's domiciliary regulator, make available to the commissioner an annual certification of the member's solvency by the member's domiciliary regulator and financial statem...


	C. Any credit for reinsurance shall not be granted under §3509.A unless the form and amendments to the trust have been approved by the Department of Insurance. The trust instrument shall provide that:
	1. contested claims shall be valid and enforceable out of funds in trust to the extent remaining unsatisfied 30 days after entry of the final order of any court of competent jurisdiction in the United States;
	2. legal title to the assets of the trust shall be vested in the trustees of the trust for its United States ceding insurers, their assigns and successors in interest;
	3. the trust shall be subject to examination as determined by the department;
	4. the trust shall remain in existence for as long as the assuming insurer, or any member or former member of a group of insurers, shall have outstanding obligations under the reinsurance agreements subject to the trust;
	5. no later than February 28 of each year the trustees of the trust shall provide a written report to the department setting forth the balance in the trust and listing the investments of the trust of the preceding year, and shall certify the date of t...

	D. If the assuming insurer is not authorized or accredited to transact insurance or reinsurance in this state, credit permitted by §3509 shall not be allowed unless:
	1. the assuming insurer provides the following in all reinsurance agreements:
	a. that in the event of the failure of the assuming insurer to perform its obligations under the terms of the reinsurance agreement, the assuming insurer, at the request of the ceding insurer, shall submit to the jurisdiction of any court of competent...
	b. to designate the commissioner its true and lawful attorney, who may be served any lawful service of process in any action, suit, or proceeding instituted by or on behalf of the ceding insurer;
	c. the provisions of §3509.D.1.a-b shall not be construed to conflict with or override the obligation of the parties to a reinsurance agreement to arbitrate their disputes, if such an obligation is created in the reinsurance agreement;
	d. the assuming insurer files with the department a list identifying its officers and directors (or similar principals), along with biographical information for each, and provides an annual update of this information; and
	e. the assuming insurer agrees to allow the department to examine its books and records and to waive any protection it has under any secrecy laws of its domiciliary jurisdiction, except that such examinations will  only take place upon the commissione...


	E. The ceding insurer may take credit for the reserves on such ceded risks to the extent reinsured, except that:
	1. no credit shall be taken for such reserves unless the insurer accepting the reinsurance meets the requirements set forth in §3509 as valid assuming insurers;
	2. no credit shall be allowed to any ceding insurer for reinsurance, as an admitted asset or as a deduction from liability, unless the reinsurance shall be payable, in the event of insolvency of the ceding insurer, to its liquidator or receiver on the...
	3. no credit shall be permitted unless the assuming insurer has been doing business in its country of domicile for at least three years, or is an affiliate of an insurer or reinsurer which has been doing business in its country of domicile for at leas...


	§3511. Credit for Reinsurance Required by Law
	A. Pursuant to R.S.22:941(E), any credit for reinsurance shall also be allowed when the reinsurance is ceded by a domestic insurer to an assuming insurer not meeting the requirements of R.S.22:941(B),(C), or (D), only as to the insurance of risks loca...

	§3513. Reduction from Liability for Reinsurance Ceded to an Unauthorized Assuming Insurer
	A. A reduction from liability for the reinsurance ceded by a domestic insurer to an assuming insurer that fails to satisfy the requirements of R.S. 22:941 shall be allowed in an amount not exceeding the liabilities carried by the ceding insurer, and s...
	1. cash;
	2. securities listed by the Securities Valuation Office of the National Association of Insurance Commissioners (NAIC) and qualifying as admitted assets;
	3. clean, irrevocable, unconditional, and evergreen letters of credit, issued or confirmed by a qualified United States institution, as defined in R.S. 22:941.2(A), effective no later than December 31 in respect of the year for which filing is being m...
	4. any other form of security acceptable to the commissioner.

	B. A reduction from liability for reinsurance ceded to an unauthorized assuming insurer pursuant to §3513.A-C of this regulation shall be allowed only when the requirements of §§3515, 3517, and 3519 of this regulation are met and the assuming insurer ...

	§3515. Trust Agreements Qualified under §3513.
	A. As used in §3515:
	Beneficiary―the entity for whose sole benefit the trust has been established and any successor of the beneficiary by operation of law. If a court of law appoints a successor in interest to the named beneficiary, then the named beneficiary includes and...
	Grantor―the entity that has established a trust for the sole benefit of the beneficiary. When established in conjunction with a reinsurance agreement, the grantor is the unlicensed, unaccredited assuming insurer.
	Obligations―as used in §3515.B.11, means:
	a. reinsured losses and allocated loss expenses paid by the ceding company, but not recovered from the assuming insurer;
	b. reserves for reinsured losses reported and outstanding;
	c. reserves for reinsured losses incurred but not reported; and
	d. reserves for allocated reinsured loss expenses and unearned premiums.


	B. Required Conditions
	1. The trust agreement shall be entered into between the beneficiary, the grantor, and a trustee which shall be a qualified United States financial institution, as defined in Section R.S. 22:941.2(A) of the Act.
	2. The trust agreement shall create a trust account into which assets shall be deposited.
	3. All assets in the trust account shall be held by the trustee at the trustee's office in the United States, except that a bank may apply for the commissioner's permission to use a foreign branch office of such bank as trustee for trust agreements es...
	4. The trust agreement shall provide that:
	a. the beneficiary shall have the right to withdraw assets from the trust account at any time, without notice to the grantor, subject only to written notice from the beneficiary to the trustee;
	b. no other statement or document is required to be presented in order to withdraw assets, except that the beneficiary may be required to acknowledge receipt of withdrawn assets;
	c. it is not subject to any conditions or qualifications outside of the trust agreement; and
	d. it shall not contain references to any other agreements or documents except as provided for under §3515.B.11.

	5. The trust agreement shall be established for the sole benefit of the beneficiary.
	6. The trust agreement shall require the trustee to:
	a. receive assets and hold all assets in a safe place;
	b. determine that all assets are in such form that the beneficiary, or the trustee upon direction by the beneficiary, may, whenever necessary, negotiate any such assets, without consent or signature from the grantor or any other person or entity;
	c. furnish to the grantor and the beneficiary a statement of all assets in the trust account upon its inception and at intervals no less frequent than the end of each calendar quarter;
	d. notify the grantor and the beneficiary within 10 days, of any deposits to or withdrawals from the trust account;
	e. upon written demand of the beneficiary, immediately take any and all steps necessary to transfer absolutely and unequivocally all right, title, and interest in the assets held in the trust account to the beneficiary and deliver physical custody of ...
	f. allow no substitutions or withdrawals of assets from the trust account; except on written instructions from the beneficiary, except that the trustee may, without the consent of but with notice to the beneficiary, upon call or maturity of any trust ...

	7. The trust agreement shall provide that at least 30 days, but not more than 45 days, prior to termination of the trust account, written notification of termination shall be delivered by the trustee to the beneficiary.
	8. The trust agreement shall be made subject to and governed by the laws of the state in which the trust is established.
	9. The trust agreement shall prohibit invasion of the trust corpus for the purpose of paying compensation to, or reimbursing the expenses of, the trustee.
	10. The trust agreement shall provide that the trustee shall be liable for its own negligence, willful misconduct, or lack of good faith.
	11. Notwithstanding other provisions of this regulation, when a trust agreement is established in conjunction with a reinsurance agreement covering risks other than life, annuities, and accident and health, where it is customary practice to provide a ...
	a. to pay or reimburse the ceding insurer for the assuming insurer's share under the specific reinsurance agreement regarding any losses and allocated loss expenses paid by the ceding insurer, but not recovered from the assuming insurer, or for unearn...
	b. to make payment to the assuming insurer of any amounts held in the trust account that exceed 102 percent of the actual amount required to fund the assuming insurer's obligations under the specific reinsurance agreement; or
	c. where the ceding insurer has received notification of termination of the trust account and where the assuming insurer's entire obligations under the specific reinsurance agreement remain unliquidated and undischarged 10 days prior to the terminatio...

	12. The reinsurance agreement entered into in conjunction with the trust agreement may, but need not, contain the provisions required by §3515.D.1.b, so long as these required conditions are included in the trust agreement.

	C. Permitted Conditions
	1. The trust agreement may provide that the trustee may resign upon delivery of a written notice of resignation, effective not less than 90 days after receipt by the beneficiary and grantor of the notice, and that the trustee may be removed by the gra...
	2. The grantor may have the full and unqualified right to vote any shares of stock in the trust account and to receive, from time to time, payments of any dividends or interest upon any shares of stock or obligations included in the trust account. Any...
	3. The trustee may be given authority to invest, and accept substitutions of, any funds in the account, provided that no investment or substitution shall be made without prior approval of the beneficiary, unless the trust agreement specifies categorie...
	4. The trust agreement may provide that the beneficiary may at any time designate a party to whom all or part of the trust assets are to be transferred. Such transfer may be conditioned upon the trustee receiving, prior to or simultaneously, other spe...
	5. The trust agreement may provide that, upon termination of the trust account, all assets not previously withdrawn by the beneficiary shall, with written approval by the beneficiary, be delivered over to the grantor.

	D. Additional Conditions Applicable to Reinsurance Agreements
	1. A reinsurance agreement which is entered into in conjunction with a trust agreement and the establishment of a trust account may contain provisions that:
	a. require the assuming insurer to enter into a trust agreement and to establish a trust account for the benefit of the ceding insurer and specifying what the agreement is to cover;
	b. stipulate that assets deposited in the trust account shall be valued according to their current fair market value and shall consist only of cash (United States legal tender), certificates of deposit (issued by a United States bank and payable in Un...
	c. require the assuming insurer, prior to depositing assets with the trustee, to execute assignments or endorsements in blank, or to transfer legal title to the trustee of all shares, obligations, or any other assets requiring assignments in order tha...
	d. require that all settlements of account between the ceding insurer and the assuming insurer be made in cash or its equivalent; and
	e. stipulate that the assuming insurer and the ceding insurer agree that the assets in the trust account, established pursuant to the provisions of the reinsurance agreement, may be withdrawn by the ceding insurer at any time, notwithstanding any othe...
	i. to reimburse the ceding insurer for the assuming insurer's share of premiums returned to the owners of policies reinsured under the reinsurance agreement because of cancellations of such policies;
	ii. to reimburse the ceding insurer for the assuming insurer's share of surrenders and benefits or losses paid by the ceding insurer pursuant to the provisions of the policies reinsured under the reinsurance agreement;
	iii. to fund an account with the ceding insurer in an amount at least equal to the deduction, for reinsurance ceded, from the ceding insurer liabilities for policies ceded under the agreement. The account shall include, but not be limited to, amounts...
	iv. to pay any other amounts the ceding insurer claims are due under the reinsurance agreement.


	2. The reinsurance agreement may also contain provisions that:
	a. give the assuming insurer the right to seek approval from the ceding insurer to withdraw from the trust account all or any part of the trust assets and transfer those assets to the assuming insurer, provided:
	i. the assuming insurer shall, at the time of withdrawal, replace the withdrawn assets with other qualified assets having a market value equal to the market value of the assets withdrawn so as to maintain at all times the deposit in the required amou...
	ii. after withdrawal and transfer, the market value of the trust account is no less than 102 percent of the required amount;

	b. provide for:
	i. the return of any amount withdrawn in excess of the actual amounts required for §3515.D.1.e.i-iii, or in the case of §3515.D.1.e.iv any amounts that are subsequently determined not to be due; and
	ii. interest payments, at a rate not in excess of the prime rate of interest, on the amounts held pursuant to §3515.D.1.e.iii;

	c. permit the award by any arbitration panel or court of competent jurisdiction of:
	i. interest at a rate different from that provided in §3515.D.2.b.ii;
	ii. court of arbitration costs;
	iii. attorney's fees; and
	iv. any other reasonable expenses.


	3. Financial Reporting. A trust agreement may be used to reduce any liability for reinsurance ceded to an unauthorized assuming insurer in financial statements required to be filed with this department in compliance with the provisions of this regulat...
	4. Existing Agreements. Notwithstanding the effective date of this regulation, any trust agreement or underlying reinsurance agreement in existence prior to September 1, 1995 will continue to be acceptable until August 31, 1996, at which time the agre...
	5. The failure of any trust agreement to specifically identify the beneficiary as defined in §3515.A shall not be construed to affect any actions or rights which the commissioner may take or possess pursuant to the provisions of the laws of this state.


	§3517. Letters of Credit Qualified under §3513
	A. The letter of credit must be clean, irrevocable, and unconditional and issued or confirmed by a qualified United States financial institution, as defined in R.S. 22:941.2(A). The letter of credit shall contain an issue date and date of expiration a...
	B. The heading of the letter of credit may include a boxed section which contains the name of the applicant and other appropriate notations to provide a reference for the letter of credit. The boxed section shall be clearly marked to indicate that suc...
	C. The letter of credit shall contain a statement to the effect that the obligation of the qualified United States financial institution under the letter of credit is in no way contingent upon reimbursement with respect thereto.
	D. The term of the letter of credit shall be for at least one year and shall contain an evergreen clause which prevents the expiration of the letter of credit without due notice from the issuer. The evergreen clause shall provide for a period of no le...
	E. The letter of credit shall state whether it is subject to and governed by the laws of this state or the latest edition of the Uniform Customs and Practice for Documentary Credits of the International Chamber of Commerce (Publication 400), and all d...
	F. If the letter of credit is made subject to the latest edition of the Uniform Customs and Practice for Documentary Credits of the International Chamber of Commerce (Publication 400), then the letter of credit shall specifically address and make prov...
	G. The letter of credit shall be issued or confirmed by a qualified United States financial institution authorized to issue letters of credit, pursuant to R.S. 22:941.2(A).
	H. If the letter of credit is issued by a qualified United States financial institution authorized to issue letters of credit, other than a qualified United States financial institution, as described in §3517.G, then the following additional requireme...
	1. the issuing qualified United States financial institution shall formally designate the confirming qualified United States financial institution as its agent for the receipt and payment of the drafts; and
	2. the evergreen clause shall provide for 30 days notice prior to expiry date for nonrenewal.

	I. Reinsurance Agreement Provisions
	1. The reinsurance agreement in conjunction with which the letter of credit is obtained may contain provisions which:
	a. require the assuming insurer to provide letters of credit to the ceding insurer and specify what they are to cover;
	b. stipulate that the assuming insurer and ceding insurer agree that the letter of credit provided by the assuming insurer, pursuant to the provisions of the reinsurance agreement, may be drawn upon at any time, notwithstanding any other provisions in...
	i. to reimburse the ceding insurer for the assuming insurer's share of premiums returned to the owners of policies reinsured under the reinsurance agreement on account of cancellations of such policies;
	ii. to reimburse the ceding insurer for the assuming insurer's share of surrenders and benefits or losses paid by the ceding insurer under the terms and provisions of the policies reinsured under the reinsurance agreement;
	iii. to fund an account with the ceding insurer in an amount at least equal to the deduction, for reinsurance ceded, from the ceding insurer's liabilities for policies ceded under the agreement (such amount shall include, but not be limited to, amoun...
	iv. to pay any other amounts the ceding insurer claims are due under the reinsurance agreement;

	c. all of the foregoing provisions of §3517.I.1 should be applied without diminution because of insolvency on the part of the ceding insurer or assuming insurer.

	2. Nothing contained in §3517.I.l shall preclude the ceding insurer and assuming insurer from providing for:
	a. an interest payment, at a rate not in excess of the prime rate of interest, on the amounts held pursuant to §3517.I.l.b.iii; and/or
	b. the return of any amounts drawn down on the letters of credit in excess of the actual amounts required for the above or, in the case of §3517.I.l.b.iv, any amounts that are subsequently determined not to be due.

	3. When a letter of credit is obtained in conjunction with a reinsurance agreement covering risks other than life, annuities, and health where it is customary practice to provide a letter of credit for a specific purpose, then the reinsurance agreemen...

	J. A letter of credit may not be used to reduce any liability for reinsurance ceded to an unauthorized assuming insurer in financial statements required to be filed with this department unless an acceptable letter of credit with the filing ceding insu...

	§3519. Other Security
	A. A ceding insurer may take credit for unencumbered funds withheld by the ceding insurer in the United States subject to withdrawal solely by the ceding insurer and under its exclusive control.

	§3521. Reinsurance Contract
	A. Credit will not be granted to a ceding insurer for reinsurance effected with assuming insurers meeting the requirements of §§3505, 3507, 3509, or 3513 of this regulation or otherwise in compliance with R.S.22:941 after the adoption of this regulati...
	1. includes a proper insolvency clause pursuant to R.S. 22:941(G)(2); and
	2. includes a provision pursuant to R.S.22:941(F)(1) whereby the assuming insurer, if not authorized or accredited, has submitted to the jurisdiction of an alternative dispute resolution panel or court of competent jurisdiction within the United State...


	§3523. Agreements Requiring Approval
	A. The following kinds of reinsurance agreements shall not be entered into by any domestic insurer unless they are first submitted to the Commissioner of Insurance for his written approval, who shall approve the same if the terms thereof do not injuri...
	1. agreements of reinsurance of any life insurer other than agreements made in the ordinary course of business covering reinsurance of individual lives or joint lives under reinsurance agreements relating to current business; or
	2. agreements whereby any insurer, other than a life insurer, cedes any existing outstanding reserves to an insurer not authorized to transact business in this state, or cedes to any insurer or insurers at one time, or during a period of six consecuti...

	B. If the Commissioner of Insurance refuses to approve any such agreement submitted for his approval, he shall grant the insurer a hearing upon request.
	C. In addition to the requirements of §3523.A, the commissioner may require that any reinsurance agreement must be approved, in writing, by the commissioner when the agreement is between a Louisiana domestic insurer and a nonadmitted or unauthorized a...

	§3525. Contracts Affected
	A. All new and renewal reinsurance transactions entered into after December 31, 1995 shall conform to the requirements of law and this regulation if credit is to be given to the ceding insurer for such reinsurance.
	B. Form AR-1
	1. Submits to the jurisdiction of any court of competent jurisdiction in _____________________________
	for the adjudication of any issues arising out of the reinsurance agreement(s), agrees to comply with all requirements necessary to give such court jurisdiction, and will abide by the final decision of such court or any appellate court in the event of...
	2. Designates the insurance commissioner of _______________________________________   as its lawful Ceding Insurer's State of Domicile)
	attorney upon whom may be served any lawful process in any action, suit or proceeding arising out of the reinsurance agreement(s) instituted by or on behalf of the ceding insurer.
	3. Submits to the authority of the insurance commissioner of ___________________________________
	to examine its books and records and agrees to bear the expense of any such examination.
	4. Submits with this form a current list of insurers domiciled in ______________________________________
	(Ceding Insurer's State of Domicile)
	reinsured by Assuming Insurer and undertakes to submit additions to or deletions from the list to the insurance commissioner at least once per calendar quarter.

	Dated: ________________


	Chapter 37.  Regulation 57―Life and Health Reinsurance Agreements
	§3701. Preamble
	A. The Department of Insurance recognizes that insurers possessing a certificate of authority routinely enter into reinsurance agreements that yield legitimate relief to the ceding insurer from strain to surplus.
	B. However, it is improper for an insurer possessing a certificate of authority in the capacity of ceding insurer, to enter into reinsurance agreements for the principal purpose of producing significant surplus aid for the ceding insurer, typically on...

	§3703. Scope
	A. This regulation shall apply to all domestic life and accident and health insurers and to all other life and accident and health insurers which possess a certificate of authority and which are not subject to a substantially similar regulation in the...

	§3705. Accounting Requirements
	A. No insurer subject to this regulation shall, for reinsurance ceded, reduce any liability or establish any asset in any financial statement filed with the department if, by the terms of the reinsurance agreement, in substance or effect, any of the f...
	1. renewal expense allowances provided, or to be provided, to the ceding insurer by the reinsurer in any accounting period, are not sufficient to cover anticipated allocable renewal expenses of the ceding insurer on the portion of the business reinsur...
	2. the ceding insurer can be deprived of surplus or assets at the reinsurer's option or automatically upon the occurrence of some event, such as the insolvency of the ceding insurer, except that termination of the reinsurance agreement by the reinsure...
	3. the ceding insurer is required to reimburse the reinsurer for negative experience under the reinsurance agreement, except that neither offsetting experience refunds against current and prior years' losses under the agreement nor payment by the cedi...
	4. the ceding insurer must, at specific points in time scheduled in the agreement, terminate or automatically recapture all or part of the reinsurance ceded;
	5. the reinsurance agreement involves the possible payment by the ceding insurer to the reinsurer of amounts other than from income realized from the reinsured policies. For example, it is improper for a ceding company to pay reinsurance premiums, or ...
	6. the treaty does not transfer all of the significant risk inherent in the business being reinsured. The following table identifies, for a representative sampling of products or type of business, the risks which are considered to be significant. For ...
	7.a. The credit quality, reinvestment, or disintermediation risk is significant for the business reinsured, and the ceding company does not (other than for the classes of business excepted in §3705.A.7.b either transfer the underlying assets to the re...
	b. Notwithstanding the requirements of §3705.A.7.a, the assets supporting the reserves for the following classes of business and any classes of business which do not have a significant credit quality, reinvestment or disintermediation risk may be held...
	Health Insurance-LTC/LTD
	Traditional Non-Par Permanent
	Traditional Par Permanent
	Adjustable Premium Permanent
	Indeterminate Premium Permanent
	Universal Life Fixed Premium  (no lump-in premiums allowed)
	i. The associated formula for determining the reserve interest rate adjustment must use a formula which reflects the ceding company's investment earnings and incorporates all realized and unrealized gains and losses reflected in the statutory stateme...


	Rate = 2 (I + CG)
	X + Y - I - CG
	where:
	8. Settlements are made less frequently than quarterly or payments due from the reinsurer are not made in cash within 90 days of the settlement date.
	9. The ceding insurer is required to make representations or warranties not reasonably related to the business being reinsured.
	10. The ceding insurer is required to make representations or warranties about future performance of the business being reinsured.
	11. The reinsurance agreement is entered into for the principal purpose of producing significant surplus aid for the ceding insurer, typically on a temporary basis, while not transferring all of the significant risks inherent in the business reinsured...

	B. Notwithstanding §3705.A, an insurer subject to this regulation may, with the prior approval of the commissioner, take such reserve credit or establish such asset as the commissioner may deem consistent with the Louisiana Insurance Code and rules an...
	C.1. Agreements entered into after the effective date of this regulation which involve the reinsurance of business issued prior to the effective date of the agreements, along with any subsequent amendments thereto, shall be filed by the ceding company...
	2. Any increase in surplus net of federal income tax resulting from arrangements described in §3705.C.1 shall be identified separately on the insurer's statutory financial statement as a surplus item (aggregate write-ins for gains and losses in surplu...
	a. For example, on the last day of calendar year N, company XYZ pays a $20 million initial commission and expense allowance to company ABC for reinsuring an existing block of business. Assuming a 34 percent tax rate, the net increase in surplus at inc...
	b. At the end of year N+1 the business has earned $4 million. ABC has paid $.5 million in profit and risk charges in arrears for the year and has received a $1 million experience refund. Company ABC's annual statement would report $1.65 million (66 pe...



	§3707. Written Agreements
	A. No reinsurance agreement or amendment to any agreement may be used to reduce any liability or to establish any asset in any financial statement filed with the department, unless the agreement, amendment, or a binding letter of intent has been duly ...
	B. In the case of a letter of intent, a reinsurance agreement or an amendment to a reinsurance agreement must be executed within a reasonable period of time, not exceeding 90 days from the execution date of the letter of intent, in order for credit to...
	C. The reinsurance agreement shall contain provisions which provide that:
	1. the agreement shall constitute the entire agreement between the parties with respect to the business being reinsured thereunder and that there are no understandings between the parties other than as expressed in the agreement; and
	2. any change or modification to the agreement shall be null and void unless made by amendment to the agreement and signed by both parties.


	§3709. Existing Agreements
	A. Insurers subject to this regulation shall reduce to zero by December 31, 1995 any reserve credits or assets established with respect to reinsurance agreements entered into prior to the effective date of this regulation which, under the provisions o...

	§3711. Effective Date
	A. This regulation shall become effective November 20, 1995.


	Chapter 39.  Regulation 58―Viatical Settlements
	§3901. Purpose
	A. The purpose of Regulation 58 is to set forth certain requirements related to viatical settlements including but not limited to licensure of life and/or annuity insurance producers and the filing of the annual report required under Title 22, the Lou...

	§3903. Authority
	A. Regulation 58 is issued pursuant to the authority vested in the Commissioner of Insurance of the state of Louisiana under R.S. 22:11, and R.S. 22:1804.

	§3905. Life and/or Annuity Producers Acting as Brokers
	A. A life insurance producer licensed in Louisiana who wishes to operate as a viatical settlement broker shall notify the Commissioner of Insurance, in writing, of his intent to act as a viatical settlement broker prior to acting as a broker. The noti...
	1. the full name and life insurance producer number of the entity which will be acting as a viatical settlement broker;
	2. if a corporation, partnership, limited liability company or other non-natural person the full name and individual license number of each person in the entity which will be acting as a viatical settlement broker on behalf of the entity;
	3. the notice shall be signed by the licensed producer, if a natural person or, if a corporation, partnership, limited liability or other non-natural person, an authorized officer or other such representative of the entity.

	B. Pursuant to R.S. 22:1792.A(1) any person licensed as a life and/or annuity producer acting as viatical settlement broker shall be subject to all provisions of this Part applicable to a licensed viatical settlement broker until such time as that pro...

	§3907. Annual Reports
	A. Regulation 58 shall be applicable to all annual reports filed with the department after the effective date of Regulation 58.
	B. The following entities are required to file an annual report:
	1. viatical settlement providers;
	2. viatical settlement brokers and all licensed insurance producers acting as viatical settlement brokers pursuant to R.S. 22:1792 A.(1); and
	3. viatical settlement investment agents.

	C. An annual report shall be filed regardless of whether there were any transactions to report from the previous year.
	D. Annual reports shall be filed on or before March 1 of each year for the period of January 1 to December 31 of the previous calendar year.
	1. Only transactions involving Louisiana viators shall be reported.
	2. All annual reports shall be on forms provided by the commissioner.

	E. Each annual report shall be certified as true and correct and shall be sworn before a notary public either by the licensee if a natural person, or if the licensee is a corporation, partnership, limited liability or other non-natural person by two a...

	§3909. Viatical Settlement Provider Annual Report
	A. The Viatical Settlement Provider Annual Report shall include the following information for each policy viaticated in the reporting year.
	1. The date the viatical contract was entered into which shall be the date on which the viator and the viatical settlement provider agreed to the final terms of the contract.
	2. The full legal name of each person who acted as a viatical settlement broker in the transaction.


	§3911. Viatical Settlement Broker Annual Report
	A. The viatical settlement broker annual report shall include the following information for each transaction in which the licensee acted as a viatical settlement broker.
	1. The date the viatical contract was entered into which shall be the date on which the viator and the viatical settlement provider agreed to the final terms of the contract.
	2. The full, legal name of the viatical settlement provider(s) that purchased the policy.
	3. The full legal name(s) of each person who acted as a viatical settlement broker in the transaction.


	§3913. Viatical Settlement Investment Agent Annual Report
	A. The viatical settlement investment agent annual report shall include the following information:
	1. the full name of all viatical settlement providers for which funding was sought;
	2. the total amount of funding secured for each viatical settlement provider.


	§3915. Notice of Regulatory Action
	A. Any licensee under this part (including a licensed life insurance producer acting as a viatical settlement broker) shall notify the commissioner of any regulatory action against the entity in any state within 60 days of the final disposition of suc...
	B. Regulatory Action—shall include any fines, revocations, and suspensions imposed by a state or federal agency. Regulatory actions shall also include any consent agreements, stipulations, or other such agreements with any state or federal agency init...

	§3917. Minimum Financial Requirements
	A. Any viatical settlement provider licensed under this part shall be at the time of initial licensure and at all times thereafter be a solvent entity. Failure to maintain the required financial solvency shall be grounds for any appropriate action by ...

	§3919. Notification of Change of Information
	A. Every viatical settlement provider, viatical settlement broker or viatical settlement investment agent shall notify the commissioner, in writing, of any changes to the information submitted in association with the application. This notification sha...
	1. For an amendment to the articles of incorporation or other organizational documents, the notice must include a copy of the amended articles certified as true and correct by the proper domiciliary state official.
	2. For a change in the officers, directors, or natural persons owning 10 percent or more (directly or indirectly), partners, members, designated employees or other individuals responsible for the conduct of affairs of the applicant, the notice shall c...
	3. For a change in ownership of 10 percent or more (directly or indirectly) where the new owner is not a natural person, the notice shall contain a detailed description of the corporate organizational/ownership structure of the entity, its parent comp...


	Chapter 41.  Regulation 60― Advertising of Life Insurance
	§4101. Purpose
	A. The purpose of this regulation is to set forth minimum standards and guidelines to assure a full and truthful disclosure to the public of all material and relevant information in the advertising of life insurance policies and annuity contracts.

	§4103. Definitions
	Advertisement―
	1. material designed to create public interest in life insurance or annuities or in an insurer, or in an insurance producer; or to induce the public to purchase, increase, modify, reinstate, borrow on, surrender, replace, or retain a policy including:
	a. printed and published material, audiovisual material, and descriptive literature of an insurer or insurance producer used in direct mail, newspapers, magazines, radio and television scripts, billboards, similar displays, the Internet or any other m...
	b. descriptive literature and sales aids of all kinds, authored by the insurer, its insurance producers, or third parties, issued, distributed, or used by such insurer or insurance producer including, but not limited to, circulars, leaflets, booklets,...
	c. material used for the recruitment, training, and education of an insurer's insurance producers which is designed to be used or is used to induce the public to purchase, increase, modify, reinstate, borrow on, surrender, replace, or retain a policy;
	d. prepared sales talks, presentations, and material for use by insurance producers.

	2. Advertisement, for the purpose of these rules shall not include:
	a. communications or materials used within an insurer's own organization and not intended for dissemination to the public;
	b. communications with policyholders other than material urging policyholders to purchase, increase, modify, reinstate, or retain a policy;
	c. a general announcement from a group or blanket policyholder to eligible individuals on an employment or membership list that a policy or program has been written or  arranged; provided the announcement clearly indicates that it is preliminary to th...


	Department or Department of Insurance―the Louisiana Department of Insurance.
	Determinable Policy Elements―elements that are derived from processes or methods that are guaranteed at issue and not subject to company discretion, but where the values or amounts cannot be determined until some point after issue. These elements incl...
	Guaranteed Policy Elements―the premiums, benefits, values, credits or charges under a policy, or elements of formulas used to determine any of these that are guaranteed and determined at issue.
	Insurance Producer―a person (as defined in R.S. 22:1212.D) solicits, negotiates, effects, procures, delivers, renews, continues, or binds policies of insurance for risks residing, located, or intended for issuance in this state.
	Insurer―includes any individual, corporation, association, partnership, reciprocal exchange, inter-insurer, Lloyd's, Fraternal Benefit Society, and any other legal entity which is defined as an insurer in the Louisiana Insurance Code or issues life in...
	Nonguaranteed Policy Elements―the premiums, credited interest rates (including any bonus) benefits, values, non-interest based credits, charges, or elements that are subject to company discretion and are not guaranteed at issue. An element is consider...
	Policy―includes any policy, plan, certificate, including a fraternal benefit certificate, contract, agreement, statement of coverage, rider, or endorsement which provides for life insurance or annuity benefits.
	Pre-Need Funeral Contract or Prearrangement―an agreement by or for an individual before the individual's death relating to the purchase or provision of specific funeral or cemetery merchandise or services.

	§4105. Applicability
	A. These rules shall apply to any life insurance or annuity advertisement intended for dissemination in this state. In variable contracts where disclosure requirements are established pursuant to federal regulation, this regulation shall be interprete...
	B. Every insurer shall establish, and at all times maintain, a system of control over the content, form, and method of dissemination of all advertisements of its policies. A system of control shall include regular and routine notification, at least on...

	§4107. Form and Content of Advertisements
	A. Advertisements shall be truthful and not misleading in fact or by implication. The form and content of an advertisement of a policy shall be sufficiently complete and clear so as to avoid deception. It shall not have the capacity or tendency to mis...
	B. No advertisement shall use the terms investment, investment plan, founder's plan, charter plan, deposit, expansion plan, profit, profits, profit sharing, interest plan, savings, savings plan, private pension plan, retirement plan or other similar t...

	§4109. Disclosure Requirements
	A. The information required to be disclosed by these rules shall not be minimized, rendered obscure, or presented in an ambiguous fashion or intermingled with the text of the advertisement so as to be confusing or misleading.
	B. No advertisement shall omit material information or use words, phrases, statements, references, or illustrations if such omission or such use has the capacity, tendency, or effect of misleading or deceiving purchasers or prospective purchasers as t...
	C. In the event an advertisement uses Non-Medical, No Medical Examination Required, or similar terms where issue is not guaranteed, such items shall be accompanied by a further disclosure, of equal prominence and in juxtaposition thereto, to the effec...
	D. An advertisement shall not use as the name or title of a life insurance policy any phrase which does not include the words life insurance unless accompanied by other language clearly indicating it is life insurance. An advertisement shall not use a...
	E. An advertisement shall prominently describe the type of policy advertised.
	F. An advertisement of an insurance policy marketed by direct response techniques shall not state or imply that because there is no insurance producer or commission involved there will be a cost saving to prospective purchasers unless such is the fact...
	G. An advertisement for a life insurance policy containing graded or modified benefits shall prominently display any limitation of benefits. If the premium is level and coverage decreases or increases with age or duration, such fact shall be prominent...
	H. An advertisement for the types of policies described in §4109.F and G shall not use the words inexpensive, low cost, or other phrase or words of similar import when such policies are being marketed to persons who are 50 years of age or older, where...
	I. Premiums
	1. An advertisement for a policy with nonlevel premiums shall prominently describe the premium changes.
	2. An advertisement in which the insurer describes a policy where it reserves the right to change the amount of the premium during the policy term, but which does not prominently describe this feature, is deemed to be deceptive and misleading and is p...
	3. An advertisement shall not contain a statement or representation that premiums paid for a life insurance policy can be withdrawn under the terms of the policy. Reference may be made to amounts paid into an advance premium fund, which are intended t...
	4. An advertisement which represents a pure endowment benefit as a profit or return on the premium paid rather than as a policy benefit for which a specific premium is paid is deemed to be deceptive and misleading and is prohibited.
	5. An advertisement shall not represent in any way that premium payments will not be required for each year of the policy in order to maintain the illustrated death benefits, unless that is the fact.
	6. An advertisement shall not use the term "vanish" or "vanishing premium," or a similar term that implies the policy becomes paid up, to describe a plan using nonguaranteed elements to pay a portion of future premiums.

	J. Analogies between a life insurance policy's cash values and savings accounts or other investments and between premium payments and contributions to savings accounts or other investments must be complete and accurate. An advertisement shall not emph...
	K. An advertisement shall not state or imply in any way that interest charged on a policy loan or the reduction of death benefits by the amount of outstanding policy loans is unfair, inequitable, or in any manner an incorrect or improper practice.
	L. If nonforfeiture values are shown in any advertisement, the values must be shown either for the entire amount of the basic life policy death benefit or for each $1,000 of initial death benefit.
	M. The words free, no cost, without cost, no additional cost, at no extra cost, or words of similar import shall not be used with respect to any benefit or service being made available with a policy unless true. If there is no charge to the insured, t...
	N. No insurance producer may use terms such as financial planner, investment advisor, financial consultant, or financial counseling in such a way as to imply that he or  she is generally engaged in an advisory business in which compensation is unrelat...
	O. Nonguaranteed Policy Elements
	1. An advertisement shall not utilize or describe nonguaranteed policy elements in a manner which is misleading or has the capacity or tendency to mislead.
	2. An advertisement shall not state or imply that the payment or amount of nonguaranteed policy elements is guaranteed. If nonguaranteed policy elements are illustrated, they must be based on the insurer's current scale, and the illustration must cont...
	3. An advertisement that includes any illustrations or statements containing or based upon nonguaranteed elements shall set forth, with equal prominence, comparable illustrations or statements containing or based upon the guaranteed elements.
	4. If an advertisement refers to any nonguaranteed policy element, it shall indicate that the insurer reserves the right to change any such element at any time and for any reason. However, if an insurer has agreed to limit this right in any way; such ...
	5. An advertisement shall not refer to dividends as Tax Free or use words of similar import, unless the tax treatment of dividends is fully explained and the nature of the dividend as a return of premium is indicated clearly.
	6. An advertisement shall not use or describe determinable policy elements in a manner that is misleading or has the capacity or tendency to mislead.
	7. An advertisement may describe determinable policy elements as guaranteed but not determinable at issue. This description should include an explanation of how these elements operate, and their limitations, if any.
	8. An advertisement may not state or imply that illustrated dividends under either or both a participating policy or pure endowment will be or can be sufficient at any future time to assure without the future payment of  premiums, the receipt of benef...

	P. An advertisement shall not state that a purchaser of a policy will share in or receive a stated percentage or portion of the earnings on the general account assets of the company.
	Q. Testimonials, Appraisals, Analysis, or Endorsements by Third Parties
	1. Testimonials, appraisals or analysis used in advertisements must be genuine; represent the current opinion of the author; be applicable to the policy advertised, if any; and be accurately reproduced with sufficient completeness to avoid misleading ...
	2. If the individual making a testimonial, appraisal, analysis, or an endorsement has a financial interest in the insurer or a related entity as a stockholder, director, officer, employee, or otherwise, or receives any benefit directly or indirectly o...
	3. An advertisement shall not state or imply that an insurer or a policy has been approved or endorsed by a group of individuals, society, association, or other organization unless such is the fact and unless any proprietary relationship between an or...
	4. When an endorsement refers to benefits received under a policy for a specific claim, the claim date, including claim number, date of loss and other pertinent information shall be retained by the insurer for inspection for a period of five years aft...

	R. An advertisement shall not contain statistical information relating to any insurer or policy unless it accurately reflects recent and relevant facts. The source of any such statistics used in an advertisement shall be identified therein.
	S. Policies Sold to Students
	1. The envelope in which insurance solicitation material is contained may be addressed to the parents of students. The address may not include any combination of words which imply that the correspondence is from a school, college, university or other ...
	2. All advertisements including, but not limited to, informational flyers used in the solicitation of insurance must be identified clearly as coming form an insurer or insurance producer, if such is the case, and these entities must be clearly identif...
	3. The return address on the envelope may not imply that the soliciting insurer or insurance producer is affiliated with university, college, school, or other educational or training institution, unless true.

	T. Introductory, Initial or Special Offers and Enrollment Periods
	1. An advertisement of an individual policy or combination of such policies shall not state or imply that such policy or combination of such policies is an introductory, initial, or special offer, or that applicants will receive substantial advantages...
	2. An advertisement shall not state or imply that only a specific number of policies will be sold, or that a time is fixed for the discontinuance of the sale of the particular policy advertised because of special advantages available in the policy.
	3. An advertisement shall not offer a policy which utilizes a reduced initial premium rate in a manner which overemphasizes the availability and the amount of the reduced initial premium. A reduced initial or first year premium may not be described as...
	4. An enrollment period during which a particular insurance policy may be purchased on an individual basis shall not be offered within this state unless there has been a lapse of not less than six months between the close of the immediately preceding ...

	U. An advertisement of a particular policy shall not state or imply that prospective insureds shall be or become members of a special class, group, or quasi-group and as such enjoy special rates, dividends, or underwriting privileges, unless such is t...
	V. An advertisement shall not make unfair or incomplete comparisons of policies, benefits, dividends or rates of other insurers. An advertisement shall not disparage other insurers, insurance producers, policies, services, or methods of marketing.
	W. For individual deferred annuity products or deposit funds, the following shall apply.
	1. Any illustrations or statements containing or based upon interest rates higher than the guaranteed accumulation interest rates shall likewise set forth with equal prominence comparable illustrations or statements containing or based upon the guaran...
	2. If an advertisement states the net premium accumulation interest rate, whether guaranteed or not, it shall also disclose in close proximity thereto, and with equal prominence, the actual relationship between the gross and the net premiums.
	3. If any contract does not provide a cash surrender benefit prior to commencement of payment of any annuity benefits, any illustrations or statements concerning such contract shall prominently state that cash surrender benefits are not provided.
	4. Any illustrations, depictions or statements containing or based on determinable policy elements shall likewise set forth with equal prominence comparable illustrations, depictions or statements containing or based on guaranteed policy elements.

	X. An advertisement of a life insurance policy or annuity that illustrates nonguaranteed values shall only do so in accordance with current applicable state law relative to illustrating such values for life and annuity contracts.
	Y. An advertisement for the solicitation or sale of a  pre-need funeral contract or prearrangement, as defined in §4103.H, which is funded or to be funded by a life insurance policy or annuity contract shall adequately disclose the following:
	1. the fact that a life insurance policy or annuity contract is involved or being used to fund a prearrangement, as defined in §4103.H; and
	2. the nature of the relationship among the insurance producers, the provider of the funeral or cemetery merchandise or services, the administrator and any other person.


	§4111. Identity of Insurer
	A. The name of the insurer shall be clearly identified in all advertisements, and if any specific individual policy is advertised, it shall be identified either by form number or other appropriate description. If an application is a part of the advert...
	B. No advertisement shall use any combination of words, symbols, or physical materials which, by their content, phraseology, shape, color, or other characteristics are so similar to a combination of words, symbols, or physical materials used by a gove...

	§4113. Jurisdictional Licensing and Status of Insurer
	A. An advertisement which is intended to be seen or heard beyond the limits of the jurisdiction in which the insurer is licensed shall not imply licensing beyond such limits.
	B. An advertisement may state that an insurer or insurance producer is licensed in the state where the advertisement appears, provided it does not exaggerate such fact or suggest or imply that competing insurers or insurance producers may not be so li...
	C. An advertisement shall not create the impression that the insurer, its financial condition or status, the payment of its claims or the merits, desirability, or advisability of its policy forms or kinds of plans of insurance are recommended or endor...

	§4115. Statements about the Insurer
	A. An advertisement shall not contain statements, pictures or illustrations which are false or misleading, in fact or by implication, with respect to the assets, liabilities, insurance in force, corporate structure, financial condition, age or relativ...

	§4117. Enforcement Procedures
	A. Each insurer shall maintain at its home or principal office a complete file containing a specimen copy of every printed, published, or prepared advertisement of its individual policies and specimen copies of typical printed, published or prepared a...
	B. If the department determines that an advertisement has the capacity or tendency to mislead or deceive the public, the department may require an insurer or insurance producer to submit all or any part of the advertising material for review or approv...
	C. Each insurer subject to the provisions of these rules shall file with this department with its annual statement a certificate of compliance, executed by an authorized officer of the insurer, wherein it is stated that to the best of his knowledge, i...
	D. In addition to any other penalties provided by the laws of this state, an insurer or producer that violates a requirement of this regulation shall be guilty of a violation of Part XXVI, Unfair Trade Practices, of the Louisiana Insurance Code, which...

	§4119. Conflict with Other Rules
	A. It is not intended that these rules conflict with or supersede any rules currently in force or subsequently adopted in this state governing specific aspect of the sale or replacement of life insurance including, but not limited to, rules dealing wi...

	§4121. Severability
	A. If any Section, term or provision of this rule shall be adjudged invalid for any reason, such judgment shall not affect, impair or invalidate any other Section, term or provision of this rule, and the remaining Sections, terms and provisions shall ...

	§4123. Effective Date
	A. This revised regulation shall become effective upon final publication in the Louisiana Register and shall apply to any life insurance or annuity advertisement intended for dissemination in this state on or after the effective date.


	Chapter 45.  Regulation 63―Prohibitions on the Use of Medical Information and Genetic Test Results
	§4501. Purpose
	A. The purpose of this regulation is to establish the statutory prohibitions on the use of medical information including pregnancy tests, genetic tests and related genetic test information by health insurers, third-party administrators, and insurance ...

	§4503. Authority
	A. This regulation is issued pursuant to the authority vested in the Commissioner of Insurance under R.S. 22:3, 22:10, 22:2014, 22:2002(7), 22:214(22) and (23), 22:213.6, and 22:213.7 of the Insurance Code.

	§4505. Definitions
	Collection―obtaining a DNA sample or samples for the purpose of determining inherited or individual characteristics that can be utilized to predict the development of medical conditions in the future. Collection shall not mean diagnostic or medical tr...
	Compulsory Disclosure―any disclosure of genetic information mandated or required by federal or state law in connection with a judicial, legislative, or administrative proceeding.
	DNA―deoxyribonucleic acid including mitochondrial DNA, complementary DNA, as well as any DNA derived from ribonucleic acid (RNA). DNA shall not mean any medical procedure or test utilized in the practice of medicine for the purpose of diagnosing or tr...
	Disclose―to convey or to provide access to genetic information to a person other than the individual.
	Family―includes an individual's blood relatives and any legal relatives, including a spouse or adopted child, who may have a material interest in the genetic information of the individual. For purposes of providing individual or group  health care cov...
	Family History/Pedigree―the medical history of blood relatives of an individual that is used to predict the possibility of developing a medical condition in the future. The term shall not include the medical history of an insured or applicant for cove...
	Genetic Analysis―the process of characterizing genetic information from a human tissue sample and does not include the performance of medical tests, including but not limited to blood tests, in the diagnosis or treatment of a medical condition.
	Genetic Characteristic―any gene or chromosome, or alteration thereof, that is scientifically or medically believed to cause a disease, disorder, or syndrome, or to be associated with a statistically significant increased risk of development of a disea...
	Genetic Information―all information about genes, gene products, inherited characteristics, or family history/pedigree that is expressed in common language. Genetic information does not include the medical history of an individual insured or applicant ...
	Genetic Test―any test for determining the presence or absence of genetic characteristics in an individual, including tests of nucleic acids, such as DNA, RNA, and mitochondrial DNA, chromosomes, or proteins in order to diagnose or identify a genetic c...
	Health Benefit Plan―any health insurance policy, plan, or health maintenance organization subscriber agreement issued for delivery in this state under a valid certificate of authority and does not include life, disability income, or long-term care ins...
	Individual―the source of a human tissue sample from which a DNA sample is extracted or genetic information is characterized.
	Individual Identifier―a name, address, Social Security number, health insurance identification number, or similar information by which the identity of an individual can be determined with reasonable accuracy, either directly or by reference to other a...
	Insurer―any hospital, health, or medical expense insurance policy, hospital or medical service contract, employee welfare benefit plan, health and accident insurance policy, or any other insurance contract of this type, including a group insurance pla...
	Person―all persons other than the individual or authorized agent acting on behalf of the individual, who is the source of a tissue sample and shall include a family, corporation, partnership, association, joint venture, government, governmental subdiv...
	Research―scientific investigation that includes systematic development and testing of hypotheses for the purpose of increasing knowledge.
	Storage―retention of a DNA sample or of genetic information for an extended period of time after the initial testing process. The term does not include medical history information about insureds or persons applying for coverage under a health benefit ...

	§4507. Applicability and Scope
	A. Except as otherwise specifically provided, the requirements of this regulation apply to all issuers of health care policies or contracts of insurance, or health maintenance organization subscriber agreements issued for delivery in the state of Loui...

	§4509. Prohibitions on the Use of Pregnancy Test Results
	A. Any insurer shall be authorized to request medical information that verifies the pregnancy of an insured or individual applying for coverage under a health benefit plan. The results of any prenatal test, other than the determination of pregnancy, s...
	1. terminate, restrict, limit, or otherwise apply conditions to the coverage under the policy or plan, or restrict the sale of the policy or plan in force;
	2. cancel or refuse to renew the coverage under the policy or plan in force;
	3. deny coverage or exclude an individual or family member from coverage under the policy or plan in force;
	4. impose a rider that excludes coverage for certain benefits or services under the policy or plan in force;
	5. establish differentials in premium rates or cost sharing for coverage under the policy or plan in force;
	6. otherwise discriminate against an insured individual or insured family member in the provision of insurance.


	§4511. Requirements for Release of Genetic Test and Related Medical Information
	A. A general authorization for the release of medical records or medical information shall not be construed as an authorization for disclosure of genetic information. No insurer shall seek to obtain genetic information from an insured or applicant or ...
	1. be in writing, signed by the individual and dated on the date of such signature;
	2. identify the person permitted to make the disclosure;
	3. describe the specific genetic information to be disclosed;
	4. identify the person to whom the information is to be disclosed;
	5. describe with specificity the purpose for which the disclosure is being made;
	6. state the date upon which the authorization will expire, which in no event shall be more than 60 days after the date of the authorization;
	7. include a statement that the authorization is subject to revocation at any time before the disclosure is actually made or the individual is made aware of the details of the genetic information;
	8. include a statement that the authorization shall be invalid if used for any purpose other than the described purpose for which the disclosure is made.

	B. A copy of the authorization shall be provided to the individual. An individual may revoke or amend the authorization in whole or in part, at any time. In complying with the provisions of this Section, the record holder is responsible for assuring o...

	§4513. Prohibitions on the Use of Medical Information and Genetic Test Results
	A. No insurer shall require an applicant for coverage under a policy or plan, or an individual or family member who is presently covered under a policy or plan, to be the subject of a genetic test, release genetic test information, or to be subjected ...
	B. All insurers shall, in the application or enrollment information required to be provided by the insurer to each applicant concerning a policy or plan, include a written statement disclosing the rights of the applicant. Such statements shall be prin...
	C. The results of any genetic test, including genetic test information, shall not be used as the basis to:
	1. terminate, restrict, limit, or otherwise apply conditions to the coverage of an individual or family member under the policy or plan, or restrict the sale of the policy or plan to an individual or family member;
	2. cancel or refuse to renew the coverage of an individual or family member under the policy or plan;
	3. deny coverage or exclude an individual or family member from coverage under the policy or plan;
	4. impose a rider that excludes coverage for certain benefits or services under the policy or plan;
	5. establish differentials in premium rates or cost sharing for coverage under the policy or plan;
	6. otherwise discriminate against an individual or family member in the provision of insurance.


	§4515. General Provisions
	A. The requirements of this Section shall not apply to the genetic information obtained:
	1. by a state, parish, municipal, or federal law enforcement agency for the purposes of establishing the identity of a person in the course of a criminal investigation or prosecution;
	2. to determine paternity;
	3. to determine the identity of deceased individuals;
	4. for anonymous research where the identity of the subject will not be released because it is confidential;
	5. pursuant to newborn screening requirements established by state or federal law;
	6. as authorized by federal law for the identification of persons;
	7. by the Department of Social Services or by a court having juvenile jurisdiction as set forth in Children's Code Article 302 for the purposes of child protection investigations or neglect proceedings.

	B. An applicant/insured's genetic information is the property of the applicant/insured. No person shall retain genetic information without first obtaining authorization from the applicant/insured or a duly authorized representative, unless retention is:
	1. for the purposes of a criminal or death investigation or criminal or juvenile proceeding;
	2. to determine paternity.

	C. For purposes of R.S. 22:213.7, any person who acts without proper authorization to collect a DNA sample for analysis, or willfully discloses genetic information without obtaining permission from the individual or patient as required under this regu...
	1. any actual damages sustained as a result of the unauthorized collection, storage, analysis, or disclosure, or $50,000, whichever is greater;
	2. treble damages, in any case where such a violation resulted in profit or monetary gain;
	3. the costs of the action together with reasonable attorney fees as determined by the court, in the case of a successful action to enforce any liability under R.S. 22:213.7.

	D. Any person who, through a request, the use of persuasion, under threat, or under a promise of a reward, willfully induces another to collect, store or analyze a DNA sample in violation; or willfully collects, stores, or analyzes a DNA sample; or wi...
	1. any actual damages sustained as a result of the collection, analysis, or disclosure, or $100,000, whichever is greater;
	2. the costs of the action together with reasonable attorney fees as determined by the court, in the case of a successful action under R.S. 22:213.7.

	E. The discrimination against an insured in the issuance, payment of benefits, withholding of coverage, cancellation, or nonrenewal of a policy, contract, plan or program based upon the results of a genetic test, receipt of genetic information, or a p...
	F. This regulation shall be effective June 20, 1998.


	Chapter 47.  Regulation 64―Vehicle Mechanical Breakdown Insurers Cancellation Provisions
	§4701. Purpose
	A. The purpose of this regulation is to implement standard cancellation requirements in all vehicle mechanical breakdown contracts, and to ensure that all such contracts (hereafter sometimes referred to as "policies") issued, delivered or used in Loui...

	§4703. Authority
	A. This regulation is promulgated under the authority granted the commissioner by R.S. 22:1811, R.S. 22:3 and R.S. 49:950 et seq.

	§4705. Applicability and Scope
	A. This regulation shall apply to all vehicle mechanical breakdown contracts that are in force and to insurers issuing, for delivery or use, vehicle mechanical breakdown contracts in Louisiana.

	§4707. Cancellation Standards
	A. The following standards shall govern the requirements for the cancellation provisions of vehicle mechanical breakdown contracts.
	1. All Mechanical Breakdown Insurance contracts having terms of greater than six months shall be cancelable and refundable upon request of the insured.
	2. The refund method to be used shall be the sum of the digits (Rule of 78s) or a refund method that will be more favorable to the insured.
	3. The return factor is determined by the number of unused months or the number of unused miles, and shall be based on the full premium (including commissions) paid by the insured.
	a. The number of months shall mean the number of months from the effective date of the policy until the expiration date of the policy.
	b. The number of miles shall mean the sum of the number of miles on the odometer at the time of purchase and the policy mileage limit.

	4. A cancellation fee, not to exceed $50, may be charged, provided such fee is disclosed to the purchaser at the time of policy purchase.
	5. The method of refund and any cancellation fee, shall be fully disclosed to the insured at or before the time of policy purchase by having such information printed in the policy form and the policy application, which shall be agreed to in writing, b...
	6. In calculating any refund requested by the insured, no deduction shall be allowed for any claim that has been paid under the contract being canceled.
	7. If cancellation is requested in writing by the insured within 30 days from the date of purchase, full refund, minus the cancellation fee, if any, shall be made.


	§4709. Failure to Comply
	A. In addition to any other penalties provided by the Louisiana Insurance Code relating to the regulation of Vehicle Mechanical Breakdown (VMB) insurers, any VMB insurer found to have violated the requirements of this regulation, may be issued a cease...

	§4711. Severability
	A. If any provision of item of this regulation, or the application thereof, is held invalid, such invalidity shall not affect other provisions, items, or applications of the regulation which can be given effect without the invalid provisions, item, or...

	§4713. Effective Date
	A. This regulation shall take effect on June 20, 1998.


	Chapter 49.  Regulation 65―Bail Bond Licensing Requirements/Bounty Hunter
	§4901. Purpose
	A. The purpose of this regulation is to establish guidelines for licensing, for transacting an apprehension or surrender of a principal, prelicensing for applicants and continuing education for licensed agents or solicitors, bail bonds, fines and hear...

	§4903. Definitions
	A. The following terms when used in this Chapter shall have the following meanings.
	Bail Bond Agent―a person, corporation, or partnership which holds an insurance agent or solicitor license and who is authorized to provide surety in Louisiana, and/or engages in the apprehension and return of persons who are released on bail or who fa...
	Bail Enforcement―the apprehension or surrender of a principal by a natural person who is released on bail or who has failed to appear at any state of the proceedings to answer the charge before the court in which he may be prosecuted.
	Bail Solicitor―an individual who holds an insurance license and is authorized by a duly licensed bail bond agent to solicit contracts of bail bond insurance and engages in bail enforcement, solely on behalf of the licensed bail bond agent.
	Commissioner―the Louisiana Commissioner of Insurance.
	Department―the Louisiana Department of Insurance.
	Insurer―any domestic or foreign insurance corporation or association engaged in the business of insurance or suretyship which has qualified to transact surety or casualty business in this state.
	Surrender―as defined by the L.A.-CCRP Article 345.


	§4905. Bail Recovery Agent License Requirements for Louisiana
	A. In order to engage, to transact, or assist in the apprehension or surrender of a principal, a person must be a duly licensed bail bond agent or solicitor, pursuant to Part XXIV and Part XXV-A of the Louisiana Insurance Code.
	1. Prelicensing
	a. On and after May 1, 1999, all persons applying for a bail bond agent or solicitor license must complete eight hours of supervised instruction approved by the department, four hours of which, must be instruction in bail enforcement.

	2. Continuing Education Program
	a. Persons holding a valid bail bond agent or solicitor license must complete 12 hours of a continuing education program, approved by the department, every two- year licensing period, four hours of which must be instruction in bail enforcement. On or ...

	3. On and after May 1, 2000, no person shall engage in the bail bond insurance business, including enforcement and bail recovery activities, unless such person is duly licensed bail bond agent or solicitor pursuant to Part XXIV and Part XXV-A of the L...


	§4907. Bail Recovery Persons License Requirement from Other States
	A. Bail recovery persons from other states must be duly authorized to transact bail enforcement or be a licensed bail bond agent in the state where the bond was written and shall act in association with a local bail agent duly licensed by the Louisian...

	§4909. Out of State Bail Enforcement Procedure and Notification Requirements
	A. In order for a bail recovery person from another state to transact a surrender or apprehension of a principal in Louisiana, the following shall be done.
	1. Before conducting surrender or apprehension of a principal, the bail recovery person(s) from other states shall notify the local law enforcement.
	2. Bail recovery persons from other states must have in their possession certified copies of material needed to identify the principal. Said materials shall be:
	a. a judgement of bond forfeiture or court order of failure to appear and/or certified copy of bond and/or the agent's duly executed copy of the contract;
	b. a photograph of the principal; and
	c. documentation reflecting that person is duly authorized to transact bail enforcement by the state where the bond was written.



	§4911. In State Bail Enforcement Procedure and Notification Requirement
	A. In order to transact a surrender or apprehension of a principal, the following shall be done.
	1. Before conducting a surrender or apprehension of a principal, the bail bond agent or solicitor shall notify the local law enforcement in the parish or city where the principal is sought unless exigent circumstances exist.
	2. The bail bond agent or solicitor shall be required to wear identifying clothing before transacting a surrender or an apprehension in a private residence.


	§4913. Prohibited Acts
	A. No licensed bail agent or solicitor shall improperly withhold, misappropriate, fail to timely remit premiums and reports of bonds written, or convert to one's own use any monies belonging to principals, sureties and underwriters, or others possesse...
	B. No licensed bail agent or solicitor shall perform bail enforcement in pursuit of any principal released on bail for nonpayment of premium. The surrender of a principal in violation of this Subsection shall entitle the principal to the return of any...
	C. No licensed bail agent or solicitor shall remove or have removed any bail bond power of attorney from the clerk of court or sheriff.
	D. No licensed bail agent or solicitor shall transact or engage in the surrender or apprehension of a principal with the assistance of an unlicensed person.
	E. No commercial surety shall fail to timely pay bond forfeiture claims that meet the requirements of R.S. 22:658.1.A.

	§4915. Enforcement of Regulation
	A. The commissioner is vested with the authority to enforce this regulation. The department may conduct investigations or request other state, parish or local officials to conduct investigations.
	B.1. Violations of this Section are governed by Part XXIV (Qualification and License Requirements for Insurance Agents, Brokers, Surplus Lines Brokers and Solicitors) and XXVI (Unfair Trade Practices) of the Louisiana Insurance Code.
	2. The commissioner shall impose penalties, sanctions or fines as delineated in Part XXIV and XXVI of the Louisiana Insurance Code. The commissioner may seek contained herein that results in a public harm.

	C. The commissioner may promulgate such rules and regulations as may be deemed necessary for the enforcement of this regulation. The department shall impose penalties, sanctions or fines as delineated in the Louisiana Insurance Code and collect such f...

	§4917. Effective Date
	A. This regulation shall become effective on final publication in the April 1999 Louisiana Register.


	Chapter 51.  Regulation 66―Requirements for Officers, Directors, and Trustees of Domestic Regulated Entities
	§5101. Purpose
	A. The purpose of this regulation is to require that officers, directors and trustees of domestic regulated entities, as defined herein, file biographical information with the Commissioner of Insurance for review. The purpose of this review is to dete...

	§5103. Definitions
	A. For the purpose of this regulation the following definitions shall be applicable.
	Director―persons designated in the articles of incorporation, by-laws or other organizational documents as such, and persons designated, elected or appointed by any other name or title to act as directors, and their successors.
	Domestic Regulated Entity―any Louisiana domiciled entity which is required to obtain a license or certificate of authority from or register with the commissioner. This definition shall specifically include, but is not limited to, stock and mutual insu...
	a. This term shall not include insurance agents, agencies, managing general agents, viatical settlement brokers or reinsurance intermediary brokers.

	Officer―a president, vice-president, treasurer, actuary, secretary, controller, partner and any other person who performs for the domestic regulated entity functions corresponding to those performed by the foregoing officers. Officer shall also includ...
	Trustee―the trustee of a trust, which provides health and accident or workers compensation coverage to employees of two or more employers.


	§5105. Review of Officers, Directors and Trustees by Commissioner Required
	A. No person shall serve as an officer, director or trustee of a domestic insurer who has not first submitted the information required by §5107 to the commissioner or to whom, after review of the information required by §5107, the commissioner has ref...
	B. No domestic regulated entity may elect, appoint or otherwise accept an officer, director or trustee an individual who has failed to submit the information required by §5107 to the commissioner or to whom, after review of the information required by...

	§5107. Procedure for Requesting Letter of No Objection from Commissioner
	A. Each person elected, appointed or who otherwise becomes as an officer, director or trustee of a domestic regulated entity shall, within 30 days of being elected, appointed or otherwise chosen, submit to the commissioner a request for a letter of no...
	B. Each request for a letter of no objection shall include:
	1. such biographical information as the commissioner shall reasonably require to determine compliance with this regulation and the applicable statutes;
	2. a statement from the domestic regulated entity indicating the position for which the individual has been elected, appointed or otherwise chosen;
	3. a sworn statement from the individual confirming that he has no conflict of interest which would interfere with his service in the position;
	4. a copy of the acceptance of trust, oath of office or other such document signed by the individual. The form of this document will be provided by the commissioner and shall include a statement that the individual agrees to abide by and direct the ac...


	§5109. Conditions for Refusal of Letter of No Objection
	A. The commissioner may refuse to issue a letter of no objection if he finds that:
	1. the competence, experience and integrity of the individual is such that it would not be in the best interest of policyholders, members or clients of the domestic regulated entity or of the public to allow the person to serve in the proposed position;
	2. the individual has been convicted of or has pled nolo contendre to or participated in a pretrial diversion program pursuant to any charge of any felony or misdemeanor involving moral turpitude or public corruption;
	3. the individual knowingly makes a materially false statement or omission of material information in the request for a letter of no objection;
	4. for any other reason now or hereinafter as the law may provide.


	§5111. Waiver of Submission of Biographical Information
	A. The commissioner may waive the requirement that an individual submit biographical information under the following conditions.
	1. The individual has served as an officer, director or trustee of a domestic regulated entity for a period of five consecutive years.
	2. The individual has received a letter of no objection from the commissioner within one year of being elected, appointed or otherwise chosen as an officer, director or trustee and no material change has occurred in the biographical information submit...
	3. Individuals who qualify for a waiver of the submission of the biographical information must submit the document required by §5107.B.4.


	§5113. Scope and Limitations
	A. On its effective date, January 20, 1999, this regulation shall apply to all individuals serving as an officer, director or trustee of a domestic regulated entity and to all individuals nominated or otherwise suggested for such positions.


	Chapter 53.  Regulation 62―Managed Care Contracting Requirements
	§5301. Purpose
	A. The purpose of this regulation is to establish the reasonable authority and obligation of managed care organizations related to provider contracts under Acts 1485 and 897 of the 1997 Regular Session of the Louisiana Legislature. The provisions of R...
	B. Act 897 of the 1997 Regular Session of the Louisiana Legislature amends Titles 40 and 22 of the Louisiana Revised Statutes to prohibit managed care organizations from using incentive arrangements that impede, impair, or otherwise diminish the abili...

	§5303. Definitions
	Accreditation/Certification―a hospital that is accredited by the Joint Commission on Accreditation of Health Care Organizations (JCAHO) or Medicare certified for provision of acute care hospital services.
	Community―the parish in which a qualifying rural hospital is located.
	Discriminate―to apply a payment methodology that relies upon terms and conditions that are more restrictive than those terms and conditions applicable to non-rural hospitals or their practicing physicians in a region which result unreasonable payment ...
	Employee―a person employed directly by a managed care organization and does not include any contract, temporary, or other type of employment arrangement.
	Geographic Area―a parish.
	Health Benefit Plan―any health insurance policy, plan, or health maintenance organization subscriber agreement, issued for delivery in this state under a valid certificate of authority by an entity authorized by law to bear risk for the payment of hea...
	Health Care Provider―a physician duly licensed to practice medicine by the Louisiana State Board of Medical Examiners, or other health care professional duly licensed in Louisiana, or an acute care hospital licensed to provide medical care in this sta...
	Incentive Arrangement―any payment or contractual obligation included in a general payment plan, capitation contract, shared risk arrangement, or other agreement between a managed care organization and a health care provider that is tied to utilization...
	Managed Care Organization―a health maintenance organization or other entity authorized by law to bear risk for the payment of health care services that holds a valid certificate of authority to issue for delivery in this state a health benefit plan.
	Pass Through Payments―any funds or payments received by a managed care organization for the purpose of reimbursing the cost of services provided by a health care provider, that are not covered by the health care provider's contract, including but not ...
	Payment Differential―a difference in the amount paid to a health care provider resulting from negotiations to establish a capitation, risk sharing, or other payment arrangement that is based on financial incentives necessary to establish medical servi...
	Practicing―a physician licensed to practice medicine by the Louisiana State Board of Medical Examiners who has established his/her practice in the geographic area where the rural hospital is located, maintains active hospital staff privileges, and pro...
	Region―a group of parishes designated by a managed care organization for establishing reimbursement amounts for payment of practicing health care providers. A managed  care organization may follow congressional districts or such other reasonable group...
	Rural Hospital―a hospital qualifying to participate in a Health Maintenance Organization under the requirements of Part L of Chapter 5 of Title 40 of the Louisiana Revised Statutes of 1950, comprised of R.S. 40:1300.115.

	§5305. Applicability and Scope
	A. Except as otherwise specifically provided, the requirements of this regulation apply to all managed care organizations holding valid certificates of authority to issue for delivery in this state, an insurance policy, plan, or health maintenance org...
	1. provide covered medical services directly; or
	2. in conjunction with other health care providers who are required, under contract or other arrangement, to meet the same statutory and regulatory requirements applicable to health maintenance organization contracts with health care providers.


	§5307. Provider Contracting Requirements
	A. R.S. 40:1300.115 requires managed care organizations to accept qualifying rural hospitals, and their practicing physicians who meet specific statutory criteria, as providers of health care subject to the terms and conditions that are no more restri...
	1. All contracts for delivery of covered medical services shall be between the managed care organization and a health care provider, except contracts with other insurers for provision of health coverage. A managed care organization is only authorized ...
	2. A managed care organization shall limit the medical services included under a health care provider contract to those for which the health care provider is qualified and reasonably capable of providing.
	3. A managed care organization shall not adopt or utilize payment standards for health care providers that:
	a. require or induce by incentive or payment, the delivery of inappropriate medical care or treatment services;
	b. allow the provision of inappropriate or unnecessary medical procedures or treatment services;
	c. allow health care providers to perform, for payment, medical or treatment services for which they are not qualified;
	d. include an incentive or specific payment made directly or indirectly, in any form, to a health care provider as an inducement to deny, reduce, limit, or delay specific, medically necessary, and appropriate services provided with respect to a specif...

	4. In any review of the terms and conditions of a health care provider's contract conducted by the Department of Insurance, the contract shall not be subject to disclosure to any other health care provider without the expressed written consent of the ...


	§5309. Requirements for Inclusion of Rural Hospitals
	A. Managed Care Organizations Utilizing a Staff Model Approach
	1. Any managed care organization that directly provides health care services to insureds exclusively through its employees and wholly owned facilities that are duly licensed to provide such health care services, are not required to contract with quali...
	a. in any geographic area where the managed care organization has insufficient staff and/or facilities to provide the plan of benefits to insureds;
	b. for health care services available in the insureds community that are not readily accessible through the managed care organization within a reasonable distance of the community;
	c. for other covered services available in the insureds community that are not readily accessible through the managed care organization within a reasonable distance of the community;
	d. in a geographic area where the managed care organization utilizes public or private staff or hospitals to furnish health care services.


	B. General Managed Care Organization Requirements. A qualifying rural hospital shall be allowed to contract for provision of medical services to insureds or enrollees of a managed care organization who reside in the community where the hospital is loc...
	C. Capitation Contracting Requirements
	1. In establishment of capitation based pricing mechanisms or risk sharing arrangements, a managed care organization is authorized to use reasonable criteria that includes the scope of services available at the hospital and patient volume. A managed c...
	2. A managed care organization shall be authorized to use payment differentials to establish a network of providers in a geographic area. A managed care organization shall be authorized to exclude application of such payment differentials to a qualify...

	D. Other Contracting Requirements. Managed care organizations shall not discriminate against qualifying rural hospitals in establishing or utilizing pricing mechanisms. In no event shall a managed care organization establish payment rates or reimburse...

	§5311. Requirements for Inclusion of Physicians Practicing in Qualifying Rural Hospitals
	A. General Managed Care Organization Requirements. A physician licensed to practice medicine by the Louisiana Board of State Medical Examiners, practicing in a qualifying rural hospital that has a health care provider contract with a managed care orga...
	B. Capitation Contracting Requirements
	1. In establishment of capitation based pricing mechanisms or risk sharing arrangements, a managed care organization is authorized to use reasonable criteria that includes the scope of services available from the physician and patient volume. A manage...
	2. A managed care organization shall be authorized to use payment differentials to gain access to physicians in a geographic area. A managed care organization shall not be required to include in a health care provider contract, any amount that can be ...

	C. Other Contracting Requirements. Managed care organizations shall not discriminate against physicians practicing in qualifying rural hospitals in establishing or utilizing pricing mechanisms. In no event shall a managed care organization establish p...

	§5313. General Provisions
	A. No health care provider contract entered into by a managed care organization shall include any provision or requirement that directly, or indirectly acts to transfer the organization's certificate of authority. A managed care organization shall not...
	B. Managed care organizations shall assure that all contracts issued on or after July 1, 1998 are in full compliance with the requirements of this regulation. All other contracts shall be brought into compliance upon renewal, amendment, or revision, b...
	C. Qualifying rural hospitals and their practicing physicians shall be subject to the same administrative procedures and remedies as any other complainant who files a valid complaint with the Department of Insurance. Managed care organizations found t...


	Chapter 55.  Regulation 9―Deferred Payment of Fire Premiums in Connection with the Term Rule
	§5501. Payment of Fire Premiums
	A. To All Insurers Writing Fire Insurance in Louisiana
	1. The Fire Insurance Division, Louisiana Insurance Rating Commission, has approved a filing of the Louisiana Fire Prevention Bureau, relative to deferred payment of fire premiums in connection with the term rule. The filing, as approved by the divisi...

	"Rule Number 19-A., Premium Payment Plan
	a. Policies covering property eligible to be insured for a term of years under the term rule may be written for a term of three or five years, providing for deferred payment of premium only at the following multiples of the annual rate, with premium p...
	i. Three Years―2.6 Times Annual Rate. One full annual premium payable at inception; the remainder to be paid one-half within one year after inception and one-half within two years after inception.
	ii. Five Years―4.2 Times Annual Rate. One full annual premium payable at inception; the remainder to be paid one-fourth within one year after inception, one-fourth within two years after inception, one-fourth within three years after inception and on...
	2. All companies writing fire insurance in Louisiana are reminded that one of the conditions of their authority to do business in this state is adherence to the rates fixed in accordance with the Insurance Code. Failure to adhere to the above quoted r...



	Chapter 57.  Regulation 14―Limiting Exclusions in Industrial Policies, Restricting Payments for Death Caused in Specified Manner
	§5701. Payment of Death or Funeral Benefits
	A. All Domestic Insurance Companies
	1. If your industrial life insurance or funeral benefit policies contain provisions which exclude or limit the payment of death or funeral benefits because death is caused in any specified manner, or occurs while the insured has a specified status, ex...
	2. Provisions excluding or restricting coverage in the event of death occurring:
	a. as a result of war, declared or undeclared, under conditions specified in the policy;
	b. while in:
	i. the military, naval or air forces of any country at war, declared or undeclared;
	ii. any ambulance, medical, hospital, or civilian non-combatants unit serving with such forces, either while serving with or within six months after termination of service in such forces or units;

	c. as a result of self-destruction, while sane or insane, within two years from the date of issue of the policy;
	d. as a result of aviation under conditions specified in the policy;
	e. within two years from date of issue of the policy as a result of a specified hazardous occupation or occupations, or while the insured is residing in a specified foreign country or countries.

	3. In the event of death to which there is an exclusion or restriction pursuant to §5701.A.2.a, b, c, d, or e of this provision, the insurer shall pay an amount not less than the reserve on the policy, together with the reserve for any paid-up additio...
	4. In the event of death as to which there is an exclusion or restriction pursuant to Subparagraph (b) of Paragraph (3)(B), the insurer shall pay the greater of:
	a. the amount specified in the preceding paragraph; or
	b. the amount of the gross premiums charged on the policy less dividends paid in cash or used in the payment of premiums thereon and less any indebtedness to the insurer on the policy, including interest due or accrued.

	5. None of the provisions of §5701.A.5 shall apply to policies issued under Sections 253 and 162.E, nor to any accidental benefits in the event such death by accident or accidental means included in a life policy.

	B. Senate Committee Amendment Number 3
	1. The Legislative intent of this Amendment, as evidenced by Industry and Committee hearings, was that it should apply only to the two immediately preceding unnumbered paragraphs so that a reduction not to exceed the percentages of the reserve, comput...


	§5703. Rider or Endorsement
	A. We believe that these policies can be made acceptable more easily by the use of a rider or endorsement. For your guidance, we have reproduced below a form of rider or endorsement which will accomplish the purpose.
	B. If the language of the rider or endorsement which you intend to use is identical with that suggested, you may issue policies, already approved, containing such rider or endorsement, before sending them to this department for approval. Provided, how...
	C. Suggested Rider
	1. as a result of war, declared or undeclared, under conditions specified in the policy;
	2. while in:
	a. the military, naval or air forces of any country at war, declared or undeclared; or
	b. any ambulance, medical, hospital or civilian non-combatant unit serving with such forces, either while serving with or within six months after termination of service in such forces or units;

	3. as a result of self-destruction, while sane or insane, within two years from the date of issue of the policy;
	4.  as a result of aviation under conditions specified in the policy;
	5.  within two years from date of issue of the policy as a result of a specified hazardous occupation or occupations, or while the insured is residing in a specified foreign country or countries, is null and void.

	D. It is directed that when present supplies of policies to which this rider is attached have been exhausted, that complete policies, containing all the provisions of the contract, including those provisions contained in the rider, will be sent to thi...


	Chapter 60.  Regulation 74―Payment of Health Coverage Claims
	§6001. Purpose
	A. The purpose of this regulation is to implement the statutory requirements of health insurance issuers under Title 22 of the Louisiana Revised Statutes of 1950. Title 22 of the Louisiana Revised Statutes of 1950 establishes the statutory requirement...
	B. To carry out the intent of the legislature and assure full compliance with the provisions of applicable statutory requirements, this regulation sets forth the standards for payment of claims by health insurance issuers and supercedes current regula...

	§6003. Applicability and Scope
	A. Except as otherwise specifically provided, the requirements of this regulation apply to all health insurance coverage issued for delivery in the state of Louisiana that is otherwise subject to the statutory requirements of Part VI-D of Chapter 1 of...

	§6005. Claim Payments―Definitions
	Claim―a request that covered benefits of a health insurance issuer be provided or paid for services that have been provided. The benefits claimed may be in the form of covered services, supplies, payment for all or a portion, of expenses incurred a co...
	Claimant―covered person, an authorized representative, or other entity filing a clean claim that is entitled to receive reimbursement from a health insurance issuer for covered benefits.
	Clean Claim―a correctly completed standardized claim form as required under the Department of Insurance, Regulation 48.
	Commissioner―the Commissioner of Insurance.
	Contracted Medical Services―services provided by a state licensed, certified, or state registered provider of health care services, treatment, or supplies, including but not limited to those entities defined in R.S. 40:2203.1 that have entered into a ...
	Covered Benefits―benefits available to a member, subscriber or insured under an insurance policy, benefit plan, or other contract for coverage of health care benefits. The term also includes any medical services or equipment that is provided to a cove...
	Covered Person―an insured, enrollee, member, or subscriber. In the case of a minor, the term includes an insured or legal guardian authorized to act in the best interest of such minor and therefore is acting on behalf of such covered person.
	Date Upon Which a Clean Claim is Received―the date the uniform claim form is received by the health insurance issuer or its legal agent. For health insurance issuer examinations, the department will use the postmark date of claims to determine if the ...
	Department―the Department of Insurance.
	Electronic Claim―the transmission of data for purposes of payment of covered medical services in an electronic data format specified by a health insurance issuer and approved by the department.
	Health Insurance Coverage―benefits consisting of medical care provided directly, through insurance or reimbursement, or otherwise and including items and services paid for as medical care under any hospital or medical service policy or certificate, ho...
	Health Insurance Issuer―an insurance company, including a health maintenance organization, as defined and licensed pursuant to Part XII of Chapter 2 of Title 22, unless preempted as an employee benefit plan covered by the provisions of the Employee Re...
	Just and Reasonable Grounds Such as Would Put a Reasonable and Prudent Businessman on His Guard―an articulable set of facts, as opposed to mere speculation or assumption, that fully complies with established jurisprudence. For health insurance issuer ...
	Non-Contracted Medical Services―services provided by a state-licensed, certified, or state-registered provider of health care services, treatment, or supplies, including but not limited to those entities defined in R.S. 40:1299.41(A)(1) that have no c...
	Paid―the date the claim is adjudicated and any amount due and payable is released by the health insurance issuer. Any difference between the date of adjudication and the date the payment is released is required to be documented in the health insurance...
	Prohibited Billing Activities―the demand for payment of medical services from a covered person for covered benefits that are payable under the terms of a provider agreement with a health insurance issuer that is in effect.
	Uniform Claim―a standardized claim form as required under the Department of Insurance, Regulation 48.

	§6007. Nonelectronic Claim Submission Standards
	A. Contracted Medical Services
	1. Any claim submitted by a contracted health care provider within 45 days of the date of service or discharge shall be paid to the claimant not more than 45 days from the date upon which a clean claim is received by a health insurance issuer or its l...
	2. Any claim submitted by a health care provider more than 45 days after the date of service or discharge or resubmitted because the original claim was incomplete or incorrect shall be paid to the claimant not more than 60 days from the date upon whic...

	B. Non-Contracted Medical Services
	1. Any claim for health insurance coverage benefits, whether submitted for payment by a covered person or by the health care provider rendering covered medical services that are not otherwise payable to the provider under a medical service contract wi...


	§6009. Electronic Claim Submission Standards
	A. Any clean claim for a covered benefit payable to or on behalf of a covered person submitted by a contracted health care provider as an electronic claim shall be paid to the claimant not more than 25 days from the date upon which a clean claim form ...

	§6011. Thirty-Day Payment Standard
	A. A health insurance issuer may elect to utilize a 30-day payment standard for compliance with the requirements of §§6007 and 6009 following provision of written notice to the Office of Health Insurance who shall provide notice of such changes. Healt...

	§6013. Claim Handling Procedures
	A. Health insurance issuers shall have appropriate handling procedures approved by the department for the acceptance of various claim submissions. Health insurance issuer claim handling procedures shall be filed with the Office of Health Insurance for...
	1. a process for documenting the date of actual receipt of claims. Health insurance issuers shall include appropriate safeguards to assure claims are appropriately classified and directed to the appropriate claims staff for review. The procedures shal...
	2. a process for reviewing claims for accuracy and acceptability. Health insurance issuers shall document their review process that includes procedures to verify compliance with uniform claim handling procedures. The procedures shall document the reas...
	3. a process for reporting all claims rejected by the health insurance issuer and the reason for such rejection.

	B. Late Payment Procedures. Health insurance issuers shall establish appropriate procedures approved by the department to assure that any claimant who is not paid within the time frames specified in this regulation receives a late payment adjustment e...
	C. Compliant Procedures. The health insurance issuer's procedures shall include a process for insureds or enrollees to file complaints regarding provider demands for amounts owed by health insurance issuers. The procedures shall include all actions th...

	§6015. Limitations on Claim Filing and Audits
	A. Health insurance issuers that limit the period of time that a claim may be filed for payment of benefits shall have the same limited period of time following payment of such claims to perform any review or audit for purposes of reconsidering the va...

	§6017. Effective Date
	A. This regulation shall become effective upon final publication in the Louisiana Register.


	Chapter 61.  Regulation 16―Investment by Insurers of Part of Premium Paid, Return Guaranteed
	§6101. Policy Directive Number Three to Insurance Companies
	A. Effective January 1, 1959, no life insurance policy will be approved for use in the state of Louisiana, which does not guarantee to the policyholder or his or her beneficiary a return of all money, in excess of that part of the gross premium charge...
	B. Any policy which meets the above qualifications must also have printed on its first page, in prominent type, a brief description of all investment features.
	C. Approval heretofore granted on all policies which do not comply with this directive, is hereby withdrawn, effective January 1, 1959, and all companies issuing such contracts are directed to cease issuing them within the state effective that date.
	D. In order to assure compliance with this directive, all policies containing such investment features must be resubmitted together with all applicable sales promotion literature to be used therewith, to this office for new approval. Such policies wil...
	E. This directive is not intended to apply to participating contracts of insurance whereby dividends are payable to a policyholder from divisible surplus of the company, nor to contracts. containing annual coupons the accrued maturity value of which a...


	Chapter 62.  Regulation 77―Medical Necessity Review Organizations
	§6201. Purpose
	A. The purpose of this regulation is to enforce the statutory requirements of Title 22 of the Louisiana Revised Statutes of 1950 that require health insurance issuers who seek to establish exception criteria or limitations on covered benefits that are...
	B. This regulation implements the statutory requirements of R.S. §§22:2021, and Chapter 7 of Title 22 of the Louisiana Revised Statutes regarding the use of medical necessity to limit stated benefits in a fully insured health policy or HMO certificate.

	§6203. Definitions
	Adverse Determination―a determination that an admission, availability of care, continued stay, or other health care service that is a covered benefit has been reviewed and denied, reduced, or terminated by a reviewer based on medical necessity, approp...
	Ambulatory Review―a review of health care services performed or provided in an outpatient setting.
	Appropriate Medical Information―all outpatient and inpatient medical records that are pertinent to the evaluation and management of the covered person and that permit the Medical Necessity Review Organization to determine compliance with the applicabl...
	1. admission history and physical examination report;
	2. physician's orders;
	3. progress notes;
	4. nursing notes;
	5. operative reports;
	6. anesthesia records;
	7. hospital discharge summary;
	8. laboratory and pathology reports;
	9. radiology or other imaging reports;
	10. consultation reports;
	11. emergency room records; and
	12. medication records.

	Authorized Representative―a person to whom a covered person has given written consent to represent the covered person in an internal or external review of an adverse determination of medical necessity. Authorized representative may include the covered...
	Case Management―a coordinated set of activities conducted for individual patient management of serious, complicated, protracted, or other health conditions.
	Certification or Certify―a determination by a reviewer regarding coverage of an admission, continued stay, or other health care service for the purpose of determining medical necessity, appropriateness of the setting, or level of care.
	Clinical Peer―a physician or other health care professional who holds an unrestricted license in the same or an appropriate specialty that typically manages the medical condition, procedure, or treatment under review.  Non-physician practitioners, inc...
	Clinical Review Criteria―the written screening procedures, decision abstracts, clinical protocols, and practice guidelines used by a reviewer to determine the necessity and appropriateness of covered health care services.
	Commissioner―the Commissioner of Insurance.
	Concurrent Review―a review of medical necessity, appropriateness of care, or level of care conducted during a patient's stay or course of treatment.
	Covered Benefits or Benefits―those health care services to which a covered person is entitled under the terms of a health benefit plan.
	Covered Person―a policyholder, subscriber, enrollee, or other individual covered under a policy of health insurance or HMO subscriber agreement.
	Discharge Planning―the formal process for determining, prior to discharge from a facility, the coordination and management of the care that a patient receives following discharge from a facility.
	Disclose―to release, transfer, or otherwise divulge protected health information to any individual, entity, or person other than the individual who is the subject of the protected health information.
	Emergency Medical Condition―a medical condition of recent onset and severity, including severe pain, that would lead a prudent layperson, acting reasonably and possessing an average knowledge of health and medicine, to believe that the absence of imme...
	1. placing the health of the individual in serious jeopardy;
	2. with respect to a pregnant woman, placing the health of the woman or her unborn child in serious jeopardy;
	3. serious impairment to bodily function; or
	4. serious dysfunction of any bodily organ or part.

	Entity―an individual, person, corporation, partnership, association, joint venture, joint stock company, trust, unincorporated organization, any similar entity, agent, or contractor, or any combination of the foregoing.
	External Review Organization―an independent review organization that conducts independent external reviews of adverse determinations and final adverse determinations and whose accreditation or certification has been reviewed and approved by the Depart...
	Facility―an institution providing health care services or a health care setting, including but not limited to, hospitals and other licensed inpatient centers, ambulatory surgical or treatment centers, skilled nursing facilities, inpatient hospice faci...
	Final Adverse Determination―an adverse determination that has been upheld by a reviewer at the completion of the medical necessity review organization's internal review process as set forth in this Chapter.
	Health Benefit Plan―group and individual health insurance coverage, coverage provided under a group health plan, or coverage provided by a nonfederal governmental plan, as those terms are defined in R.S. 22:250.1. Health benefit plan shall not include...
	Health Care Professional―a physician or other health care practitioner licensed, certified, or registered to perform specified health services consistent with state law.
	Health Care Provider or Provider―a health care professional, the attending, ordering, or treating physician, or a facility.
	Health Care Services―services for the diagnosis, prevention, treatment, cure, or relief of a health condition, illness, injury, or disease.
	Health Information―information or data, whether oral or recorded in any form or medium, and personal facts or information about events or relationships that relates to any of the following:
	1. the past, present, or future physical, mental, or behavioral health or condition of a covered person or a member of the covered person's family;
	2. the provision of health care services to a covered person; or
	3. payment for the provision of health care services to a covered person.

	Health Insurance Coverage―benefits consisting of medical care provided or arranged for directly, through insurance or reimbursement, or otherwise and including items and services paid for as medical care under any hospital or medical service policy or...
	Health Insurance Issuer―an insurance company, including a health maintenance organization, as defined and licensed pursuant to Part XII of Chapter 2 of this Title, unless preempted as an employee benefit plan under the Employee Retirement Income Secur...
	Medical Necessity Review Organization or MNRO―a health insurance issuer or other entity licensed or authorized pursuant to this Chapter to make medical necessity determinations for purposes other than the diagnosis and treatment of a medical condition.
	Prospective Review―a review conducted prior to an admission or a course of treatment.
	Protected Health Information―health information that either identifies a covered person who is the subject of the information or with respect to which there is a reasonable basis to believe that the information could be used to identify a covered person.
	Retrospective Review―a review of medical necessity conducted after services have been provided to a patient, but shall not include the review of a claim that is limited to an evaluation of reimbursement levels, veracity of documentation, accuracy of c...
	Second Opinion―an opportunity or requirement to obtain a clinical evaluation by a provider other than the one originally making a recommendation for a proposed health service to assess the clinical necessity and appropriateness of the initial proposed...

	§6205. Authorization or Licensure as an MNRO
	A. No health insurance issuer or health benefit plan, as defined in this Chapter, shall act as an MNRO for the purpose of determining medical necessity, determining the appropriateness of care, determining the level of care  needed, or making other si...
	B. No entity acting on behalf of or as the agent of a health insurance issuer may act as an MNRO for the purpose of determining medical necessity, determining the appropriateness of care, determining the level of care needed, or making other similar d...
	C. Any other entity may apply for and be issued a license under this Chapter to act as an MNRO for the purposes of determining medical necessity, determining the appropriateness of care, determining the level of care needed, or making other similar de...
	D. Any entity licensed or authorized as an MNRO shall be exempt from the requirements of R.S. 40:2721 through 2736. The licensure, authorization, or certification of any entity as an MNRO or independent or external review organization shall be effecti...
	E. An integrated health care network or other entity contracting with a health insurance issuer for provision of covered services under a risk sharing arrangement, shall be allowed to make initial adverse medical necessity determinations provided the ...

	§6207. Procedure for Application to Act as an MNRO
	A. Any applicant for licensure other than a health insurance issuer shall submit an application to the commissioner and pay an initial licensure fee as specified in §6211.D. The application shall be on a form and accompanied by any supporting document...
	1. the name of the entity operating as an MNRO and any trade or business names used by that entity in connection with making medical necessity determinations;
	2. the names and addresses of every officer and director of the entity operating as an MNRO, as well as the name and address of the corporate officer designated by the MNRO as the corporate representative to receive, review, and resolve all grievances...
	3. the name and address of every person owning, directly or indirectly, five percent or more of the entity operating as an MNRO;
	4. the exact street and mailing address of the principal place of business where the MNRO will operate and conduct medical necessity review determinations;
	5. a general description of the operation of the MNRO, which includes a statement that the MNRO does not engage in the practice of medicine or acts to impinge or encumber the independent medical judgment of treating physicians or health care providers;
	6. a description of the MNRO's program that evidences it meets the requirements of this Chapter for making medical necessity determinations and resolving disputes on an internal and external basis. (Such program description shall evidence compliance w...
	7. a sample copy of any contract, absent fees charged, with a health insurance issuer, nonfederal government health benefit plan, or other group health plan for making determinations of medical necessity;
	8. for each individual that will be designated to make adverse medical necessity determinations pursuant to this Chapter:
	a. a description of the types of determinations that will be made by the individual and the type of license that will be required to support such determinations; and
	b. a written policy statement that the individual shall have no history of disciplinary actions or sanctions, including loss of staff privileges or participation restrictions, that have been taken or are pending by any hospital, governmental agency or...
	c. a written policy statement that the individual will be required to attest that no adverse determination will be made regarding any medical procedure or service outside the scope of such individual's expertise.


	B. A health insurance issuer holding a valid certificate of authority to operate in this state may be authorized to act as an MNRO under the requirements of this Chapter following submission to the commissioner of appropriate documentation for review ...
	1. the exact street and mailing address of the principal place of business where the MNRO will operate and conduct medical necessity review determinations;
	2. a general description of the operation of the MNRO which includes a statement that the MNRO does not engage in the practice of medicine or act to impinge upon or encumber the independent medical judgment of treating physicians or health care provid...
	3. a description of the MNRO's program that evidences it meets the requirements of this Chapter for making medical necessity determinations and resolving disputes on an internal and external basis. (Such program description shall evidence compliance w...
	4. a sample copy of any contract, absent fees charged, with another health insurance issuer for making determinations of medical necessity;
	5. for each individual that will be designated to make adverse medical necessity determinations pursuant to this Chapter:
	a. a description of the types of determinations that will be made by the individual and the type of license that will be required to support such determinations;
	b. a written policy statement that the individual shall have no history of disciplinary actions or sanctions, including loss of staff privileges or participation restrictions, that have been taken or are pending by any hospital, governmental agency or...
	c. a written policy statement that the individual will be required to attest that no adverse determination will be made regarding any medical procedure or service outside the scope of such individual's expertise.



	§6211. Expiration and Renewal of License for Entities other than Health Insurance Issuers
	A. Licensure pursuant to this Chapter shall expire two years from the date approved by the commissioner unless the license is renewed for a two-year term as provided in this Section.
	B. Before a license expires, it may be renewed for an additional two-year term if the applicant pays a renewal fee as provided in this Section and submits to the commissioner a renewal application on the form that the commissioner requires.
	C. The renewal application required by the commissioner shall include, but need not be limited to, the information required for an initial application.
	D. The fee for initial licensure and the fee for renewal of licensure shall each be $1,500.

	§6213. Scope and Content of Medical Necessity Determination Process
	A. An MNRO shall implement a written medical necessity determination program that describes all review activities performed for one or more health benefit plans. The program shall include the following:
	1. the methodology utilized to evaluate the clinical necessity, appropriateness, efficacy, or efficiency of health care services;
	2. data sources and clinical review of criteria used in decision-making. The appropriateness of clinical review criteria shall be fully documented;
	3. the process for conducting appeals of adverse determinations including informal reconsiderations;
	4. mechanisms to ensure consistent application of review criteria and compatible decisions;
	5. data collection processes and analytical methods used in assessing utilization of health care services;
	6. provisions for assuring confidentiality of clinical and proprietary information;
	7. the organizational structure, including any review panel or committee, quality assurance committee, or other committee that periodically accesses health care review activities and reports to the health benefit plan;
	8. the medical director's responsibilities for day-to-day program management;
	9. any quality management program utilized by the MNRO.

	B. An MNRO shall file with the commissioner an annual summary report of its review program activities that includes a description of any substantive changes that have been implemented since the last annual report.

	§6215. Medical Necessity Review Organization Operational Requirements
	A. An MNRO shall use documented clinical review criteria that are based on sound clinical evidence. Such criteria shall be evaluated at least annually and updated if necessary to assure ongoing efficacy. An MNRO may develop its own clinical review cri...
	B. An MNRO shall have a medical director who shall be a duly licensed physician. The medical director shall administer the program and oversee all adverse review decisions. Adverse determinations shall be made only by a duly licensed physician or clin...
	C. An MNRO shall issue determination decisions in a timely manner pursuant to the requirements of this Chapter. At the time of the request for review, an MNRO shall notify the requestor of all documentation required to make a medical review determinat...
	D. At least annually, an MNRO shall routinely assess the effectiveness and efficiency of its medical necessity determination program and report any deficiencies or changes to the commissioner. Deficiencies shall include complaint investigations by the...
	E. An MNRO's data systems shall be sufficient to support review program activities and to generate management reports to enable the health insurance issuer or other contractor to monitor its activities.
	F. Health insurance issuers who delegate any medical necessity determination functions to an MNRO shall be responsible for oversight, which shall include, but not be limited to, the following:
	1. a written description of the MNRO's activities and responsibilities, including reporting requirements;
	2. evidence of formal approval of the medical necessity determination program by the health insurance issuer;
	3. a process by which the health insurance issuer monitors or evaluates the performance of the MNRO.

	G. Health insurance issuers who perform medical necessity determinations shall coordinate such program with other medical management activities conducted by the health insurance issuer, such as quality assurance, credentialing, provider contracting, d...
	H. An MNRO shall provide health care providers with access to its review staff by a toll-free number that is operational for any period of time that an authorization, certification, or approval of coverage is required.
	I. When conducting medical necessity determinations, the MNRO shall request only the information necessary to certify an admission to a facility, procedure or treatment, length of stay, frequency, level of care or duration of health care services.
	J. Compensation to individuals participating in a medical necessity determination program shall not contain incentives, direct or indirect, for those individuals to make inappropriate or adverse review determinations. Compensation to any such individu...
	K. An adverse determination shall not be based on the outcome of care or clinical information not available at the time the certification was made, regardless of whether the covered person or provider assumes potential liability for the cost of such c...

	§6217. Procedures for Making Medical Necessity Determinations
	A. An MNRO shall maintain written procedures for making determinations and for notifying covered persons and providers and other authorized representatives acting on behalf of covered persons of its decisions.
	B.1. In no less than 80 percent of initial determinations, an MNRO shall make the determination within two working days of obtaining any appropriate medical information that may be required regarding a proposed admission, procedure, or service requiri...
	2. In the case of a determination to certify a nonemergency admission, procedure, or service, the MNRO shall notify the provider rendering the service within one work day of making the initial certification and shall provide documented confirmation of...
	3. In the case of an adverse determination of a nonemergency admission, the MNRO shall notify the provider rendering the service within one workday of making the adverse determination and shall provide documented confirmation of the notification to th...

	C.1. For concurrent review determinations of medical necessity, an MNRO shall make such determinations within one working day of obtaining the results of appropriate medical information that may be required.
	2. In the case of a determination to certify an extended stay or additional services, the MNRO shall notify the provider rendering the service within one working day of making the certification and shall provide documented confirmation to the provider...
	3. In the case of an adverse determination, the MNRO shall notify the provider rendering the service within one working day of making the adverse determination and shall provide documented notification to the provider within one workday of such notifi...

	D.1. For retrospective review determinations, the MNRO shall make the determination within 30 working days of obtaining the results of any appropriate medical information that may be required, but in no instance later than 180 days from the date of se...
	2. In the case of an adverse determination, the MNRO shall notify in writing the provider rendering the service and the covered person within five working days of making the adverse determination.

	E. A written notification of an adverse determination shall include the principal reason or reasons for the determination, the instructions for initiating an appeal or reconsideration of the determination, and the instructions for requesting a written...
	F. An MNRO shall have written procedures listing the health or appropriate medical information required from a covered person or health care provider in order to make a medical necessity determination. Such procedures shall be given verbally to the co...
	G. An MNRO shall have written procedures to address the failure or inability of a provider or a covered person to provide all necessary information for review. In cases where the provider or a covered person will not release necessary information, the...

	§6219. Informal Reconsideration
	A. In a case involving an initial determination or a concurrent review determination, an MNRO shall give the provider rendering the service an opportunity to request, on behalf of the covered person, an informal reconsideration of an adverse determina...
	B. The informal reconsideration shall occur within one working day of the receipt of the request and shall be conducted between the provider rendering the service and the MNRO's physician authorized to make adverse determinations or a clinical peer de...
	C. If the informal reconsideration process does not resolve the differences of opinion, the adverse determination may be appealed by the covered person or the provider on behalf of the covered person. Informal reconsideration shall not be a prerequisi...

	§6221. Appeals of Adverse Determinations; Standard Appeals
	A. An MNRO shall establish written procedures for a standard appeal of an adverse determination, which may also be known as a first level internal appeal. Such procedures shall be available to the covered person and to the provider acting on behalf of...
	B. For standard appeals, a duly licensed physician shall be required to concur with any adverse determination made by the review panel.
	C. The MNRO shall notify in writing both the covered person and any provider given notice of the adverse determination, of the decision within thirty working days following the request for an appeal, unless the covered person or authorized representat...
	1. the title and qualifying credentials of the physician affirming the adverse determination;
	2. a statement of the reason for the covered person's request for an appeal;
	3. an explanation of the reviewers' decision in clear terms and the medical rationale in sufficient detail for the covered person to respond further to the MNRO's position;
	4. if applicable, a statement including the following:
	a. a description of the process to obtain a second level review of a decision;
	b. the written procedures governing a second level review, including any required time frame for review.



	§6223. Second Level Review
	A. An MNRO shall establish a second level review process to give covered persons who are dissatisfied with the first level review decision the option to request a review at which the covered person has the right to appear in person before authorized r...
	B. An MNRO shall conduct a second level review for each appeal. Appeals shall be evaluated by an appropriate clinical peer or peers in the same or similar specialty as  would typically manage the case being reviewed. The clinical peer shall not have b...
	C. An MNRO shall ensure that a majority of the persons reviewing a second level appeal are health care professionals who have appropriate expertise. An MNRO shall issue a copy of the written decision to a provider who submits an appeal on behalf of a ...
	D. The procedures for conducting a second level review shall include the following.
	1. The review panel shall schedule and hold a review meeting within 45 working days of receiving a request from a covered person for a second level review. The review meeting shall be held during regular business hours at a location reasonably accessi...
	2. Upon the request of a covered person, an MNRO shall provide to the covered person all relevant information that is not confidential or privileged.
	3. A covered person shall have the right to the following:
	a. attend the second level review;
	b. present his case to the review panel;
	c. submit supporting material and provide testimony in person or in writing or affidavit both before and at the review meeting;
	d.  ask questions of any representative of the MNRO.

	4. The covered person's right to a fair review shall not be made conditional on the covered person's appearance at the review.
	5. For second level appeals, a duly licensed and appropriate clinical peer shall be required to concur with any adverse determination made by the review panel.
	6. The MNRO shall issue a written decision to the covered person within five working days of completing the review meeting. The decision shall include the following:
	a. the title and qualifying credentials of the appropriate clinical peer affirming an adverse determination;
	b. a statement of the nature of the appeal and all pertinent facts;
	c. the rationale for the decision;
	d. reference to evidence or documentation used in making that decision;
	e. the instructions for requesting a written statement of the clinical rationale, including the clinical review criteria used to make the determination;
	f. notice of the covered person's right to an external review, including the following:
	i. a description of the process to obtain an external review of a decision;
	ii. the written procedures governing an external review, including any required time frame for review.



	§6225. Request for External Review
	A. Each health benefit plan shall provide an independent review process to examine the plan's coverage decisions based on medical necessity. A covered person, with the concurrence of the treating health care provider, may make a request for an externa...
	B. Except as provided in this Subsection, an MNRO shall not be required to grant a request for an external review until the second level appeal process as set forth in this Chapter has been exhausted. A request for external review of an adverse determ...
	1. The covered person has an emergency medical condition, as defined in this Chapter.
	2. The MNRO agrees to waive the requirements for the first level appeal, the second level appeal, or both.

	C. If the requirement to exhaust the MNRO's appeal procedures is waived under Paragraph B.1 of this Section, the covered person's treating health care provider may request an expedited external review. If the requirement to  exhaust the MNRO's appeal ...
	D. Nothing in this Section shall prevent an MNRO from establishing an appeal process, approved by the commissioner, that provides persons who are dissatisfied with the first level review decision an external review in lieu of requiring a second level ...

	§6227. Standard External Review
	A. Within 60 days after the date of receipt of a notice of a second level appeal adverse determination, the covered person whose medical care was the subject of such determination may, with the concurrence of the treating health care provider, file a ...
	1. the covered person's pertinent medical records;
	2. the treating health care professional's recommendation;
	3. consulting reports from appropriate health care professionals and other documents submitted by the MNRO, covered person, or the covered person's treating provider;
	4. any applicable generally accepted practice guidelines, including but not limited to those developed by the federal government or national or professional medical societies, boards, and associations;
	5. any applicable clinical review criteria developed exclusively and used by MNRO that are within the appropriate standard for care, provided such criteria were not the sole basis for the decision or recommendation unless the criteria had been reviewe...

	B. The independent review organization shall provide notice of its recommendation to the MNRO, the covered person or his authorized representative and the covered person's health care provider within 30 days after the date of receipt of the second lev...

	§6229. Expedited Appeals
	A. An MNRO shall establish written procedures for the expedited appeal of an adverse determination involving a situation where the time frame of the standard appeal would seriously jeopardize the life or health of a covered person or would jeopardize ...
	B. Expedited appeals shall be evaluated by an appropriate clinical peer or peers in the same or a similar specialty as would typically manage the case under review. The clinical peer or peers shall not have been involved in the initial adverse determi...
	C. An MNRO shall provide an expedited appeal to any request concerning an admission, availability of care, continued stay, or health care service for a covered person who has received emergency services but has not been discharged from a facility. Suc...
	D. In an expedited appeal, all necessary information, including the MNRO's decision, shall be transmitted between the MNRO and the covered person, or his authorized representative, or the provider acting on behalf of the covered person by telephone, t...
	E. In an expedited appeal, an MNRO shall make a decision and notify the covered person or the provider acting on behalf of the covered person as expeditiously as the covered person's medical condition requires, but in no event more than 72 hours after...
	F. An MNRO shall provide written confirmation of its decision concerning an expedited appeal within two working days of providing notification of that decision if the initial notification was not in writing. The written decision shall contain the info...
	G. An MNRO shall provide reasonable access, within a period of time not to exceed one workday, to a clinical peer who can perform the expedited appeal.
	H. In any case where the expedited appeal process does not resolve a difference of opinion between the MNRO and the covered person or the provider acting on behalf of the covered person, such provider may request a second level appeal of the adverse d...
	I. An MNRO shall not provide an expedited appeal for retrospective adverse determinations.

	§6231. Expedited External Review of Urgent Care Requests
	A. At the time that a covered person receives an adverse determination involving an emergency medical condition of the covered person being treated in the emergency room, during hospital observation, or as a hospital inpatient, the covered person's he...
	B. For emergency medical conditions, the MNRO shall provide or transmit all necessary documents and information used in making the adverse determination to the independent review organization by telephone, telefacsimile, or any other available expedit...
	C. In addition to the documents and information provided or transmitted, the independent review organization may consider the following in reaching a decision or making a recommendation:
	1. the covered person's pertinent medical records;
	2. the treating health care professional's recommendation;
	3. consulting reports from appropriate health care professionals and other documents submitted by the MNRO, the covered person, or the covered person's treating provider;
	4. any applicable generally accepted practice guidelines, including but not limited to those developed by the federal government or national or professional medical societies, boards, and associations;
	5. any applicable clinical review criteria developed exclusively and used by the MNRO that are within the appropriate standard for care, provided such criteria were not the sole basis for the decision or recommendation, unless the criteria had been re...

	D. Within 72 hours after receiving appropriate medical information for an expedited external review, the independent review organization shall do the following:
	1. make a decision to uphold or reverse the adverse determination;
	2. notify the covered person, the MNRO, and the covered person's health care provider of the decision. Such notice shall include the principal reason or reasons for the decision and references to the evidence or documentation considered in making the ...


	§6233. Binding Nature of External Review Decisions
	A. Coverage for the services required under this Chapter shall be provided subject to the terms and conditions generally applicable to benefits under the evidence of coverage under a health insurance policy or HMO subscriber agreement. Nothing in this...
	B. An external review decision made pursuant to this Chapter shall be binding on the MNRO and on any health insurance issuer or health benefit plan that utilizes the MNRO for making medical necessity determinations. No entity shall hold itself out to ...
	C. An external review decision shall be binding on the covered person for purposes of determining coverage under a health benefit plan that requires a determination of medical necessity for a medical service to be covered.
	D. A covered person or his representatives, heirs, assigns, or health care providers shall have a cause of action for benefits or damages against an MNRO, health insurance issuer, health benefit plan, or independent review organization for any action ...

	§6235. Minimum Qualifications for Independent Review Organizations
	A. The licensure, authorization, or certification of any entity as an MNRO or independent or external review organization shall be effective beginning on the date of first application for all entities who receive formal written authorization, licensur...
	1. develop written policies and procedures that govern all aspects of both the standard external review process and the expedited external review process that include, at a minimum, the following:
	a. procedures to ensure that external reviews are conducted within the specified time frames and that required notices are provided in a timely manner;
	b. procedures to ensure the selection of qualified and impartial clinical peer reviewers to conduct external reviews on behalf of the independent review organization and suitable matching of reviewers to specific cases;
	c. procedures to ensure the confidentiality of medical and treatment records and clinical review criteria;
	d. procedures to ensure that any individual employed by or under contract with the independent review organization adheres to the requirements of this Chapter;

	2. establish a quality assurance program;
	3. establish a toll-free telephone service to receive information related to external reviews on a 24-hour-day,  7-day-a-week basis that is capable of accepting, recording, or providing appropriate instruction to incoming telephone callers during othe...

	B. Any clinical peer reviewer assigned by an independent review organization to conduct external reviews shall be a physician or other appropriate health care provider who meets the following minimum qualifications:
	1. be an expert in the treatment of the covered person's medical condition that is the subject of the external review;
	2. be knowledgeable about the recommended health care service or treatment through actual clinical experience that may be based on either of the following:
	a. the period of time spent actually treating patients with the same or similar medical condition of the covered person;
	b. the period of time that has elapsed between the clinical experience and the present;

	3. hold a nonrestricted license in a state of the United States and, in the case of a physician, hold a current certification by a recognized American medical specialty board in the area or areas appropriate to the subject of the external review;
	4. have no history of disciplinary actions or sanctions, including loss of staff privileges or participation restrictions, that have been taken or are pending by any hospital, governmental agency or unit, or regulatory body that raise a substantial qu...

	C. In addition to the requirements of Subsection A of this Section, an independent review organization shall not own or control, be a subsidiary of, in any way be owned or controlled by, or exercise control with a health insurance issuer, health benef...
	D. In addition to the other requirements of this Section, in order to qualify to conduct an external review of a specified case, neither the independent review organization selected to conduct the external review nor the clinical peer reviewer assigne...
	1. the MNRO that is the subject of the external review;
	2. any officer, director, or management employee of the MNRO that is the subject of the external review;
	3. the health care provider or the health care provider's medical group or independent practice association recommending the health care service or treatment that is the subject of the external review;
	4. the facility at which the recommended health care service or treatment would be provided;
	5. the developer or manufacturer of the principal drug, device, procedure, or other therapy being recommended for the covered person whose treatment is the subject of the external review;
	6. the covered person who is the subject of the external review.


	§6237. External Review Register
	A. An MNRO shall maintain written records in the aggregate and by health insurance issuer and health benefit plan on all requests for external review for which an external review was conducted during a calendar year, hereinafter referred to as the "re...
	1. a general description of the reason for the request for external review;
	2. the date received;
	3. the date of each review;
	4. the resolution;
	5. the date of resolution;
	6. except as otherwise required by state or federal law, the name of the covered person for whom the request for external review was filed.

	B. The register shall be maintained in a manner that is reasonably clear and accessible to the commissioner.
	C. The register compiled for a calendar year shall be retained for the longer of three years or until the commissioner has adopted a final report of an examination that contains a review of the register for that calendar year.
	D. The MNRO shall submit to the commissioner, at least annually, a report in the format specified by the commissioner. The report shall include the following for each health insurance issuer and health benefit plan:
	1. the total number of requests for external review;
	2. the number of requests for external review resolved and their resolution;
	3. a synopsis of actions being taken to correct problems identified.


	§6239. Emergency Services
	A. Emergency services shall not be limited to health care services rendered in a hospital emergency room.
	B. When conducting medical necessity determinations for emergency services, an MNRO shall not disapprove emergency services necessary to screen and stabilize a covered person and shall not require prior authorization of such services if a prudent lay ...
	C. If a participating provider or other authorized representative of a health insurance issuer or health benefit plan authorizes emergency services, the MNRO shall not subsequently retract its authorization after the emergency services have been provi...
	D. Coverage of emergency services shall be subject to state and federal laws as well as contract or policy provisions, including co-payments or coinsurance and deductibles.
	E. For immediately required post-evaluation or post-stabilization services, an MNRO shall provide access to an authorized representative 24-hours a day, 7 days a week, to facilitate review.

	§6241. Confidentiality Requirements
	A. An MNRO shall annually provide written certification to the commissioner that its program for determining medical necessity complies with all applicable state and federal laws establishing confidentiality and reporting requirements.

	§6243. Severability
	A. If any provision or item of this regulation, or the application thereof, is held invalid, such invalidity shall not affect other provisions, items, or applications of the regulation that can be given effect without the invalid provisions, item, or ...

	§6245. Effective Date
	A. This regulation shall become effective upon final publication in the Louisiana Register.


	Chapter 63.  Regulation 17―Reinstatement of Policies
	§6301. Policy Directive Number Four to Non-Profit Funeral Associations
	A. All insurance policies which were written before December 31, 1956 are subject to the following paragraph contained in R.S. 22:336:
	B. Therefore, if a policyholder who was issued an assessment plan policy allows his policy to lapse, he may reinstate it upon the terms fixed in the by-laws of the association, or according to the provisions of his policy, but only if he or she is und...
	C. All policies issued on the industrial plan, after December 31, 1956, are subject to the provisions of R.S. 22:259(6), which reads as follows:
	D. Thus, if the policy in question is one issued after December 31, 1956, it may be reinstated upon the terms of the above Paragraph (6), or the terms of the insurance contract, if such contract contains more favorable language.
	E. Any reinstatement of an insurance contract which is not accomplished according to the portions of the Insurance Code quoted above, is a violation of law.


	Chapter 65.  Regulation 18― Non-Profit Funeral Service Associations, Reinstatement of Lapsed Policies
	§6501. Policy Directive Number Five to Non-Profit Funeral Service Associations
	A. It has come to the attention of the Insurance Department that some non-profit funeral service associations are now reinstating policies which have been lapsed for many years. This is contrary to the insurance laws.
	B. A survey of the non-profit association's charters and by-laws, if by-laws are on file with the Secretary of State, reveals that the most favorable reinstatement provisions allow reinstatement of lapsed policies within 90 days from date of lapse, pr...
	C. Lapsed policies may be reinstated only in accordance with the by-laws of the association. A policyholder whose policy has lapsed and who is over the age of 70 and under the age of 90 may reinstate only in the old age group. In the absence of the ch...
	D. All changes in the charter or by-laws of non-profit funeral service associations must be approved by the Commissioner of Insurance. No amendments to by-laws concerning reinstatement of lapsed policies will be approved, which allows for reinstatemen...
	E. All non-profit funeral service associations must cease reinstating lapsed policies which are issued on the assessment plan except in accordance with their present by-laws. This directive is effective May 1, 1960.


	Chapter 67.  Regulation 19―Inclusion of Burial Plots, Vaults, etc., as Part of Funeral Service-Change in  Reserve Basis
	§6701. Policy Directive Number Six to All Insurance Issuing Funeral Policies
	A. The provisions of House Bill 322 will become effective on or about August 1, 1962. This bill amends Section 253 of the Insurance Code by adding Subsection A thereto:
	B. For your information, the new Section 253 of the Insurance Code will read as follows:
	C. The effect of this legislation is to require that any funeral policy which includes any burial plot, tombstone, marker, plot, tomb, vault or coping must be reserved on a 100 percent basis, and if the official funeral director is not used, 100 perce...
	D. Therefore, all policies, endorsements or riders now in your possession which include the above enumerated benefits, and which may have been heretofore approved, are now disapproved. No funeral policy which includes any of the above benefits shall b...
	E. No endorsement, rider or attachment of any kind which includes any of the above described benefits shall be used in this state until after it and the policy to which it will be attached have been submitted together to and approved by the Insurance ...
	F. Any company wishing to issue such policies may write or come to the Insurance Department concerning any provision of such policy which may be in doubt.


	Chapter 69.  Regulation 21―Special Policies and Provisions: Prohibitions, Regulations, and  Disclosure Requirements
	§6901. Policy Directive Number Seven to All Companies Authorized to Write Life Insurance in the State of Louisiana
	A. Authority and Purpose
	1. This directive is issued under the authority granted to the Insurance Commissioner by the Louisiana Insurance Code for the purpose of protecting the Louisiana insurance-buying public and the insurers from the effect of sales of certain types of ins...
	2. Effective November 12, 1962, no policy of the type described in §6901.A.3 shall be approved for use in the state of Louisiana. Any such policy of the type described in §6901.A.3 which has heretofore been approved for use in Louisiana shall not be u...
	3.a. A policy form which guarantees a certain amount each year, either level or variable, where such amount is predicated upon a specified number of shares of stock of the company. Such forms usually provide that a certain amount is payable to the own...
	b. A policy which usually has some identifying language indicating that it will be made available to a limited number of persons or sold in specifically pre-determined numbers of units of fixed dollar amounts. Also, any policy form which contains prov...
	i. Every participating contract shall stipulate that dividends, if any, shall be ascertained and apportioned by the Board of Directors, and shall not specify the sources of such dividends.

	c. Any policy for which an extra premium is paid which is not used to purchase insurance but where such extra premium is set aside in a fund which is to be invested by the insurer for the benefit of the policyholders holding this type of contract. Div...

	4. Policies of the type described in §6901.A.3 generally purport to provide a means to an end result that is not authorized by statute, and in many cases, an end result that is without reasonable expectation of achievement. Such policies usually repre...
	a. It is also in the public interest that every policy of life insurance should bear in a prominent place a reasonably accurate brief description of the nature of the insurance contract afforded by the insurance policy. To that end, phrases as "profit...

	5. Insurance policies which include a series of coupons or additional benefits featured in combination with an insurance contract will be permitted in this state. Such coupons are usually pure endowments, and are essentially a return of a portion of t...
	a. For policies issued under R.S. 22:163, the reserves and nonforfeiture values of such policies must be so calculated that the present value of the pure endowments represented by the coupons, on the same mortality table and interest rate as the polic...
	b. For policies issued under R.S. 22:162(C), the calculations under ordinary insurance shall conform to Illinois Standard Valuation or shall produce reserves equivalent to such standard. The Illinois Standard referred to reads as follows:
	c. The premiums referred to shall be construed to mean net premiums so as to make the law's application uniform for all companies. The new 20-payment life premium, on the full one-year preliminary term basis, is thus made the measure for determining w...
	d. In order that the Insurance Department may be sure that this directive is complied with, each such form which is filed must include a complete and detailed description of the actuarial basis of the policy together with formulae and calculations for...

	6. Before consideration will be given to any policy, the letter of transmittal must contain a certification by an executive officer that such policy has been approved by the insurer's domiciliary state.



	Chapter 71.  Regulation 24―Proxies, Consents and Authorizations of Domestic Stock Insurers
	§7101. Application of Regulation
	A. This regulation is applicable to each domestic stock insurer which has any class of equity security held of record by one hundred or more persons; provided, however, that this regulation shall not apply to any insurer if 95 percent or more of its e...

	§7103. Proxies, Consents and Authorizations
	A. No domestic stock insurer, or any director, officer or employee of such insurer subject to §7101, or any other person, shall solicit, or permit the use of his name to solicit, by mail or otherwise, any proxy, consent or authorization in respect of ...

	§7105. Disclosure of Equivalent Information
	A. Unless proxies, consents or authorizations in respect of any class of equity security of a domestic insurer subject to §7101 hereof are solicited by or on behalf of the management of such insurer from the holders of record of such security in accor...

	§7107. Definitions
	A. The definitions and instructions set out in Schedule SIS, as promulgated by the National Association of Insurance Commissioners, shall be applicable for purposes of this regulation.
	Solicit and Solicitation―for purposes of this regulation shall include:
	a. any request for a proxy, whether or not accompanied by or included in a form of proxy; or
	b. any request to execute or not to execute, or to revote, a proxy;
	c. the furnishing of a proxy or other communication to security holders under circumstances reasonably calculated to result in the procurement, withholding or revocation of a proxy.

	Solicit and Solicitation―shall not include:
	a. any solicitation by a person in respect of equity security of which he is the beneficial owner;
	b. action by a broker or other person in respect to equity security carried in his name or in the name of his nominee in forwarding to the beneficial owner of such equity security soliciting material received from the company, or impartially instructi...
	c. the furnishing of a form of proxy to a security holder upon the unsolicited request of such security holder, or the performance by any person of ministerial acts on behalf of a person soliciting a proxy.



	§7109. Information to Be Furnished to Security Holders
	A. No solicitation subject to this regulation shall be made unless each person solicited is concurrently furnished or has previously been furnished with a written proxy statement containing the information specified in §7123.
	B. If the solicitation is made on behalf of the management of the insurer and relates to in annual meeting of security holders at which directors are to be elected, each proxy statement furnished pursuant to §7109.A shall be accompanied or preceded by...
	C. Two copies of each report sent to the security holders pursuant to §7109 shall be mailed to the commissioner not later than the date on which such report is first sent or given to security holders or the date on which preliminary copies of solicita...
	D. If no solicitation is being made by management of the insurer with respect to any annual or other meeting, such insurer shall mail to every security holder of record at least twenty days prior to the meeting date, an information statement as requir...

	§7111. Requirements as to Proxy
	A. The form of proxy shall:
	1. indicate in bold-face type whether or not the proxy is solicited on behalf of the management;
	2. provide a specifically designated blank space for dating the proxy; and
	3. identify clearly and impartially each matter or group of related matters intended to be acted upon, whether proposed by the management, or security holders. No reference need be made to proposals as to which discretionary authority is conferred pur...

	B.1. Means shall be provided in the proxy for the person solicited to specify by ballot a choice between approval or disapproval of each matter or group of related matters referred to therein, other than elections to office. A proxy may confer discret...
	2. A form of proxy which provides both for elections to office and for action on other specified matters shall be prepared so as to clearly provide, by a box or otherwise, means by which the security holder may withhold authority to vote for elections...

	C. A proxy may confer discretionary authority with respect to other matters which may come before the meeting, provided the persons on whose behalf the solicitation is made are not aware a reasonable time prior to the time the solicitation is made tha...
	D. No proxy shall confer authority:
	1. to vote for the election of any person to any office for which a bona fide nominee is not named in the proxy statement; or
	2. to vote at any annual meeting other than the next annual meeting (or any adjournment thereof) to be held after the date on which the proxy statement and form of proxy are first sent or given to security holders.

	E. The proxy statement or form of proxy shall provide, subject to reasonable specified conditions, that the proxy will be voted and that where the person solicited specifies by means of ballot provided pursuant to §7111.B a choice with respect to any ...
	F. The information included in the proxy statement or information statement shall be clearly presented and the statements made shall be divided into groups according to subject matter, with appropriate headings. All printed proxy statements or informa...

	§7113. Material Required to be Filed
	A. Two preliminary copies of the information statement or the proxy statement and form of proxy and any other soliciting material to be furnished to security holders concurrently therewith shall be filed with the commissioner at least 10 days prior to...
	B. Two preliminary copies of any additional soliciting material relating to the same meeting or subject matter to be furnished to security holders subsequent to the proxy statements shall be filed with the commissioner at least two days (exclusive of ...
	C. Two definitive copies of the information statement or the proxy statement, form of proxy and all other soliciting material, in the form in which this material is furnished to security holders, shall be filed with, or mailed for filing to, the commi...
	D. Where any information statement or proxy statement, form of proxy or other material filed pursuant to these rules is amended or revised, two of the copies shall be marked to clearly show such changes.
	E. Copies of replies to inquiries from security holders requesting further information and copies of communications which do no more than request that forms of proxy theretofore solicited be signed and returned need not be filed pursuant to §7113.
	F. Notwithstanding the provisions of §7113.A and B and of §7121.E, copies of soliciting material in the form of speeches, press releases and radio or television scripts may, but need not, be filed with the commissioner prior to use or publication. Def...

	§7115. Proposals of Stockholders
	§7117. False or Misleading Statements
	A. No proxy statement, form of proxy, notice of meeting, information statement, or other communication, written or oral, subject to this regulation, shall contain any statement which at the time and in the light of the circumstances under which it is ...

	§7119. Prohibition of Certain Solicitations
	A. No person making a solicitation which is subject to this regulation shall solicit any undated or postdated proxy or any proxy which provides that it shall be deemed to be dated as of any date subsequent to the date on which it is signed by the secu...

	§7121. Special Provisions Applicable to Election Contest
	A. Applicability. This Section shall apply to any solicitation subject to this regulation by any person or group for the purpose of opposing a solicitation subject to this regulation by any other person or group with respect to the election or removal...
	B. Participant or Participant in a Solicitation
	1. For purposes of this Section the terms participant and participant in a solicitation include:
	a. the insurer;
	b. any director of the insurer, and any nominee for whose election as a director proxies are solicited;
	c. any other person, acting alone or with one or more other persons, committees or groups, in organizing, directing or financing the solicitation.

	2. For the purposes of §7121 the terms participant and participant in a solicitation do not include:
	a. a bank, broker or dealer who, in the ordinary course of business, lends money or executes orders for the purchase or sale of equity security and who is not otherwise a participant;
	b. any person or organization retained or employed by a participant to solicit security holders or any person who merely transmits proxy soliciting materials or performs ministerial or clerical duties;
	c. any person employed in the capacity of attorney, accountant, or advertising, public relations or financial adviser, and whose activities are limited to the performance of his duties in the course of such employment;
	d. any person regularly employed as an officer or employee of the insurer or any of its subsidiaries or affiliates who is not otherwise a participant; or
	e. any officer or director of, or any person regularly employed by any other participant, if such officer, director, or employee is not otherwise a participant.


	C. Filing of Information Required by §7125, Schedule B
	1. No solicitation subject to §7121 shall be made by any person other than the management of an insurer unless at least five business days prior thereto, or such shorter period as the commissioner may authorize upon a showing of good cause therefor, t...
	2. Within five business days after a solicitation subject to §7121 is made by the management of an insurer, or such longer period as the commissioner may authorize upon a showing of good cause therefor, there shall be filed with the commissioner by or...
	3. If any solicitation on behalf of management or any other person has been made, or if proxy material is ready for distribution, prior to a solicitation subject to §7121 in opposition thereto, a statement, in duplicate, containing the information spe...
	4. If, subsequent to the filing of the statements required by §7121.C.1, 2, and 3, additional persons become participants in a solicitation subject to this rule, there shall be filed with the commissioner by or on behalf of each such person, a stateme...
	5. If any material change occurs in the facts reported in any statement filed by or on behalf of any participant, an appropriate amendment to such statement shall be filed promptly with the commissioner.
	6. Each statement and amendment thereto filed pursuant to §7121.C.6 shall be part of the public files of the commissioner.

	D. Solicitations Prior to Furnishing Required Written Proxy Statement
	1. Notwithstanding the provisions of §7109.A, a solicitation subject to §7121 may be made prior to furnishing security holders a written proxy statement containing the information specified in §7123, Schedule A with respect to such solicitation, provi...
	a. the statements required by §7121.C are filed by or on behalf of each participant in such solicitation;
	b. no form of proxy is furnished to security holders prior to the time the written proxy statement required by §7109.A is furnished to such persons; provided, however, that §7121.D.1.b shall not apply where a proxy statement then meeting the requireme...
	c. at least the information specified in §7121.C.2 and 3 of the statements required by §7121.C to be filed by each participant, or an appropriate summary thereof, are included in each communication sent or given to security holders in connection with ...
	d. a written proxy statement containing the information specified in §7123, Schedule A with respect to a solicitation is sent or given security holders at the earliest practicable date.


	E. Solicitations Prior to Furnishing Required Written Proxy Statement―Filing Requirements
	1. Two copies of any soliciting material proposed to be sent or given to security holders prior to the furnishing of the written proxy statement required by §7109.A shall be filed with the commissioner in preliminary form at least five business days p...

	F. Application of §7121 to Report
	1. Notwithstanding the provisions of §7109.B and C, two copies of any portion of the report referred to in §7109.B which comments upon or refers to any solicitation  subject to §7121, or to any participant in any such solicitation, other than the soli...


	§7123. Schedule A―Information Required in Proxy Statement
	A. Revocability of Proxy
	1. State whether or not the person giving the proxy has the power to revoke it. If the right of revocation before the proxy is exercised is limited or is subject to compliance with any formal procedure, briefly describe such limitation or procedure.

	B. Dissenters' Right of Appraisal
	1. Outline briefly the rights of appraisal or similar rights of dissenting security holders with respect to any matter to be acted upon and indicate any statutory procedure required to be followed by such security holders in order to perfect their rig...

	C. Persons Making Solicitations Not Subject to §7121
	1. If the solicitation is made by the management of the insurer, so state. Give the name of any director of the insurer who has informed the management, in writing, that he intends to oppose any action intended to be taken by the management and indica...
	2. If the solicitation is made otherwise than by the management of the insurer, state the names and addresses of the persons by whom and on whose behalf it is made and the names and addresses of the persons by whom the cost of solicitation has been or...
	3. If the solicitation is to be made by specially engaged employees or paid solicitors, state:
	a. the material features of any contract or arrangement for such solicitation and identify the parties; and
	b. the cost or anticipated cost thereof.


	D. Interest of Certain Persons in Matters to Be Acted Upon
	1. Describe briefly any substantial interest, direct or indirect, by security holders or otherwise, of any director, nominee for election for director, officer and, if the solicitation is made otherwise than on behalf of  management, each person on wh...

	E. Voting Securities
	1. State, as to each class of voting equity security of the insurer entitled to be voted at the meeting, the number of shares outstanding and the number of votes to which each class is entitled.
	2. Give the date as of which the record list of security holders entitled to vote at the meeting will be determined. If the right to vote is not limited to security holders of record on that date, indicate the conditions under which other security hol...
	3. If action is to be taken with respect to the election of directors and if the persons solicited have cumulative voting rights, make a statement that they have such rights and state briefly the conditions precedent to the exercise thereof.

	F. Nominees and Directors
	1. If action is to be taken with respect to the election of directors, furnish the following information, in tabular form to the extent practicable, with respect to each person nominated for election as a director and each other person whose term of o...
	a. Name each such person, state when his term of office or the term of office for which he is a nominee will expire, and all other positions and offices with the insurer presently held by him, and indicate which persons are nominees for election as di...
	b. State his present principal occupation or employment and give the name and principal business of any corporation or other organization in which such employment is carried on. Furnish similar information as to all of his principal occupations or emp...
	c. If he is or has previously been a director of the insurer, state the period or periods during which he has served as such.
	d. State, as of the most recent practicable date, the approximate amount of each class of stock of the insurer or any of its parents, subsidiaries or affiliates other than directors' qualifying shares, beneficially owned directly or indirectly by him....


	G. Remuneration and Other Transactions with Management and Others
	1. Furnish the information reported or required in item one of Schedule SIS under the heading "Information Regarding Management and Directors" if action is to be taken with respect to:
	a. the election of directors;
	b. any remuneration plan, contract or arrangement in which any director, nominee for election as a director, or officer of the insurer will participate;
	c. any pension or retirement plan in which any such person will participate; or
	d. the granting of extension to any such person of any options, warrants or rights to purchase any equity securities, other than warrants or rights issued to security holders, as such, on a pro rata basis. If the solicitation is made on behalf of pers...


	H. Bonus, Profit Sharing and Other Remuneration Plans
	1. If action is to be taken with respect to any bonus, profit sharing, or other remuneration plan, of the insurer furnish the following information:
	a. a brief description of the material features of the plan, each class of persons who will participate therein, the approximate number of persons in each such class, and the basis of such participation;
	b. the amounts which would have been distributable under the plan during the last calendar year to:
	i. each person named in item §7123.G;
	ii. directors and officers as a group; and
	iii. to all other employees as a group, if the plan had been in effect;

	c. if the plan to be acted upon may be amended (other than by a vote of security holders) in a manner which would materially increase the cost thereof to the insurer or materially alter the allocation of the benefits as between the groups specified in...


	I. Pension and Retirement Plans
	1. If action is to be taken with respect to any pension or retirement plan of the insurer, furnish the following information:
	a. a brief description of the material features of the plan, each class of persons who will participate therein, the approximate number of persons in each such class, and the basis of such participation;
	b. state:
	i. the approximate total amount necessary to fund the plan with respect to past services, the period over which such amount is to be paid, and the estimated annual payments necessary to pay the total amount over such period;
	ii. the estimated annual payment to be made with respect to current services; and
	iii. the amount of such annual payments to be made for the benefit of:
	(a). each person named in §7123.G;
	(b). directors and officers as a group; and
	(c). employees as a group;


	c. if the plan to be acted upon may be amended (other than by a vote of security holders) in a manner which would materially increase the cost thereof to the insurer or materially alter the allocation of the benefits as between the groups specified in...


	J. Options, Warrants, or Rights
	1. If action is to be taken with respect to the granting or extension of any options, warrants or rights (all referred to herein as "warrants") to purchase stock of the insurer or any subsidiary or affiliate, other than warrants issued to all security...
	a. the title and amount of equity security called for or to be called for, the prices, expiration dates and other material conditions upon which the warrants may be exercised, the consideration received or to be received by the insurer, subsidiary or ...
	b. if known, state separately the amount of equity security called for or to be called for by warrants received or to be received by the following persons, naming each such person:
	i. each person named in §7123.G; and
	ii. each other person who will be entitled to acquire 5 percent or more of the equity security called for or to be called for by such warrants;

	c. if known, state also the total amount of equity security called for or to be called for by such warrants, received or to be received by all directors and officers of the company as a group and all employees, without naming them.


	K. Authorization or Issuance of Stock
	1. If action is to be taken with respect to the authorization or issuance of any equity security of the insurer furnish the title, amount and description of the equity security to be authorized or issued.
	2. If the shares of equity security are other than additional shares or common equity security of a class outstanding, furnish a brief summary of the following, if applicable:
	a. dividend;
	b. voting;
	c. liquidation;
	d. preemptive and conversion rights;
	e. redemption and sinking fund provisions;
	f. interest rate and date of maturity.

	3. If the shares of equity security to be authorized or issued are other than additional shares of common equity security of a class outstanding, the commissioner may require financial statements comparable to those contained in the annual report.

	L. Mergers, Consolidations, Acquisitions and Similar Matters
	1. If action is to be taken with respect to a merger, consolidation, acquisition, or similar matter, furnish in brief outline the following information:
	a. the rights of appraisal or similar rights of dissenters with respect to any matters to be acted upon. Indicate any procedure required to be followed by dissenting security holders in order to perfect such rights;
	b. the material features of the plan or agreement;
	c. the business done by the company to be acquired or whose assets are being acquired;
	d. if available, the high and low sales prices for each quarterly period within two years;
	e. the percentage of outstanding shares which must approve the transaction before it is consummated.

	2. For each company involved in a merger, consolidation or acquisition, the following financial statements should be furnished:
	a. a comparative balance sheet as of the close of the last two fiscal years;
	b. a comparative statement of operating income and expenses for each of the last two fiscal years and, as a continuation of each statement, a statement of earnings per share after related taxes and cash dividends paid per share;
	c. a pro forma combined balance sheet and income and expenses statement for the last fiscal year giving effect to the necessary adjustments with respect to the resulting company.


	M. Restatement of Accounts
	1. If action is to be taken with respect to the restatement of any asset, capital, or surplus of the insurer, furnish the following information.
	a. State the nature of the restatement and the date as of which is to be effective.
	b. Outline briefly the reasons for the restatement and for the selection of the particular effective date.
	c. State the name and amount of each account affected by the restatement and the effect of the restatement thereon.


	N. Matters Not Required to Be Submitted
	1. If action is to be taken with respect to any matter which is not required to be submitted to a vote of security holders, state the nature of such matter, the reason for  submitting it to a vote of security holders and what action is intended to be ...

	O. Amendment of Charter, By-Laws, or Other Documents
	1. If action is to be taken with respect to any amendment of the insurer's charter, by-laws or other documents as to which information is not required above, state briefly the reasons for and general effect of such amendment and the vote needed for it...


	§7125. Schedule B―Information to Be Included in Statements Filed by or on Behalf of a Participant (other than the insurer) in a Proxy Solicitation in an Election Contest
	A. Insurer. State the name and address of the insurer.
	B. Identity and Background
	1. State the following:
	a. your name and business address;
	b. your present principal occupation or employment and the name, principal business and address of any corporation or other organization in which such employment is carried on.

	2. State the following:
	a. your residence address;
	b. information as to all material occupations, positions, offices or employments during the last 10 years, giving starting and ending dates of each and the name, principal business and address of any business corporation or other business organization...

	3. State whether or not you are or have been a participant in any other proxy contest involving this company or other companies within the past 10 years. If so, identify the principals, the subject matter and your relationship to the parties and the o...
	4. State whether or not, during the past 10 years, you have been convicted in a criminal proceeding (excluding traffic violations or similar misdemeanors) and, if so, give dates, nature of conviction, name and location of court, and penalty imposed or...

	C. Interest in Equity Security of the Insurer
	1. State the amount of each class of equity security of the insurer which you own beneficially, directly or indirectly.
	2. State the amount of each class of equity security of the insurer which you own of record but not beneficially.
	3. State with respect to the equity security specified in §7125.C.1 and 2, the amounts acquired within the past two years, the dates of acquisition and the amounts acquired on each date.
	4. If any part of the purchase price or market value of any of the equity security specified in §7125.C.3 is represented by funds borrowed or otherwise obtained for the purpose of acquiring or holding such equity security, so state and indicate the am...
	5. State whether or not you are a party to any contracts, arrangements or understandings with any person with respect to any equity security of the insurer including, but not limited to, joint ventures, loan or option arrangements, puts or calls, guar...
	6. State the amount of equity security of the insurer owned beneficially, directly or indirectly, by each of your associates and the name and address of each such associate.
	7. State the amount of each class of equity security of any parent, subsidiary or affiliate of the insurer which you own beneficially, directly or indirectly.

	D. Further Matters
	1. Describe the time and circumstances under which you became a participant in the solicitation and state the nature and extent of your activities or proposed activities as a participant.
	2. Describe briefly, and where practicable state the approximate amount of, any material interest, direct or indirect, of yourself and of each of your associates in any material transactions since the beginning of the company's last fiscal year, or in...
	3.a. State whether or not you or any of your associates have any arrangement or understanding with any person:
	i. with respect to any future employment by the insurer or its subsidiaries or affiliates; or
	ii. with respect to any future transactions to which the insurer or any of its subsidiaries or affiliates will or may be a party.
	b. If so, describe such arrangement or understanding and state the names of the parties thereto.


	E. Signature
	1. The statement shall be dated and signed in the following manner:



	Chapter 73.  Regulation 25―Sale of Stock to Public; Stock Options
	§7301. Sale of Stock; Stock Options
	A. No new old line legal reserve life insurance company will be registered to sell stock to the public unless at least $1,000,000 is sold.
	B. No new industrial life insurance company will be registered to sell stock to the public unless at least $300,000 is sold.
	C. At least 100 percent of the proceeds of the sale of stock must be placed in escrow until either of the above amounts has been sold or until the expiration of one year from the date of original registration.
	D. No company will be registered with a par value of less than $1 per share.
	E. Stock options must comply with "Restricted Stock Options" under the Internal Revenue Code, and such options can not exceed 10 percent of the total outstanding shares after the sale to the public.
	F. All officers, directors, incorporators or promoters of insurance companies must pay at least 85 percent of the public offering price into the company. No stock may be subscribed for at par by such individuals and then a public offering made at a pr...
	G. No stock of an insurance company, whether original or secondary, can be sold to pay off a personal loan of the holder thereof.


	Chapter 75.  Regulation 27―Insider Trading of Equity Securities of a Domestic Stock Insurance Company
	Subchapter A.  General Application
	§7501. Definitions
	Act―Act 8 of the 1966 Legislature of Louisiana.
	Class―all securities of an insurer which are of substantially similar character and the holders of which enjoy substantially similar rights and privileges.
	Equity Security―any stock or similar security; or any voting trust certificate or certificate of deposit for such a security; or any security convertible, with or without consideration into such a security, or carrying any warrant or right to subscrib...
	Insurer―any domestic stock insurance company, with an equity security subject to the provisions of Act 8 of the 1966 Legislature of Louisiana and not exempt thereunder.
	Officer―a president, vice president, treasurer, actuary, secretary, controller and any other person who performs for the insurer functions corresponding to those performed by the foregoing officers.
	Securities Held of Record―
	1. for the purpose of determining whether the equity securities of an insurer are held of record by 100 or more persons, securities shall be deemed to be held of record by each person who is identified as the owner of such securities on records of sec...
	a. in any case where the records of security holders have not been maintained in accordance with accepted practice, any additional person who would be identified as such an owner on such records if they had been maintained in accordance with accepted ...
	b. securities identified as held of record by a corporation, a partnership, a trust whether or not the trustees are named, or other organization shall be included as so held by one person;
	c. securities identified as held of record by one or more persons as trustees, executors, guardians, custodians or in other fiduciary capacities with respect to a single trust, estate or account shall be included as held of record by one person;
	d. securities held by two or more persons as  co-owners shall be included as held by one person;
	e. each outstanding unregistered or bearer certificate shall be included as held of record by a separate person, except to the extent that the insurer can establish that, if such securities were registered, they would be held of record, under the prov...
	f. securities registered in substantially similar names where the insurer has reason to believe because of the address or other indications that such names represent the same person, may be included as held of record by one person;

	2. notwithstanding Paragraph 1 of this definition:
	a. securities held, to the knowledge of the insurer, subject to a voting trust, deposit agreement or similar arrangement shall be included as held of record by the record holders of the voting trust certificates, certificates of deposit receipts or si...
	b. if the insurer knows or has reason to know that the form of holding securities of record is used primarily to circumvent the provisions of the Act, the beneficial owners of such securities shall be deemed to be the record owners thereof.



	§7503. Transactions Exempted from the Operation of Section 1526 of the Act
	A. Any acquisition or disposition of any equity security by a director or officer of an insurer within six months prior to the date on which the Act shall first become applicable with respect to the equity securities of such insurer shall not be subje...


	Subchapter B.  Regulations under Section 1525 of the Act
	§7509. Filing of Statements
	A. Initial statements of beneficial ownership of equity securities required by Section 1525 of the Act shall be filed on Form A, §7561. Statements of changes in such beneficial ownership required by Section 1525 shall be filed on Form B, §7563. All su...

	§7511. Ownership of More than 10 Percent of an Equity Security
	A. In determining, for the purpose of Section 1525 of the Act whether a person is the beneficial owner, directly or indirectly, of more than 10 percent of any class of any equity security, such class shall be deemed to consist of the total amount of s...

	§7513. Disclaimer of Beneficial Ownership
	A. Any person filing a statement may expressly declare therein that the filing of such statement shall not be construed as an admission that such person is, for the purpose of the Act, the beneficial owner of any equity securities covered by the state...

	§7515. Exemptions from Sections 1525 and 1526 of the Act
	A. During the period of 12 months following their appointment and qualification, securities held by the following persons shall be exempt from Sections 1525 and 1526 of the Act:
	1. executors or administrators of the estate of a decedent;
	2. guardians or committees for an incompetent; and
	3. receivers, trustees in bankruptcy, assignees for the benefit of creditors, conservators, liquidating agents, and other similar persons duly authorized by law to administer the estate or assets of other persons.

	B. After the 12-month period following their appointment or qualification the foregoing persons shall be required to file reports with respect to the securities held by the estates which they administer under Section 1525 of the Act and shall be liabl...
	C. Securities reacquired by or for the account of an insurer and held by it for its account shall be exempt from Sections 1525 and 1526 during the time they are held by the insurer.

	§7517. Exemption from the Act of Securities Purchased or Sold by Odd-Lot Dealers
	A. Securities purchased or sold by an odd-lot dealer:
	1. in odd lots so far as reasonably necessary to carry on odd-lot transactions; or
	2. in round lots to offset odd-lot transactions previously or simultaneously executed or reasonably anticipated in the usual course of business, shall be exempt from the provisions of the Act with respect to participation by such odd-lot dealer in suc...


	§7519. Certain Transactions Subject to Section 1525 of the Act
	A. The acquisition or disposition of any transferable option, put, call, spread or straddle shall be deemed such a change in the beneficial ownership of the security to which such privilege relates as to require the filing of a statement reflecting th...

	§7521. Ownership of Securities Held in Trust
	A. Beneficial ownership of a security for the purpose of Section 1525 shall include:
	1. the ownership of securities as a trustee where either the trustee or members of his immediate family have a vested interest in the income or corpus of the trust;
	2. the ownership of a vested beneficial interest in a trust; and
	3. the ownership of securities as a settlor of a trust in which the settlor has the power to revoke the trust without obtaining the consent of all the beneficiaries.

	B. Except as provided in §7521.C, beneficial ownership of securities solely as a settlor or beneficiary of a trust shall be exempt from the provisions of Section 1525 where less than 20 percent in market value of the securities having a readily ascert...
	C. In the event that 10 per cent of any class of any equity security of an insurer is held in a trust, that trust and the trustees thereof as such shall be deemed a person required to file the reports specified in Section 1525 of the Act.
	D. Not more than one report need be filed to report any holdings or with respect to any transaction in securities held by a trust, regardless of the number of officers, directors or 10 percent stockholders who are either trustees, settlors, or benefic...
	E.1. As used in §7521 the immediate family of a trustee means:
	a. a son or daughter of the trustee, or a descendant of either;
	b. a stepson or stepdaughter of the trustee;
	c. the father or mother of the trustee, or an ancestor of either;
	d. a stepfather or stepmother of the trustee;
	e. a spouse of the trustee.
	2. For the purpose of determining whether any of the foregoing relations exists, a legally adopted child of a person shall be considered a child of such person by blood.

	F. In determining, for the purposes of Section 1525 of the Act, whether a person is the beneficial owner, directly or indirectly, of more than 10 percent of any class of any equity security, the interest of such person in the remainder of a trust shal...
	G. No report shall be required by any person, whether or not otherwise subject to the requirement of filing reports under Section 1525, with respect to his indirect interest in portfolio securities held by:
	1. a pension or retirement plan holding securities of an insurer whose employees generally are the beneficiaries of the plan;
	2. a business trust with over 25 beneficiaries.

	H. Nothing in §7521 shall be deemed to impose any duties or liabilities with respect to reporting any transaction of holding prior to its effective date.

	§7523. Exemption for Small Transactions
	A. Any acquisition of securities shall be exempt from Section 1525 where:
	1. the person effecting the acquisition does not within six months thereafter effect any disposition, otherwise than by way of gift, of securities of the same class; and
	2. the person effecting such acquisition does not participate in acquisitions or in dispositions of securities of the same class having a total market value in excess of $3,000 for any six months' period during which the acquisition occurs.

	B. Any acquisition or disposition of securities by way of gift, where the total amount of such gifts does not exceed $3,000 in market value for any six months' period, shall be exempt from Section 1525 and may be excluded from the computations prescri...
	C. Any person exempted by §7523.A or B shall include in the first report filed by him after a transaction within the exemption a statement showing his acquisitions and dispositions for each six months' period or portion thereof which has elapsed since...

	§7525. Exemption from Section 1526 of the Act of Transactions which Need Not Be Reported under Section 1525
	A. Any transaction which has been or shall be exempted from the requirements of Section 1525 of the Act shall, insofar as it is otherwise subject to the provisions of Section 1526, be likewise exempted from Section 1526.


	Subchapter C.  Regulations under Section 1526 of the Act
	§7531. Exemption from Section 1526 of Certain Transactions Effected in Connection with a Distribution
	A. Any transaction of purchase and sale, or sale and purchase, of a security which is effected in connection with the distribution of a substantial block of securities shall be exempt from the provisions of Section 1526 of the Act, to the extent speci...
	1. the person effecting the transaction is engaged in the business of distributing securities and is participating in good faith, in the ordinary course of such business, in the distribution of such block of securities;
	2. the security involved in the transaction is:
	a. a part of such block of securities and is acquired by the person effecting the transaction, with a view to the distribution thereof, from the insurer or other person on whose behalf such securities are being distributed or from a person who is part...
	b. a security purchased in good faith by or for the account of the person effecting the transaction for the purpose of stabilizing the market price of securities of the class being distributed or to cover an over-allotment or other short position crea...

	3. other persons not within the purview of Section 1526 of the Act are participating in the distribution of such block of securities on terms at least as favorable as those on which such person is participating and to an extent at least equal to the a...

	B. The exemption of a transaction pursuant to §7531 with respect to the participation therein of one party thereto shall not render such transaction exempt with respect to participation of any other party therein unless such other party also meets the...

	§7533. Exemption from Section 1526 of Acquisitions of Shares of Stock and Stock Options under Certain Stock Bonus, Stock Option or Similar Plans
	A. Any acquisition of shares of stock (other than stock acquired upon the exercise of an option, warrant or right) pursuant to a stock bonus, profit sharing, retirement, incentive, thrift, savings or similar plan, or any acquisition of a qualified or ...
	1. The plan has been approved, directly or indirectly:
	a. by the affirmative votes of the holders of a majority of the securities of such insurer present, or represented, and entitled to vote at a meeting duly held in accordance with the applicable laws of the state of Louisiana; or
	b. by the written consent of the holders of a majority of the securities of such insurer entitled to vote; provided, however, that if such vote or written consent was not solicited substantially in accordance with the proxy rules and regulations presc...
	i. the date the Act first applies to such insurer; or
	ii. the acquisition of an equity security for which exemption is claimed. Such written information may be furnished by mail to the last known address of the security holders of record within 30 days prior to the date of mailing. Four copies of such w...


	2. If the selection of any director or officer of the insurer to whom stock may be allocated or to whom qualified, restricted or employee stock purchase plan stock options may be granted pursuant to the plan, or the determination of the number or maxi...
	a. With respect to the participation of directors:
	i. by the board of directors of the insurer, a majority of which board and a majority of the directors acting in the matter are disinterested persons;
	ii. by, or only in accordance with the recommendations of, a committee of three or more persons having full authority to act in the matter, all of the members of which committee are disinterested persons; or
	iii. otherwise in accordance with the plan, if the plan:
	(a). specifies the number or maximum number of shares of stock which directors may acquire or which may be subject to qualified, restricted or employee stock purchase plan stock options granted to directors and the terms upon which, and the times at w...
	(b). sets forth, by formula or otherwise, effective and determinable limitations with respect to the foregoing based upon earnings of the insurer, dividends paid, compensation received by participants, option prices, market value of shares, outstandin...


	b. With respect to the participation of officers who are not directors:
	i. by the board of directors of the insurer or a committee of three or more directors; or
	ii. by, or only in accordance with the recommendations of, a committee of three or more persons having full authority to act in the matter, all of the members of which committee are disinterested persons.

	c. For the purpose of §7533.A.2, a director or committee member shall be deemed to be a disinterested person only if such person is not at the time such discretion is exercised eligible and has not at any time within one year prior thereto been eligib...
	d. The provisions of §7533.A.2 shall not apply with respect to any option granted, or other equity security acquired, prior to the date that Sections 1525, 1526 and 1527 of the Act first become applicable with respect to any class of equity securities...

	3. As to each participant, or as to all participants, the plan effectively limits the aggregate dollar amount or the aggregate number of shares of stock which may be allocated, or which may be subject to qualified, restricted, or employee stock purcha...
	4. Unless the context otherwise requires, all terms used in §7533 shall have the same meaning as in the Act and in Subchapter A of these regulations. In addition, the following definitions apply.
	Exercise of an Option, Warrant or Right―contained in the parenthetical clause of §7533.A shall not include:
	i. the making of any election to receive under any plan an award of compensation in the form of stock or credits therefor, provided that such election is made prior to the making of the award, and provided further that such election is irrevocable un...
	ii. the subsequent crediting of such stock;
	iii. the making of any election as to a time for delivery of such stock after termination of employment, provided that such election is made at least six months prior to any such delivery;
	iv. the fulfillment of any condition to the absolute right to receive such stock; or
	v. the acceptance of certificates for shares of such stock.

	Plan―includes any plan, whether or not set forth in any formal written document or documents and whether or not approved in its entirety at one time.
	Qualified Stock Option and Employee Stock Purchase Plan that are set forth in Sections 422 and 423 of the Internal Revenue Code of 1954, as amended, are to be applied to those terms where used in §7533.
	Restricted Stock Option―as defined in Section 424(b) of the Internal Revenue Code of 1954, as amended, shall be applied to that term as used in §7533, provided, however, that for the purposes of §7533 an option which meets all of the conditions of tha...



	§7535. Exemption from Section 1526 of Certain Transactions in which Securities Are Received by Redeeming other Securities
	A. Any acquisition of an equity security (other than a convertible security or right to purchase a security) by a director or officer of the insurer issuing such security shall be exempt from the operation of Section 2 of the Act upon condition that:
	1. the equity security is acquired by way of redemption of another security of an insurer substantially all of whose assets other than cash (or government bonds) consist of securities of the insurer issuing the equity security so acquired, and which:
	a. represented substantially and in practical effect a stated or readily ascertainable amount of such equity security;
	b. had a value which was substantially determined by the value of such equity security; and
	c. conferred upon the holder the right to receive such equity security without the payment of any consideration other than the security redeemed;

	2. no security of the same class as the security redeemed was acquired by the director or officer within six months prior to such redemption or is acquired within six months after such redemption;
	3. the insurer issuing the equity security acquired has recognized the applicability of §7535.A.1 by appropriate corporate action.


	§7537. Exemption of Long-Term Profits Incident to Sales within Six Months of the Exercise of an Option
	A. To the extent specified in §7537.B, the commissioner hereby exempts as not comprehended within the purposes of Section 1526 of the Act any transaction or transactions involving the purchase and sale, or sale and purchase, of any equity security whe...
	1. acquired more than six months before its exercise; or
	2. acquired pursuant to the terms of an employment contract entered into more than six months before its exercise.

	B. In respect of transactions specified in §7537.A the profits inuring to the insurer shall not exceed the difference between the proceeds of sale and the lowest market price of any security of the same class within six months before or after the date...
	C. The commissioner also hereby exempts, as not comprehended within the purposes of Section 1526 of the Act, the disposition of a security, purchased in a transaction specified in §7537.A, pursuant to a plan or agreement for merger or consolidation, o...
	D. The exemptions provided by §7537 shall not apply to any transaction made unlawful by Section 1527 of the Act or by any rules and regulations thereunder.
	E. The burden of establishing market price of a security for the purpose of §7537 shall rest upon the person claiming the exemption.

	§7539. Exemption from Section 1526 of Certain Acquisitions and Dispositions of Securities Pursuant to Merger or Consolidations
	A. The following transactions shall be exempt from the provisions of Section 1526 of the Act as not comprehended within the purpose of said Section.
	1. The acquisition of a security of an insurer, pursuant to a merger or consolidation, in exchange for a security of a company which, prior to said merger or consolidation, owned 85 percent or more of the equity securities of all other companies invol...
	2. The disposition of a security, pursuant to a merger or consolidation of an insurer which, prior to said merger or consolidation, owned 85 percent or more of the equity securities of all other companies involved in the merger or consolidation except...
	3. The acquisition of a security of an insurer, pursuant to a merger or consolidation, in exchange for a security of a company which, prior to said merger or consolidation, held over 85 percent of the combined assets of all the companies undergoing me...
	4. The disposition of a security, pursuant to a merger or consolidation, of an insurer which, prior to said merger or consolidation, held over 85 percent of the combined assets of all the companies undergoing merger or consolidation, computed accordin...

	B. A merger within the meaning of §7539 shall include the sale or purchase of substantially all the assets of one insurer by another in exchange for stock which is then distributed to the security holders of the insurer which sold its assets.
	C. Notwithstanding the foregoing, if an officer, director or stockholder shall make any purchase (other than a purchase exempted by §7539) of a security in any company involved in the merger or consolidation and any sale (other than a sale exempted by...

	§7541. Exemption from Section Two of Certain Securities Received upon Surrender of Similar Equity Securities
	A. Any acquisition or disposition of an equity security involved in the deposit of such security under, or the withdrawal of such security from, a voting trust or deposit agreement, and the acquisition or disposition in connection therewith of the cer...
	1. a purchase of an equity security of the class deposited and a sale of any certificate representing an equity security of such class; or
	2. a sale of an equity security of the class deposited and a purchase of any certificate representing an equity security of such class (otherwise than in a transaction involved in such deposit or withdrawal or in a transaction exempted by any other pr...


	§7543. Exemption from Section Two of Certain Transactions Involving an Exchange of Similar Securities
	A. Any acquisition or disposition of an equity security involved in the conversion of an equity security which, by its terms or pursuant to the terms of the insurer's charter or other governing instruments, is convertible immediately or after a stated...
	1. a purchase of any equity security of the class convertible (including any acquisition of or change in a conversion privilege) and a sale of any equity security of the class issuable upon conversion; or
	2. a sale of any equity security of the class convertible and any purchase of any equity security issuable upon conversion (otherwise than in a transaction involved in such conversion or in a transaction exempted by any other provision of the regulati...

	B.  For the purpose of §7543, an equity security shall not be deemed to be acquired or disposed of upon conversion of an equity security if the terms of the equity security converted require the payment or entail the receipt, in connection with such c...
	C. For the purpose of §7543, an equity security shall be deemed convertible if it is convertible at the option of the holder or of some other person or by operation of the terms of the security or the governing instruments.


	Subchapter D.  Regulations under Section 1527 of the Act
	§7549. Exemption of Certain Securities from Section 1527 of the Act
	A. Any security shall be exempt from the operation of Section 1527 of the Act to the extent necessary to render lawful under such Section the execution by a broker of an order for an account in which he has no direct or indirect interest.

	§7551. Exemption from Section 1527 of the Act of Certain Transactions Effected in Connection with a Distribution
	A. Any security shall be exempt from the operation of Section 1527 of the Act to the extent necessary to render lawful under such Section any sale made by or on behalf of a dealer in connection with a distribution of a substantial block of securities,...
	1. The sale is represented by an over-allotment in which the dealer is participating as a member of an underwriting group, or the dealer or a person acting on his behalf intends, in good faith, to offset such sale with a security to be acquired by or ...
	2. Other persons not within the purview of Section 1527 of the Act are participating in the distribution of such block of securities on terms at least as favorable as those on which such dealer is participating and to an extent at least equal to the a...


	§7553. Exemption from Section 1527 of the Act of Sales of Securities to be Acquired
	A. Whenever any person is entitled, as an incident to his ownership of an issued security and without the payment of consideration, to receive another security "when issued" or "when distributed", the security to be acquired shall be exempt from the o...
	1. the sale is made subject to the same conditions as those attaching to the right of acquisition; and
	2. such person exercises reasonable diligence to deliver such security to the purchaser promptly after his right of acquisition matures; and
	3. such person reports the sale on the appropriate form for reporting transactions by persons subject to Section 1525 of the Act.

	B. Section 7553 shall not be construed as exempting transactions involving both a sale of a security "when issued" or "when distributed" and a sale of the security by virtue of which the seller expects to receive the "when-issued" or "when-distributed...


	Subchapter E.  Regulation under Section 1529 of the Act
	§7559. Arbitrage Transactions under Section 1529 of the Act
	A. It shall be unlawful for any director or officer of an insurer to effect any foreign or domestic arbitrage transaction in any equity security of such insurer, unless he shall include such transaction in the statements required by Section 1525 of th...

	§7561. Form A
	A. Instructions
	1. Persons Required to File Statements
	a. A statement on this form is required to be filed by every person who is directly or indirectly the beneficial owner of more than 10 percent of any equity security of a domestic stock insurance company, or who is a director or an officer of such a c...

	2. When Statements Are to Be Filed
	a. Persons who hold any of the relationships specified in §7561.A.1.a are required to file a statement by July 1, 1966, or within 10 days after assuming such relationship, whichever date is later.
	b. Statements are not deemed to have been filed with the commissioner until they have actually been received by him.

	3. Where Statements Are to Be Filed
	a. One signed copy of each statement shall be filed with the Commissioner of Insurance, P. 0. Box 44214, Baton Rouge, Louisiana.

	4. Separate Statement for Each Company
	a. A separate statement shall be filed with respect to the securities of each company.

	5. Relationship of Reporting Person to Company
	a. Indicate clearly the relationship of the reporting person to the company, for example, "Director", "Director and Vice President", "Beneficial owner of more than  10 percent of the company's common stock", etc.

	6. Date as of which Beneficial Ownership Is to Be Given
	a. The information as to beneficial ownership of securities shall be given as of July 1, 1966, or in the case of persons who subsequently assume any of the relationships specified in §7561.A.1.a, as of the date that relationship was assumed.

	7. Title of Security
	a. The statement of the title of a security shall be such as clearly to identify the security, even though there may be only one class, for example, "Class A Common Stock", "Common Stock", etc.

	8. Nature of Ownership
	a. Under "Nature of Ownership", state whether ownership of the securities is "direct" or "indirect". If the ownership is indirect (i.e., through a partnership, corporation, trust or other entity) indicate, in a footnote or other appropriate manner, th...

	9. Statement of Amount Owned
	a. In stating the amount of securities beneficially owned, give the face amount of debt securities or the number of shares or other units of other securities. In the case of securities owned indirectly, the entire amount of securities owned by the par...

	10. Inclusion of Additional Information. A statement may include any additional information or explanation deemed relevant by the person filing the statement.
	11. Signature. If the statement is filed for a corporation, partnership, trust, etc., the name of the organization shall appear over the signature of the officer or other person authorized to sign the statement. If the statement is filed for an indivi...
	B. Form

	COMMISSIONER OF INSURANCE
	BATON ROUGE
	DUDLEY A. GUGLIELMO
	COMMISSIONER
	FORM A
	INITIAL STATEMENT OF BENEFICIAL OWNERSHIP OF SECURITIES
	Filed pursuant to Act U        Eight       U of 1966

	§7563. Form B
	A. Instructions
	1. Persons Required to File Statements
	a. Statements on this form are required to be filed by every person who at any time during any calendar month was directly or indirectly the beneficial owner of more than 10 percent of any class of equity security of a domestic stock insurance company...

	2. When Statements Are to Be Filed
	a. Statements are required to be filed on or before the tenth day after the end of each month in which any change in beneficial ownership has occurred. Statements are not deemed to have been filed with the commissioner until they have actually been re...

	3. Where Statements Are to Be Filed
	a. One signed copy of each statement shall be filed with the Commissioner of Insurance, P. 0. Box 44214, Baton Rouge, Louisiana.

	4. Separate Statement for Each Company
	a. A separate statement shall be filed with respect to the securities of each company.

	5. Relationship of Reporting Person to Company
	a. Indicate clearly the relationship of the reporting person to the company, for example, "Director", "Director and Vice President", "Beneficial owner of more than  10 percent of the company's common stock", etc.

	6. Transactions and Holdings to Be Reported
	a. Every transaction shall be reported even though purchases and sales during the month are equal or the change involves only the nature of ownership, for example, from direct to indirect ownership. Beneficial ownership at the end of the month of all ...

	7. Title of Security
	a. The statement of the title of the security shall be such as clearly to identify the security even though there may be only one class, for example, "Class A Common Stock", "Common Stock", etc.

	8. Date of Transaction
	a. The exact date (month, day and year) of each transaction shall be stated opposite the amount involved in the transaction.

	9. Statement of Amounts of Securities
	a. In stating the amount of the securities acquired, disposed of, or beneficially owned, give the face amount of debt securities or the number of shares or other units of other securities. In the case of securities owned indirectly (i.e., through a pa...

	10. Nature of Ownership
	a. Under "Nature of Ownership", state whether ownership of the securities is "direct" or "indirect". If the ownership is indirect (i.e., through a partnership, corporation, trust or other entity) indicate in a footnote or other appropriate manner, the...

	11. Character of Transaction
	a. If the transaction was with the issuer of the securities, so state. If it involved the purchase of securities through the exercise of options, so state and give the exercise price per share. If any other purchase or sale was effected otherwise than...

	12. Inclusion of Additional Information
	a. A statement may include any additional information or explanation deemed relevant by the person filing the statement.

	13. Signature
	a. If the statement is filed for a corporation, partnership, trust, etc., the name of the organization shall appear over the signature of the officer or other person authorized to sign the statement. If the statement is filed for an individual, it sha...


	B. Form
	Date of Statement_________________________________


	Chapter 77.  Regulation 28―Variable Contract Regulation
	§7700. Authority
	A. This regulation is adopted and promulgated by the Department of Insurance pursuant to the authority granted by R.S. 22: 781 and the Administrative Procedure Act, R.S. 49:950 et seq. This regulation replaces and repeals the regulation of similar pur...

	§7701. Definition
	Company―any insurer which possesses a certificate of authority to conduct life insurance business or annuity business in the state of Louisiana.
	Contract on a Variable Basis or Variable Contract―any policy or contract which provides for annuity benefits which may vary according to the investment experience of any separate account or accounts maintained by the insurer as to such policy or contr...
	Producer―any person, corporation, partnership, or other legal entity which, under the laws of this state, is licensed as an insurance producer.
	Variable Contract Producer―a producer who shall sell or offer to sell any contract on a variable basis.

	§7703. Qualification of Insurance Companies to Issue Variable Contracts
	A. No company shall deliver or issue for delivery variable contracts within this state unless the company is appropriately licensed for life insurance for the issuance of variable life insurance products or the annuity line for issuance of variable an...

	§7705. Separate Account or Separate Accounts
	A. A domestic company issuing variable contracts shall establish one or more separate accounts pursuant to R.S. 22:781.
	1. Unless otherwise approved by the commissioner, assets allocated to a separate account shall be valued at their market value on the date of valuation or, if there is no readily available market, then as provided under the terms of the contract or th...
	2. If and to the extent so provided under the applicable contracts, that portion of the assets of any such separate account equal to the reserves and other contract liabilities with respect to such account shall not be chargeable with liabilities aris...
	3.a. Notwithstanding any other provision of law, a company may:
	i. with respect to any separate account registered with the Securities and Exchange Commission as a unit investment trust, exercise voting rights in connection with any securities of a regulated investment company registered under the Investment Comp...
	ii. with respect to any separate account registered with the Securities and Exchange Commission as a management investment company, establish for such account a committee, board, or other body, the members of which may or may not be otherwise affilia...
	b. A company, committee, board, or other body may make such other provisions in respect to any such separate account as may be deemed appropriate to facilitate compliance with requirements of any federal or state law now or hereafter in effect, provid...

	4. No sale, exchange, or other transfer of assets may be made by a company between any of its separate accounts or between any other investment account and one or more of its separate accounts unless, in case of a transfer into a separate account, suc...
	a. by a transfer of cash; or
	b. by a transfer of securities having a valuation which could be readily determined in the marketplace, and provided that such transfer of securities is approved by the commissioner. The commissioner may authorize other transfers among such accounts i...

	5. The company shall maintain in each such separate account assets with a value at least equal to the reserves and other contract liabilities with respect to such account, except as may otherwise be approved by the commissioner.
	6. Rules under any provision of R.S. 22: 781 or any regulation applicable to the officers and directors of insurance companies with respect to conflicts of interest shall also apply to members of any separate account's committee, board, or other simil...


	§7707. Filing of Contracts
	A. The filing requirements applicable to variable contracts shall be those filing requirements otherwise applicable under existing statutes and regulations of this state with respect to individual and group life insurance and annuity contract form fil...

	§7709. Contracts Providing for Variable Benefits
	A. Any variable contract delivered or issued for delivery in this state shall contain a statement of the essential features of the procedures to be followed by the insurance company in determining the dollar amount of benefits. Any such contract provi...
	B. Illustrations of benefits payable under any variable contract shall not include projections of past investment experience into the future or attempted predictions of future investment experience, provided that nothing contained  herein is intended ...
	C.1. Any individual variable annuity contract delivered or issued for delivery in this state shall stipulate the investment increment factors to be used in computing the dollar amount of variable benefits or other contractual payments or values thereu...
	2. In computing the dollar amount of variable benefits or other contractual payments or values under an individual variable annuity contract:
	a. the annual net investment increment assumption shall not exceed 5 percent, except with the approval of the commissioner;
	b. to the extent that the level of benefits may be affected by future mortality results, the mortality factor shall be determined from the Annuity Mortality Table for 1949, Ultimate, or any modification of that table not having a higher mortality rate...

	3. Expense, as used in this Subsection, may exclude some or all taxes, as stipulated in the contract.
	4. Variable annuity contracts delivered or issued for delivery in this state may include as an incidental benefits provision for payment on death during the deferred period of an amount not in excess of the greater of the sum of the premiums or stipul...
	5. The reserve liability for variable annuities shall be established pursuant to the requirements of the standard valuation law, in accordance with actuarial procedures that recognize the variable nature of the benefits provided.


	§7711. Required Reports
	A. Any company issuing individual variable contracts providing benefits in variable amounts shall mail to the contract holder, at least once in each contract year after the first, at his last address known to the company, a statement or statements rep...
	1. the number of accumulation units credited to such contracts and the dollar value of a unit; or
	2. the value of the contract holder's account.

	B. The company shall submit annually to the insurance commissioner a statement of the business of its separate account or accounts in such form as may be prescribed by the National Association of Insurance Commissioners.

	§7713. Foreign Companies
	A. If the law or regulation in the place of domicile of a foreign company provides a degree of protection to the policyholders and the public which is substantially equal to that provided by these regulations, the commissioner, to the extent deemed ap...

	§7715. Licensing of Agents and Other Persons
	A.1. No producer shall be eligible to sell or offer for sale a contract on a variable basis unless, prior to making any solicitation or sale of such a contract, that producer presents evidence of satisfactorily passing one of the following written exa...
	a. any state securities examination accepted by the Securities and Exchange Commission;
	b. the National Association of Securities Dealers, Inc. examination for principals or examination for qualification as a registered representative;
	c. the various securities examinations required by the New York Stock Exchange, the American Stock Exchange, the Pacific Stock Exchange, or any other registered national securities exchange;
	d. the Securities and Exchange Commission test given pursuant to 15 U.S.C. 78o(b)(7) of the Securities Exchange Act of 1934.
	2. Any producer who participates only in the sale or offering for sale of variable contracts that are not registered under the Federal Securities Act of 1933 need not be licensed as a variable contract producer.
	3. Any producer applying for a license as a variable contract producer shall do so by filing an application. All applications for a license shall be in writing on uniform forms prescribed by the Commissioner of Insurance.
	4. Any producer who participates only in the sale or offering for sale of variable annuity contracts need not be licensed as a life producer also. All other licensing requirements continue to apply.

	B. Any applicant for license as a variable contract producer shall present evidence that the applicant is currently registered with the Federal Securities and Exchange Commission as a broker-dealer or is currently associated with a broker-dealer and h...
	C. Except as modified by this regulation, refer to Title 22 Chapter 5 and the Insurance Regulations of this Department governing the licensing of life insurance producers.
	D. Any person licensed in this state as a variable contract producer shall immediately report to the commissioner:
	1. any suspension or revocation of the producer’s variable contract license or life insurance license, if so licensed, in any other state or territory of the United States;
	2. the imposition of any disciplinary sanctions (including the suspension or expulsion from membership, suspension or revocation of or denial of registration) imposed upon him/her by the National Securities Exchange, The National Securities Associatio...
	3. any judgment or injunction entered against him/her on the basis of conduct deemed to have involved fraud, deceit, misrepresentation, or violation of any insurance or securities law or regulation.

	E. The commissioner may reject any application or suspend, revoke, or refuse to renew any producer's variable contract license upon any ground that would bar such applicant or such producer from being licensed to sell life insurance contracts in this ...
	F. A variable contract license shall be renewed biannually.


	Chapter 79.  Regulation 29―Correlated Sales of Life Insurance and Equity Products
	§7901. Purpose
	A. This directive is for the purpose of establishing minimum standards for the form of proposals and statements used to solicit, service, or collect premiums for life insurance which is sold in connection with any equity product which is registered wi...

	§7903. Applicability
	A. This directive shall apply:
	1. to acts and practices in the advertising, promotion, solicitation, negotiation of or effecting the sale of:
	a. life insurance policies (which term shall include annuity contracts for the purpose of Regulation 29) in correlation with the sale of equity products;
	b. contracts which contemplate the purchase of a life insurance policy in correlation with the sale of equity products;

	2. to any acts and practices, whether they involve the use of language disseminated by means of sales kits, policy jackets or covers, letters, personal presentations, visual aids and other sales media in connection with the solicitation, sale, servici...

	B. As used in this directive, in referring to sales of insurance and equity products described in R.S. 22:1214(11), the terms "correlated sales" or "sales in connection with" shall include, but not be limited to, the following:
	1. sales of insurance and equity products as part of an integrated plan;
	2. sales in which both life insurance and equity products are offered as part of the same investment program;
	3. sales programs in which both life insurance and equity products are discussed and their purchase solicited during the same interview.

	C. As used in this directive, the words equity products are defined as mutual funds, shares of investment companies, variable annuities, and face amount certificates of regulated investment companies, all of which are registered with the federal secur...

	§7905. Statement of Policy
	A. There shall be full disclosure of relevant facts in the sale of life insurance in correlation with the sale of equity products. Accordingly, this rule sets forth certain proposed procedures and requirements establishing minimum standards for disclo...

	§7907. Responsibility of Company and Agent
	A. No insurance company, agent, or person to whom this rule applies shall make, in connection with correlated sales of life insurance and equity products, a proposal or billing  other than in accordance with the requirements of this directive. Every s...

	§7909. Tie-In Sales
	A. The agent, at the commencement of, and throughout the sales presentation, must fully disclose to the purchaser that he has the right to purchase life insurance only, equity products only, or both life insurance and equity products.

	§7911. Written Proposal
	A. In any solicitation of an offer to buy, or in any sale of life insurance in correlation with the sale of equity products, the prospect or policyholder must be furnished a copy of a clear and unambiguous written proposal not later than at the time t...

	§7913. Contents of Proposal
	A. Any proposal referred to in this directive must:
	1. be dated and signed by the insurance agent;
	2. state the name and the company in which the life insurance is to be written;
	3. state that the purchaser has the right to purchase life insurance only, equity products only, or both life insurance and equity products;
	4. contain no misrepresentation or false, deceptive or misleading words, figures or statements. It must be accurate and complete and state all facts without which the proposal would have the capacity or tendency to mislead or deceive;
	5. show the premium charged for life insurance separately from any other charge;
	6. if values which may accrue prior to the death of the insured are involved in the presentation, show the value of the life insurance policy separately from any other values;
	7. show, if it is involved in the presentation, the amount of the death benefit for the life insurance separately from any other benefit which any accrue upon the death of the insured;
	8. set forth all matters pertaining to life insurance separately from any matter not pertaining to life insurance;
	9. set forth policy numbers, name of company, face values and cash values of all existing policies of the insured, which are to be surrendered if the proposal is accepted.


	§7915. Statement to Be Separate
	A. Any bill, statement, draft, or representation sent or delivered to any prospect or policyholder must show the premium charged for the life insurance and any other information mentioned concerning life insurance separate from any other charge or val...

	§7917. Maintenance of File by Company
	A. File of Advertising and Other Sales Material. Each insurance company to whom this rule applies shall maintain at its home or principal office a complete file containing every printed, published or prepared advertisement, advertisement material, sal...
	B. Certificate of Compliance. Each insurer required to file an annual statement which is now or which hereafter becomes subject to the provisions of Regulation 29 must be file with this department, together, with its annual statement, a certificate ex...
	C. Companies in violation of this directive shall be subject to having their certificate of authority to transact business in Louisiana revoked or suspended, and agents in violation of this rule shall be subject to having their agent's license suspend...

	§7919. Effective Date
	A. This directive shall become effective March 1, 1969.


	Chapter 81.  Regulation 30―Certificates of Insurance Coverage
	§8101. Certificates of Insurance
	A. It has come to the attention of this department that certificates of insurance for automobile and general liability insurance are being executed by companies or their agents. certificates of insurance are pre-printed forms that many large corporati...
	B. Some of these certificates purport to enlarge or vary the policy of insurance involved. When this is attempted, it is in violation of Louisiana Revised Statute 22:620 which requires that companies obtain approval of all endorsements that are used i...
	C. Therefore, in order to avoid any misunderstanding of the effect of any certificate of insurance signed by an insurance company or its agent, any such certificate must contain the following or similar language:
	D. Companies shall inform their agents of the contents of this regulation. Please acknowledge receipt of this regulation promptly.


	Chapter 83.  Regulation 35―Variable Life Insurance Model Regulation
	§8301. Definitions
	A. As used in Regulation 35:
	Affiliate of an Insurer―any person, directly or indirectly, controlling, controlled by, or under common control with such insurer; any person who regularly furnishes investment advice to such insurer with respect to its separate accounts for which a s...
	Agent―any person, corporation, partnership, or other legal entity which is licensed by this state as a life insurance agent.
	Assumed Investment Rate―the rate of investment return which would be required to be credited to a variable life insurance policy, after deduction of charges for taxes, investment expenses, and mortality and expense guarantees to maintain the variable ...
	Benefit Base―the amount to which the net investment return is applied.
	Commissioner―the Insurance Commissioner of this state.
	Control (including the terms controlling, controlled by, and under common control with)―the possession, direct or indirect, of the power to direct or cause the direction of the management and policies of a person, whether through the ownership of voti...
	Flexible Premium Policy―any variable life insurance policy other than a scheduled premium policy as specified in the definition of scheduled premium policy.
	General Account―all assets of the insurer other than assets in separate accounts established pursuant to Section 1500 of the insurance laws of this state, or pursuant to the corresponding Section of the insurance laws of the state of domicile of a for...
	Incidental Insurance Benefit―all insurance benefits in a variable life insurance policy, other than the variable death benefit and the minimum death benefit, including but not limited to, accidental death and dismemberment benefits, disability benefit...
	May―is permissive.
	Minimum Death Benefit―the amount of the guaranteed death benefit, other than incidental insurance benefits, payable under a variable life insurance policy, regardless of the investment performance of the separate account.
	Net Investment Return―the rate of investment return in a separate account to be applied to the benefit base.
	Person―an individual, corporation, partnership, association, trust, or fund.
	Policy Processing Day―the day on which charges authorized in the policy are deducted from the policy's cash value.
	Scheduled Premium Policy―any variable life insurance policy under which both the amount and timing of premium payments are fixed by the insurer.
	Separate Account―a separate account established pursuant to Section 1500 of the Insurance Laws of this state or pursuant to the corresponding Section of the Insurance Laws of the state of domicile of a foreign or alien insurer.
	Shall―is mandatory.
	Variable Death Benefit―the amount of the death benefit, other than incidental insurance benefits, payable under a variable life insurance policy dependent on the investment performance of the separate account, which the insurer would have to pay in th...
	Variable Life Insurance Policy―any individual policy which provides for life insurance the amount or duration of which varies according to the investment experience of any separate account or accounts established and maintained by the insurer as to su...


	§8303. Qualification of Insurer to Issue Variable Life Insurance
	A. The following requirements are applicable to all insurers either seeking authority to issue variable life insurance in this state or having authority to issue variable life insurance in this state.
	1. Licensing and Approval to Do Business in This State
	a. An insurer shall not deliver or issue for delivery in this state any variable life insurance policy unless:
	i. the insurer is licensed or organized to do a life insurance business in this state;
	ii. the insurer has obtained the written approval of the commissioner for the issuance of variable life insurance policies in this state. The commissioner shall grant such written approval only after he has found that:
	(a). the plan of operation for the issuance of variable life insurance policies is not unsound;
	(b). the general character, reputation, and experience of the management and those persons or firms proposed to supply consulting, investment, administrative, or custodial services to the insurer are such as to reasonably assure competent operation of...
	(c). the present and foreseeable future financial condition of the insurer and its method of operation in connection with the issuance of such policies is not likely to render its operation hazardous to the public or its policyholders in this state. T...


	(i). the history of operation and financial condition of the insurer;
	(ii). the qualifications, fitness, character, responsibility, reputation, and experience of the officers and directors and other management of the insurer and those persons or firms proposed to supply consulting, investment, administrative, or custo...
	(iii). the applicable law and regulations under which the insurer is authorized in its state of domicile to issue variable life insurance policies. The state of entry of an alien insurer shall be deemed its state of domicile for this purpose; and
	(iv). if the insurer is a subsidiary of, or is affiliated by common management or ownership with another company, its relationship to such other company and the degree to which the requesting insurer, as well as the other company, meet these standards.

	2. Filing for Approval to Do Business in This State
	a. The commissioner may, at his discretion, require that an insurer, before it delivers or issues for delivery any variable life insurance policy in this state, file with this department the following information for the consideration of the commissio...
	i. copies of and a general description of the variable life insurance policies it intends to issue;
	ii. a general description of the methods of operation of the variable life insurance business of the insurer, including methods of distribution of policies and the names of those persons or firms proposed to supply consulting, investment, administrat...
	iii. with respect to any separate account maintained by an insurer for any variable life insurance policy, a statement of the investment policy the issuer intends to follow for the investment of the assets held in such separate account, and a stateme...
	iv. a description of any investment advisory services contemplated as required by §8309.A.10;
	v. a copy of the statutes and regulations of the state of domicile of the insurer under which it is authorized to issue variable life insurance policies; and
	vi. biographical data with respect to officers and directors of the insurer on the National Association of Insurance Commissioners Uniform Biographical Data Form; and
	vii. a statement of the insurer's actuary describing the mortality and expense risks which the insurer will bear under the policy.


	3. Standards of Suitability
	a. Every insurer seeking approval to enter into the variable life insurance business in this state shall establish and maintain a written statement specifying the Standards of Suitability to be used by the insurer. Such Standards of Suitability shall ...

	4. Use of Sales Materials
	a. An insurer authorized to transact variable life insurance business in this state shall not use any sales material, advertising material, or descriptive literature or other materials of any kind in connection with its variable life insurance busines...

	5. Requirements Applicable to Contractual Services
	a. Any material contract between an insurer and suppliers of consulting, investment, administrative, sales, marketing, custodial, or other services with respect to variable life insurance operations shall be in writing and provide that the supplier of...

	6. Reports to the Commissioner
	a. Any insurer authorized to transact the business of variable life insurance in this state shall submit to the commissioner, in addition to any other materials which may be required by this regulation or any other applicable laws or regulations:
	i. an annual statement of the business of its separate account or accounts in such form as may be prescribed by the National Association of Insurance Commissioners; and
	ii. prior to the use in this state any information furnished to applicants as provided for in §8311; and
	iii. prior to the use in this state, the form of any of the reports to policyholders, as provided for in §8315; and
	iv. such additional information concerning its variable life insurance operations or its separate accounts as the commissioner shall deem necessary.

	b. Any material submitted to the commissioner under §8303.A.6 shall be disapproved if it is found to be false, misleading, deceptive, or inaccurate in any material respect and, if previously distributed, the commissioner shall require the distribution...

	7. Authority of Commissioner to Disapprove
	a. Any material required to be filed with and approved by the commissioner shall be subject to disapproval if at any time it is found by him not to comply with the standards established by Regulation 35.



	§8305. Insurance Policy Requirements
	A. Policy Qualification. The commissioner shall not approve any variable life insurance form filed pursuant to Regulation 35 unless it conforms to the requirements of §8305.
	1. Filing of Variable Life Insurance Policies
	a. All variable life insurance policies, and all riders, endorsements, applications and other documents which are to be attached to and made a part of the policy and which relate to the variable nature of the policy, shall be filed with the commission...
	i. The procedures and requirements for such filing and approval shall be, to the extent appropriate and not inconsistent with Regulation 35, the same as those otherwise applicable to other life insurance policies.
	ii. The commissioner may approve variable life insurance policies and related forms with provisions the commissioner deems to be not less favorable to the policyholder and the beneficiary than those required by Regulation 35.


	2. Mandatory Policy Benefit and Design Requirements
	a. Variable life insurance policies delivered or issued for delivery in this state shall comply with the following minimum requirements.
	i. Mortality and expense risks shall be borne by the insurer. The mortality and expense charges shall be subject to the maximums stated in the contract.
	ii. For scheduled premium policies, a minimum death benefit shall be provided in an amount at least equal to the initial face amount of the policy so long as premiums are duly paid (subject to the provisions of §8305.A.4);
	iii. The policy shall reflect the investment experience of one or more separate accounts established and maintained by the insurer. The insurer must demonstrate that the variable life insurance policy is actuarially sound.
	iv. Each variable life insurance policy shall be credited with the full amount of the net investment return applied to the benefit base.
	v. Any changes in variable death benefits of each variable life insurance policy shall be determined at least annually.
	vi. The cash value of each variable life insurance policy shall be determined at least monthly. The method of computation of cash values and other non-forfeiture benefits, as described either in the policy or in a statement filed with the commissione...
	vii. The computation of values required for each variable life insurance policy may be based upon such reasonable and necessary approximations as are acceptable to the commissioner.


	3. Mandatory Policy Provisions
	a. Every variable life insurance policy filed for approval in this state shall contain at least the following.
	i. The cover page or pages corresponding to the cover pages of each such policy shall contain:
	(a). a prominent statement in either contrasting color or in boldface type that the amount or duration of death benefits may be variable or fixed under specified conditions;
	(b). a prominent statement in either contrasting color or in boldface type that cash values may increase or decrease in accordance with the experience of the separate account subject to any specified minimum guarantees;
	(c). a statement describing any minimum death benefit required pursuant to §8305.A.2.a.ii;
	(d). the method, or a reference to the policy provision which describes the method, for determining the amount of insurance payable at death;
	(e). to the extent permitted by state law, a captioned provision that the policyholder may return the variable life insurance policy within 10 days of receipt of the policy by the policyholder, and receive a refund equal to the sum of:


	(i). the difference between the premiums paid including any policy fees or other charges and the amounts allocated to any separate accounts under the policy; and
	(ii). the value of the amounts allocated to any separate accounts under the policy, on the date the returned policy is received by the insurer or its agent. Until such time as state law authorizes the return of payments as calculated in the precedin...
	(f). such other items as are currently required for fixed benefit life insurance policies and which are not inconsistent with Regulation 35.
	ii.(a). For scheduled premium policies, a provision for a grace period of not less than 31 days from the premium due date which shall provide that where the premium is paid within the grace period, policy values will be the same, except for the deduc...
	(b). For flexible premium policies, a provision for a grace period beginning on the policy processing day when the total charges authorized by the policy that are necessary to keep the policy in force until the next policy processing day exceed the am...


	(i). The death benefit payable during the grace period will equal the death benefit in effect immediately prior to such period less any overdue charges. If the policy processing days occur monthly, the insurer may require the payment of not more tha...
	iii. For scheduled premium policies, a provision that the policy will be reinstated at any time within two years from the date of default upon the written application of the insured and evidence of insurability, including good health, satisfactory to...
	(a). all overdue premiums with interest at a rate not exceeding 6 percent per annum compounded annually and any indebtedness in effect at the end of the grace period following the date of default with interest at a rate as provided in Section 170.1;
	(b). 110 percent of the increase in cash value resulting from reinstatement plus all overdue premiums for incidental insurance benefits with interest at a rate not exceeding 6 percent per annum compounded annually.

	iv. A full description of the benefit base and of the method of calculation and application of any factors used to adjust variable benefits under the policy.
	v. A provision designating the separate account to be used and stating that:
	(a). the assets of such separate account shall be available to cover the liabilities of the general account of the insurer only to the extent that the assets of the separate account exceed the liabilities of the separate account arising under the vari...
	(b). the assets of such separate account shall be valued at least as often as any policy benefits vary but at least monthly.

	vi. A provision specifying what documents constitute the entire insurance contract under state law.
	vii. A designation of the officers who are empowered to make an agreement or representation on behalf of the insurer and an indication that statements by the insured, or on his behalf, shall be considered as representations and not warranties.
	viii. An identification of the owner of the insurance contract.
	ix. A provision setting forth conditions or requirements as to the designation, or change of designation, of a beneficiary and a provision for disbursement of benefits in the absence of a beneficiary designation.
	x. A statement of any conditions or requirements concerning the assignment of the policy.
	xi. A description of any adjustments in policy values to be made in the event of misstatement of age or sex of the insured.
	xii. A provision that the policy shall be incontestable by the insurer after it has been in force for two years during the lifetime of the insured, provided, however, that any increase in the amount of the policy's death benefits subsequent to the po...
	xiii. A provision stating that the investment policy of the separate account shall not be changed without the approval of the Insurance Commissioner of the state of domicile of the insurer, and that the approval process is on file with the commission...
	xiv. A provision that payment of variable death benefits in excess of any minimum death benefits, cash values, policy loans, or partial withdrawals (except when used to pay premiums) or partial surrenders may be deferred:
	(a). for up to six months from the date of request, if such payments are based on policy values which do not depend on the investment performance of the separate account; or
	(b). otherwise, for any period during which the New York Stock Exchange is closed for trading (except for normal holiday closing) or when the Securities and Exchange Commission has determined that a state of emergency exists which may make such paymen...

	xv. If settlement options are provided, at least one such option shall be provided on a fixed basis only.
	xvi. A description of the basis for computing the cash value and the surrender value under the policy shall be included.
	xvii. Premiums or charges for incidental insurance benefits shall be stated separately.
	xviii. Any other policy provision required by this regulation.
	xix. Such other items as are currently required for fixed benefit life insurance policies and are not inconsistent with this regulation.
	xx. A provision for non-forfeiture insurance benefits. The insurer may establish a reasonable minimum cash value below which any non-forfeiture insurance options will not be available.


	4. Policy Loan Provisions
	a. Every variable life insurance policy, other than term insurance policies and pure endowment policies, delivered or issued for delivery in this state shall contain provisions which are not less favorable to the policyholder than the following:
	i. a provision for policy loans after the policy has been in force for two full years which provides the following:
	(a). at least 75 percent of the policy's cash surrender value may be borrowed;
	(b). the amount borrowed shall bear interest at a rate not t exceed that permitted by state insurance law;
	(c). any indebtedness shall be deducted from the proceeds payable on death;
	(d). any indebtedness shall be deducted from the cash surrender value upon surrender or in determining any non-forfeiture benefit;
	(e). for scheduled premium policies, whenever the indebtedness exceeds the cash surrender value, the insurer shall give notice of any intent to cancel the policy if the excess indebtedness is not repaid within 31 days after the date of mailing of such...
	(f). the policy may provide that if, at any time, so long as premiums are duly paid, the variable death benefit is less than it would have been if no loan or withdrawal had ever been made, the policyholder may increase such variable death benefit up t...
	(g). the policy may specify a reasonable minimum amount which may be borrowed at any time but such minimum shall not apply to any automatic premium loan provision;
	(h). no policy loan provision is required if the policy is under extended insurance non-forfeiture option;
	(i). the policy loan provisions shall be constructed so that variable life insurance policyholders who have not exercised such provisions are not disadvantaged by the exercise thereof;
	(j). amounts paid to the policyholders upon the exercise of any policy loan provision shall be withdrawn from the separate account and shall be returned to the separate account upon repayment except that a stock insurer may provide the amounts for pol...



	5. Other Policy Provisions
	a. The following provision may in substance be included in a variable life insurance policy or related form delivered or issued for delivery in this state:
	i. an exclusion for suicide within two years of the issue date of the policy; provided, however, that to the extent of the increased death benefits only, the policy may provide an exclusion for suicide within two years of any increase in death benefi...
	ii. incidental insurance benefits may be offered on a fixed or variable basis;
	iii. policies issued on a participating basis shall offer to pay dividend amounts in cash. In addition, such policies may offer the following dividend options:
	(a). the amount of the dividend may be credited against premium payments;
	(b). the amount of the dividend may be applied to provide amounts of additional fixed or variable benefit life insurance;
	(c). the amount of the dividend may be deposited in the general account at a specified minimum rate of interest;
	(d). the amount of the dividend may be applied to provide paid-up amounts of fixed benefit one-year term insurance;
	(e). the amount of the dividend may be deposited as a variable deposit in a separate account;

	iv. a provision allowing the policyholder to elect, in writing, in the application for the policy or thereafter an automatic premium loan on a basis not less favorable than that required of policy loans under §8305.A.4, except that a restriction that...
	v. a provision allowing the policyholder to make partial withdrawals;
	vi. any other policy provision approved by the commissioner.




	§8307. Reserve Liabilities for Variable Life Insurance
	A. Reserve liabilities for variable life insurance policies shall be established under the Standard Valuation Law in accordance with actuarial procedures that recognize the variable nature of the benefits provided and any mortality guarantees.
	B. For scheduled premium policies, reserve liabilities for the guaranteed minimum death benefit shall be the reserve needed to provide for the contingency of death occurring when the guaranteed minimum death benefit exceeds the death benefit that woul...
	1. the aggregate total of the term costs, if any, covering a period of one full year from the valuation date, of the guarantee on each variable life insurance contract, assuming an immediate one-third depreciation in the current value of the assets of...
	2. the aggregate total of the attained age level reserves on each variable life insurance contract. The attained age level reserve on each variable life insurance contract shall  not be less than zero and shall equal the residue, as described in §8307...
	a. the residue of the prior year's attained age level reserve on each variable life insurance contract shall not be less than zero and shall be determined by adding interest at the valuation interest rate to such prior years' reserve, deducting the ta...
	b. the payment referred to in §8307.B.2 shall be computed so that the present value of a level payment of that amount each year over the future premium paying period of the contract is equal to (A) minus (B) minus (C), where (A) is the present value o...

	3. the valuation interest rate and mortality table used in computing the two minimum reserves described in (a) and (b) above shall conform to permissible standards for the valuation of life insurance contracts. In determining such minimum reserve, the...

	C. For flexible premium policies, reserve liabilities for any guaranteed minimum death benefit shall be maintained in the general account of the insurer and shall be not less than the aggregate total of the term costs, if any, covering the period prov...
	1. The valuation interest rate and mortality table used in computing this additional reserve, if any, shall conform to permissible standards for the valuation of life insurance contracts. In determining such minimum reserve, the company may employ sui...

	D. Reserve liabilities for all fixed incidental insurance benefits and any guarantees associated with variable incidental insurance benefits shall be maintained in the general account and reserve liabilities for all variable aspects of the variable in...

	§8309. Separate Accounts
	A. The following requirements apply to the establishment and administration of variable life insurance separate accounts by any domestic insurer.
	1. Establishment and Administration of Separate Accounts
	a. Any domestic insurer issuing variable life insurance shall establish one or more separate accounts pursuant to Section 1500 of the Insurance Laws of this state.
	i. If no law or other regulation provides for the custody of separate account assets and if such insurer is not the custodian of such separate account assets, all contracts for custody of such assets shall be in writing and the commissioner shall hav...
	ii. Such insurer shall not, without the prior written approval of the commissioner, employ in any material connection with the handling of separate account asset any person who:
	(a). within the last 10 years has been convicted of any felony or a misdemeanor arising out of such person's conduct involving embezzlement, fraudulent conversion, or misappropriation of funds or securities or involving violation of Section 1341, 1342...
	(b). within the last 10 years has been found by any state regulatory authority to have violated or has acknowledged violation of any provision of any state insurance law involving fraud, deceit, or knowing misrepresentation; or
	(c). within the last 10 years has been found by federal or state regulatory authorities to have violated or has acknowledged violation of any provision of federal or state securities laws involving fraud, deceit, or knowing misrepresentation.

	iii. All persons with access to the cash, securities, or other assets of the separate account shall be under bond in the amount of not less than a value indexed to the NAIC fidelity bonding recommendations regarding personnel handling general account...
	iv. The assets of such separate accounts shall be valued at least as often as variable benefits are determined but in any event at least monthly.


	2. Amounts in the Separate Account
	a. The insurer shall maintain in each separate account assets with a value at least equal to the greater of the valuation reserves for the variable portion of the variable life insurance policies or the benefit base for such policies.

	3. Investments by the Separate Account
	a. No sale, exchange, or other transfer of assets may be made by an insurer or any of its affiliates between any of its separate accounts or between any other investment account and one or more of its separate accounts unless:
	i. in case of a transfer into a separate account, such transfer is made solely to establish the account or to support the operation of the policies with respect to the separate account to which the transfer is made; and
	ii. such transfer, whether into or from a separate account, is made by a transfer of cash; but other assets may be transferred if approved by the commissioner in advance.

	b. The separate account shall have sufficient net investment income and readily marketable assets to meet anticipated withdrawals under policies funded by the account.

	4. Limitations on Ownership
	a. A separate account shall not purchase or otherwise acquire the securities of any issuer, other than securities issued or guaranteed as to principal and interest by the United States, if immediately after such purchase or acquisition the value of su...
	b. No separate account shall purchase or otherwise acquire the voting securities of any issuer if, as a result of such acquisition, the insurer and its separate accounts, in the aggregate, will own more than 10 percent of the total issued and outstand...
	c. The percentage limitation specified in §8309.A.4.a shall not be construed to preclude the investment of the assets of separate accounts in shares of investment companies registered pursuant to the Investment Company Act of 1940 or other pools of in...

	5. Valuation of Separate Account Assets
	a. Investments of the separate account shall be valued at their market value on the date of valuation, or at amortized cost if it approximates market value.

	6. Separate Account Investment Policy
	a. The investment policy of a separate account operated by a domestic insurer filed under §8303.A.2.a.iii shall not be changed without first filing such change with the Insurance Commissioner.
	i. Any change filed pursuant to §8309 shall be effective 60 days after the date it was filed with the commissioner, unless the commissioner notifies the insurer before the end of such 60-day period of his disapproval of the proposed change. At any ti...
	ii. The commissioner may disapprove the change if he determined that the change would be detrimental to the interests of the policyholders participating in such separate account.


	7. Charges against Separate Account
	a. The insurer must disclose, in writing, prior to or contemporaneously with delivery of the policy, all charges that may be made against the separate account including, but not limited to, the following:
	i. taxes or reserves for taxes attributable to investment gains and income of the separate account;
	ii. actual cost of reasonable brokerage fees and similar direct acquisition and sale costs incurred in the purchase or sale of separate account assets;
	iii. actuarially determined costs of insurance (tabular costs) and the release of separate account liabilities;
	iv. charges for administrative expenses and investment management expenses, including internal costs attributable to the investment management of assets of the separate account;
	v. a charge, at a rate specified in the policy, for mortality and expense guarantees;
	vi. any amounts in excess of those required to be held in the separate accounts;
	vii. charges for incidental insurance benefits.


	8. Standards of Conduct
	a. Every insurer seeking approval to enter into the variable life insurance business in this state shall adopt by formal action of its Board of Directors a written statement specifying the Standards of Conduct of the insurer, its officers, directors, ...

	9. Conflicts of Interest
	a. Rules under any provision of the Insurance Laws of this state or any regulation applicable to the officers and directors of insurance companies with respect to conflicts of interest shall also apply to members of any separate account's committee or...

	10. Investment Advisory Services to a Separate Account
	a. An insurer shall not enter into a contract under which any person undertakes, for a fee, to regularly furnish investment advice to such insurer with respect to its separate accounts maintained for variable life insurance policies unless:
	i. the person providing such advice is registered as an investment adviser under the Investment Advisers Act of 1940; or
	ii. the person providing such advice is an investment manager under the Employee Retirement Income Security Act of 1974 with respect to the assets of each employee benefit plan allocated to the separate account; or
	iii. the insurer has filed with the commissioner and continues to file annually the following information and statements concerning the proposed adviser:
	(a). the name and form of organization, state of organization, and its principal place of business;
	(b). the names and addresses of its partners, officers, directors, and persons performing similar functions or, if such an investment advisor be an individual, of such individual;
	(c). a written Standard of Conduct complying in substance with the requirements of §8309.A.8, which has been adopted by the investment adviser and is applicable to the investment adviser, his officers, directors, and affiliates;
	(d). a statement provided by the proposed adviser as to whether the adviser or any person associated therewith:


	(i). has been convicted within 10 years of any felony or misdemeanor arising out of such person's conduct as an employee, salesman, officer or director or an insurance company, a banker, an insurance agent, a securities broker, or an investment advi...
	(ii). has been permanently or temporarily enjoined by order, judgment, or decree of any court of competent jurisdiction from acting as an investment adviser, underwriter, broker, or dealer, or as an affiliated person or as an employee of any investm...
	(iii). has been found by federal or state regulatory authorities to have willfully violated or have acknowledged willful violation of any provision of federal or state securities laws or state insurance laws or of any rule or regulation under any su...
	(iv). has been censured, denied an investment adviser registration, had a registration as an investment adviser revoked or suspended, or been barred or suspended from being associated with an investment adviser by order of federal or state regulator...
	iv. such investment advisory contract shall be in writing and provide that it may be terminated by the insurer without penalty to the insurer or the separate account upon no more than 60 days' written notice to the investment adviser.

	b. The commissioner may, after notice and opportunity for hearing, by order require such investment advisory contract to be terminated if he deems continued operation thereunder to be hazardous to the public or the insurer's policyholders.



	§8311. Information Furnished to Applicants
	A. An insurer delivering or issuing for delivery in this state any variable life insurance policies shall deliver to the applicant for the policy, and obtain a written acknowledgment of receipt from such applicant coincident with or prior to the execu...
	1. a prospectus included in the requirements of the Securities Act of 1933 and which was declared effective by the Securities and Exchange Commission; or
	2. all information and reports required by the Employee Retirement Income Security Act of 1974 if the policies are exempted from the registration requirements of the Securities Act of 1933 pursuant to Section 3(a)(2) thereof:
	a. a summary explanation, in non-technical terms, of the principal features of the policy, including a description of the manner in which the variable benefits will reflect the investment experience of the separate account and the factors which affect...
	b. a statement of the investment policy of the separate account, including:
	i. a description of the investment objectives intended for the separate account and the principal types of investments intended to be made; and
	ii. any restriction or limitations on the manner in which the operations of the separate account are intended to be conducted;

	c. a statement of the net investment return of the separate account for each of the last ten years or such lesser period as the separate account has been in existence;
	d. a statement of the charges levied against the separate account during the previous year;
	e. a summary of the method to be used in valuing assets held by the separate account;
	f. a summary of the federal income tax aspects of the policy applicable to the insured, the policyholder and the beneficiary;
	g. illustrations of benefits payable under the variable life insurance contract. Such illustrations shall be prepared by the insurer and shall not include projections of past investment experience into the future or attempted predictions of future inv...



	§8313. Applications
	A. The application for a variable life insurance policy shall contain:
	1. a prominent statement that the death benefit may be variable or fixed under specified conditions;
	2. a prominent statement that cash values may increase or decrease in accordance with the experience of the separate account (subject to any specified minimum guarantees);
	3. questions designed to elicit information which enables the insurer to determine the suitability of variable life insurance for the applicant.


	§8315. Reports to Policyholders
	A. Any insurer delivering or issuing for delivery in this state any variable life insurance policies shall mail to each variable life insurance policyholder at his or her last known address the following reports.
	1. Within 30 days after each anniversary of the policy, a statement or statements of the cash surrender value, death benefit, any partial withdrawal or policy loan, any interest charge, any optional payments allowed pursuant to §8305.A.4 under the pol...
	a. planned periodic premiums, if any, are paid as scheduled;
	b. guaranteed costs of insurance are deducted; and
	c. the net investment return is equal to the guaranteed rate or, in the absence of a guaranteed rate, is not greater than zero. If the projected value is less than zero, a warning message must be included that states that the policy may be in danger o...

	2. Annually, a statement or statements including:
	a. a summary of the financial statement of the separate account based on the annual statement last filed with the commissioner;
	b. the net investment return of the separate account for the last year and, for each year after the first, a comparison of the investment rate of the separate account during the last year with the investment rate during prior years, up to a total of n...
	c. a list of investments held by the separate account as of a date not earlier than the end of the last year for which an annual statement was filed with the commissioner;
	d. any charges levied against the separate account during the previous year;
	e. a statement of any change, since the last report, in the investment objective and orientation of the separate account, in any investment restriction or material quantitative or qualitative investment requirement applicable to the separate account o...

	3. For flexible premium policies, a report must be sent to the policyholder if the amounts available under the policy on any policy processing day to pay the charges authorized by the policy are less than the amount necessary to keep the policy in for...


	§8317. Foreign Companies
	A. If the law or regulation in the place of domicile of a foreign company provides a degree of protection to the policyholders and the public which is substantially similar to that provided by these regulations, the commissioner, to the extent deemed ...

	§8319. Life Insurance
	A. Qualification to Sell Variable Life Insurance
	1. No person may sell or offer for sale in this state any variable life insurance policy unless such person is an agent and has filed with the commissioner, in a form satisfactory to the commissioner, evidence that such person holds any license or aut...
	2. Any examination administered by the department for the purpose of determining the eligibility of any person for licensing as an agent shall, after the effective date of this regulation, include such questions concerning the history, purpose, regula...

	B. Reports of Disciplinary Actions. Any person qualified in this state under §8319 to sell or offer to sell variable life insurance shall immediately report to the commissioner:
	1. any suspension or revocation of his agent's license in any other state or territory of the United States;
	2. the imposition of any disciplinary sanction, including suspension or expulsion from membership, suspension, or revocation of or denial of registration, imposed upon him by any national securities exchange, or national securities association, or any...
	3. any judgment or injunction entered against him on the basis of conduct deemed to have involved fraud, deceit, misrepresentation, or violation of any insurance or securities law or regulation.

	C. Refusal to Qualify Agent to Sell Variable Life Insurance: Suspension, Revocation, or Nonrenewal of Qualification
	1. The commissioner may reject any application or suspend or revoke or refuse to renew any agent's qualification under §8319 to sell or offer to sell variable life insurance upon any ground that would bar such applicant or such agent from being licens...


	§8321. Severability
	A. If any provision of item of this regulation, or the application thereof, is held invalid, such invalidity shall not affect other provisions, items, or applications of the regulation which can be given effect without the invalid provisions, item, or...


	Chapter 85.  Regulation 36―Universal Life Insurance Model Regulation
	§8501. Purpose
	A. The purpose of this regulation is to supplement existing regulations on life insurance policies in order to accommodate the development and issuance of universal life insurance plans.

	§8503. Definitions
	A. As used in Regulation 36:
	Cash Surrender Value―the Net Cash Surrender Value plus any amounts outstanding as policy loans.
	Commissioner―the Insurance Commissioner of this state.
	Fixed Premium Universal Life Insurance Policy―a universal life insurance policy other than a flexible premium universal life insurance policy.
	Flexible Premium Universal Life Insurance Policy―a universal life insurance policy which permits the policyowner to vary, independently of each other, the amount or timing of one or more premium payments or the amount of insurance.
	Interest-Indexed Universal Life Insurance Policy―any universal life insurance policy where the interest credits are linked to an external referent.
	May―is permissive.
	Net Cash Surrender Value―the maximum amount payable to the policyowner upon surrender.
	Policy Value―the amount to which separately identified interest credits and mortality, expense, or other charges are made under a universal life insurance policy.
	Shall―is mandatory.
	Universal Life Insurance Policy―any individual life insurance policy under the provisions of which separately identified interest credits (other than in connection with dividend accumulations, premium deposit funds, or other supplementary accounts) an...


	§8505. Scope
	A. This regulation encompasses all individual universal life insurance policies except those policies defined under Article 11, Section 19 of the NAIC Model Variable Life Insurance Regulation.

	§8507. Valuation
	A. Requirements
	1. The minimum valuation standard for universal life insurance policies shall be the Commissioners Reserve Valuation Method, as described below for such policies, and the tables and interest rates specified below. The terminal reserve for the basic po...
	a. reserves by the net level premium method shall be equal to:
	((A)-(B))r


	where:
	(A), (B), and "r" are as defined below:
	(A) is the present value of all future guaranteed benefits at the date of valuation.
	(B) is the quantity:       PäPx+t

	where:
	The Guaranteed Maturity Premium for flexible premium universal life insurance policies shall be that level gross premium, paid at issue and periodically thereafter over the period during which premiums are allowed to be paid, which will mature the pol...
	The letter "r"
	The Guaranteed Maturity Fund at any duration is the amount which, together with future Guaranteed Maturity Premiums, will mature the policy based on all policy guarantees at issue.
	(C) is the quantity ((a)-(b) PäPx+tr where (a)-(b) is as described in Section Four of the Standard Valuation Law, as amended in 1980 for the plan of insurance defined at issue by the Guaranteed Maturity Premiums and all guarantees contained in the pol...

	PäPx+t and PäPx are defined in (B) above.
	(D) is the sum of any additional quantities analogous to (C) which arise because of structural changesP3P in the policy, with each such quantity being determined on a basis consistent with that of (C) using the maturity date in effect at the time of t...

	The Guaranteed Maturity Premium, the Guaranteed Maturity Fund and (B) above shall be recalculated to reflect any structural changes in the policy. This recalculation shall be done in a manner consistent with the descriptions above.
	b. Future guaranteed benefits are determined by:
	i. projecting the greater of the Guaranteed Maturity Fund and the policy value, taking into account future Guaranteed Maturity Premiums, if any, and using all guarantees of interest, mortality, expense deductions, etc., contained in the policy or dec...
	ii. taking into account any benefits guaranteed in the policy or by declaration which do not depend on the policy value.
	c. All present values shall be determined using:
	i. an interest rate (or rates) specified by the Standard Valuation Law (as amended in 1980) for policies issued in the same year;
	ii. the mortality rates specified by the Standard Valuation Law, as amended in 1980 for policies issued in the same year or contained in such other table as may be approved by the Commissioner for this purpose; and
	iii. any other tables needed to value supplementary benefits provided by a rider which is being valued together with the policy.

	B. Alternative Minimum Reserves
	1. If, in any policy year, the Guaranteed Maturity Premium on any universal life insurance policy is less than the valuation net premium for such policy, calculated by the valuation method actually used in calculating the reserve thereon but using the...
	a. The reserve calculated according to the method, the mortality table, and the rate of interest actually used.
	b. The reserve calculated according to the method actually used but using the minimum valuation standards of mortality and rate of interest and replacing the valuation net premium by the Guaranteed Maturity Premium in each policy year for which the va...

	2. For universal life insurance reserves on a net level premium basis, the valuation net premium is:
	3. and for reserves on a Commissioner's Reserve Valuation Method, the valuation net premium is:
	.


	§8509. Nonforfeiture
	A. Minimum Cash Surrender Values for Flexible Premium Universal Life Insurance Policies
	1. Minimum cash surrender values for flexible premium universal life insurance policies shall be determined separately for the basic policy and any benefits and riders for which premiums are paid separately. The following requirements pertain to a bas...
	2. The minimum cash surrender value (before adjustment for indebtedness and dividend credits) available on a date as of which interest is credited to the policy shall be equal to the accumulation to that date as of which interest is credited to the po...
	a. the benefit charges;
	b. the averaged administrative expense charges for the first policy year and any insurance increase years;
	c. actual administrative expense charges for other years;
	d. initial and additional acquisition expense charges not exceeding the initial or additional expense allowances, respectively;
	e. any service charges actually made (excluding charges for cash surrender or election of a paid-up nonforfeiture benefit); and
	f. any deductions made for partial withdrawals; all accumulations being at the actual rate or rates of interest at which interest credits have been made unconditionally to the policy (or have been made conditionally, but for which the conditions have ...

	3. Interest on the premiums and on all charges referred to in §8509.A.2.a-f shall be accumulated from and to such dates as are consistent with the manner in which interest is credited in determining the policy value.
	4. The benefit charges shall include the charges made for mortality and any charges made for riders or supplementary benefits for which premiums are not paid separately. If benefit charges are substantially level by duration and develop low or no cash...
	5. The administrative expense charges shall include charges per premium payment, charges per dollar of premium paid, periodic charges per thousand dollars of insurance, periodic per policy charges, and any other charges permitted by the policy to be i...
	6. The averaged administrative expense charges for any year shall be those which would have been imposed in that year if the charge rate or rates for each transaction or period within the year had been equal to the arithmetic average of the correspond...
	7. The initial acquisition expense charges shall be the excess of the expense charges, other than service charges actually made in the first policy year over the averaged administrative expense charges for that year. Additional acquisition expense cha...
	8. Service charges shall include charges permitted by the policy to be imposed as the result of a policyowner's request for a service by the insurer (such as the furnishing of future benefit illustrations) or of special transactions.
	9. The initial expense allowance shall be the allowance provided by [Items (ii), (iii) and (iv) of Section 5] or by [Items (ii) and (iii) of Section 5-c(l)], as applicable, of the Standard Non-Forfeiture Law for Life Insurance, as amended in 1980 for ...
	10. If the amount of insurance is subsequently increased upon request of the policyowner (or by the terms of the policy), an additional expense allowance and an unused additional expense allowance shall be determined on a basis consistent with the abo...
	11. The unamortized unused initial expense allowance during the policy year beginning on the policy anniversary at age x + t (where "x" is the same issue age) shall be the unused initial expense allowance multiplied by:

	where:
	äRxR + t and äRxR + t and äRxR are present values of an annuity of one per year payable on policy anniversaries beginning at ages x + t and x, respectively, and continuing  until the highest attained age at which a premium may be paid under the polic...
	B. Minimum Cash Surrender Values for Fixed Premium Universal Life Insurance Policies
	1. For fixed premium universal life insurance policies, the minimum cash surrender values shall be determined separately for the basic policy and any benefits and riders for which premiums are paid separately. The following requirements pertain to a b...
	a. The minimum cash surrender value (before adjustment for indebtedness and dividend credits) available on a date as of which interest is credited to the policy shall be equal to:


	((A)-(B)-(C)-(D))
	where:
	(A) is the present value of all future guaranteed benefits.
	(B) is the present value of future adjusted premiums. The adjusted premiums are calculated as described in (Sections 5 and 5-a or in Paragraph (1) of Section 5-c], as applicable, of the Standard Nonforfeiture Law for Life Insurance, as amended in 1980...

	where:
	äRxR  is the present value of an annuity of one per year payable on policy anniversaries beginning at age x and continuing until the highest attained age at which a premium may be paid under the policy.
	(C) is the present value of any quantities analogous to the nonforfeiture net level premium which arise because of guarantees declared by the insurer after the issue date of the policy. äRxR shall be replaced by an annuity beginning on the date as of ...
	(D)  is the sum of any quantities analogous to (B) which arise because of structural changesP5P in the policy.
	b. Future guaranteed benefits are determined by:
	i. projecting the policy value taking into account future premiums, if any, and using all guarantees of interest, mortality, expense deductions, etc., contained in the policy or declared by the insurer; and
	ii. taking into account any benefits guaranteed in the policy or by declaration which do not depend on the policy value.
	c. All present values shall be determined using:
	i. an interest rate (or rates) specified by the Standard Nonforfeiture Law for Life Insurance, as amended in 1980 for policies issued in the same year; and
	ii. the mortality rates specified by the Standard Nonforfeiture Law for Life Insurance, as amended in 1980 for policies issued in the same year or contained in such other table as may be approved by the commissioner for this purpose.

	C. Minimum Paid-Up Nonforfeiture Benefits
	1. If a universal life insurance policy provides for the optional election of a paid-up nonforfeiture benefit, it shall be such that its present value shall be at least equal to the cash surrender value provided for by the policy on the effective date...
	a. in the case of a flexible premium universal life insurance policy, the mortality and interest basis guaranteed in the policy for determining the policy value; or
	b.  in the case of fixed premium policy the mortality and interest standards permitted for paid-up nonforfeiture benefits by the Standard Nonforfeiture Law for Life Insurance, as amended in 1980. In lieu of the paid-up nonforfeiture benefit, the insur...



	§8511. Mandatory Policy Provisions
	A. The policy shall provide the following.
	1. Periodic Disclosure to Policyowner
	a. The policy shall provide that the policyowner will be sent, without charge, at least annually, a report which will serve to keep such policyowner advised as to the status of the policy. The end of the current report period must be not more than thr...

	2. Illustrative Reports
	a. The policy shall provide for an illustrative report which will be sent to the policyowner upon request. Minimum requirements of such report are the same as those set forth in §8513. The insurer may charge the policyowner a reasonable fee for provid...

	3. Policy Guarantees
	a. The policy shall provide guarantees of minimum interest credits and maximum mortality and expense charges. All values and data shown in the policy shall be based on guarantees. No figures based on nonguarantees shall be included in the policy.

	4. Calculation of Cash Surrender Values
	a. The policy shall contain at least a general description of the calculation of cash surrender values including the following information:
	i. the guaranteed maximum expense charges and loads;
	ii. any limitation on the crediting of additional interest. Interest credits shall not remain conditional for a period longer than 24 months;
	iii. the guaranteed minimum rate or rates of interest;
	iv. the guaranteed maximum mortality charges;
	v. any other guaranteed charges;
	vi. any surrender or partial withdrawal charges.


	5. Changes in Basic Coverage
	a. If the policyowner has the right to change the basic coverage, any limitation on the amount or timing of such change shall be stated in the policy. If the policyowner has the right to increase the basic coverage, the policy shall state whether a ne...

	6. Grace Period and Lapse
	a. The policy shall provide for written notice to be sent to the policyowner's last known address at least 30 days prior to termination of coverage.
	b. A flexible premium policy shall provide for a grace period of at least 30 days (or as required by state statute) after lapse. Unless otherwise defined in the policy, lapse shall occur on that date on which the net cash surrender value first equals ...

	7. Misstatement of Age or Sex. If there is a misstatement of age or sex in the policy, the amount of the death benefit shall be that which would be purchased by the most recent mortality charge at the correct age or sex. The commissioner may approve o...
	8. Maturity Date. If a policy provides for a maturity date, end date, or similar date, then the policy shall also contain a statement, in close proximity to that date, that it is possible that coverage may not continue to the maturity date even if sch...


	§8513. Disclosure Requirements
	A. In connection with any advertising, solicitation, negotiation, or procurement of a universal life insurance policy:
	1. any statement of policy cost factors or benefits shall contain:
	a. the corresponding guaranteed policy cost factors or benefits, clearly identified;
	b. a statement explaining the nonguaranteed nature of any current interest rates, charges, or other fees applied to the policy, including the insurer's rights to alter any of these factors;
	c. any limitations on the crediting of interest, including identification of those portions of the policy to which a specified interest rate shall be credited.

	2. Any illustration of the policy value shall be accompanied by the corresponding net cash surrender value.
	3. Any statement regarding the crediting of a specific current interest rate shall also contain the frequency and timing by which such rate is determined.
	4. If any statement refers to the policy being interest-indexed, the index shall be described. In addition, a description shall be given of the frequency and timing of determining the interest rate and of any adjustments made to the index in arriving ...
	5. Any illustrated benefits based upon nonguaranteed interest, mortality, or expense factors shall be accompanied by a statement indicating that these benefits are not guaranteed.
	6. If the guaranteed cost factors or initial policy cost factor assumptions would result in policy values becoming exhausted prior to the policy's maturity date, such fact shall be disclosed, including notice that coverage will terminate under such ci...


	§8515. Periodic Disclosure to Policyowner
	A. Requirements
	1. The policy shall provide that the policyowner will be sent, without charge, at least annually, a report which will serve to keep such policyowner advised of the status of the policy. The end of the current report period shall be not more than three...
	2. Such report shall include the following:
	a. the beginning and end of the current report period;
	b. the policy value at the end of the previous report period and at the end of the current report period;
	c. the total amounts which have been credited or debited to the policy value during the current report period, identifying each by type (e.g., interest, mortality, expense and riders);
	d. the current death benefit at the end of the current report period on each life covered by the policy;
	e. the net cash surrender value of the policy as of the end of the current report period;
	f. the amount of outstanding loans, if any, as of the end of the current report period;
	g. for fixed premium policies: if, assuming guaranteed interest, mortality and expense loads and continued scheduled premium payments, the policy's net cash surrender value is such that it would not maintain insurance in force until the end of the nex...
	h. for flexible premium policies: If, assuming guaranteed interest, mortality and expense loads, the policy's net cash surrender value will not maintain insurance in force until the end of the next reporting period unless further premium payments are ...



	§8517. Interest-Indexed Universal Life Insurance Policies
	A. Initial Filing Requirements
	1. The following information shall be submitted in connection with any filing of interest-indexed universal life insurance policies (interest-indexed policies). All such information received shall be treated confidentially to the extent permitted by law:
	a. a description of how the interest credits are determined, including:
	i. a description of the index;
	ii. the relationship between the value of the index and the actual interest rate to be credited;
	iii. the frequency and timing of determining the interest rate;
	iv. the allocation of interest credits, if more than one rate of interest applies to different portion of the policy value;

	b. the insurer's investment policy, which includes a description of the following:
	i. how the insurer addressed the reinvestment risks;
	ii. how the insurer plans to address the risk of capital loss on cash outflows;
	iii. how the insurer plans to address the risk that appropriate investments may not be available or not available in sufficient quantities;
	iv. how the insurer plans to address the risk that the indexed interest rate may fall below the minimum contractual interest rate guaranteed in the policy;
	v. the amount and type of assets currently held for interest indexed policies;
	vi. the amount and type of assets expected to be acquired in the future;

	c. if policies are linked to an index for a specified period less than to the maturity date of the policy, a description of the method used (or currently contemplated) to determine interest credits upon the expiration of such period;
	d. a description of any interest guarantee in addition to or in lieu of the index;
	e. a description of any maximum premium limitations and the condition under which they apply.


	B. Additional Filing Requirements
	1. Annually, every insurer shall submit a statement of actuarial opinion by the insurer's actuary similar to the example contained in §8517.C.
	2. Annually, every insurer shall submit a description of the amount and type of assets currently held by the insurer with respect to its interest-indexed policies.
	3. Prior to implementation, every domestic insurer shall submit a description of any material change in the insurer's investment strategy or method of determining the interest credits. A change is considered to be material if it would affect the form ...

	C. Statement of Actuarial Opinion for Interest-Indexed Universal Life Insurance Policies


	Chapter 89.  Regulation 70―Replacement of Life Insurance and Annuities
	§8901. Purpose
	A. The purpose of this regulation is:
	1. to regulate the activities of insurers and producers with respect to the replacement of existing life insurance and annuities;
	2. to protect the interests of life insurance and annuity purchasers by establishing minimum standards of conduct to be observed in replacement or financed purchase transactions. It will:
	a. assure that purchasers receive information with which a decision can be made in his or her own best interest;
	b. reduce the opportunity for misrepresentation and incomplete disclosure; and
	c. establish penalties for failure to comply with requirements of this regulation.



	§8903. Definitions
	Direct-Response Solicitation―a solicitation through a sponsoring or endorsing entity or individual solicitation solely through mails, telephone, the internet or other mass communication media.
	Electronic Means―relating to sales presentations conducted by a producer utilizing technology having electrical, digital, magnetic, wireless, optical, electromagnetic, or similar capabilities where all signatures are obtained via electronic signature ...
	Existing Contract―an individual annuity contract in force, including a contract that is within an unconditional refund period.
	Existing Insurer―the insurance company whose policy or contract is or will be changed or affected in a manner described within the definition of replacement.
	Existing Policy―an individual life insurance policy in force, including a policy under a binding or conditional receipt or a policy that is within an unconditional refund period.
	Financed Purchase―the purchase of a new policy involving the actual or intended use of funds obtained by the withdrawal or surrender of, or by borrowing from values of an existing policy to pay all or part of any premium due on a new policy. For purpo...
	Illustration―a presentation or depiction that includes non-guaranteed elements of a policy of life insurance over a period of years as defined in Regulation 55 of the Department of Insurance.
	Policy Summary―for the purposes of this regulation, means:
	1. for policies or contracts other than universal life policies, a written statement regarding a policy or contract which shall contain, to the extent applicable, but need not be limited to, the following information: current death benefit; annual con...
	2. for universal life policies, a written statement that shall contain at least the following information:
	a. the beginning and end date of the current report period;
	b. the policy value at the end of the previous report period and at the end of the current report period;
	c. the total amounts that have been credited or debited to the policy value during the current report period, identifying each by type (e.g., interest, mortality, expense and riders);
	d. the current death benefit at the end of the current report period on each life covered by the policy;
	e. the net cash surrender value of the policy as of the end of the current report period; and
	f. the amount of outstanding loans, if any, as of the end of the current report period.


	Producer―for the purposes of this regulation, means agents and brokers.
	Registered Contract―a variable annuity contract or variable life insurance policy subject to the prospectus delivery requirements of the Securities Act of 1933.
	Replacement―a transaction in which a new policy or contract is to be purchased, and it is known or should be known to the proposing producer, or to the proposing insurer if there is no producer, that by reason of the transaction, an existing policy or...
	1. lapsed, forfeited, surrendered or partially surrendered, assigned to the replacing insurer or otherwise terminated; or
	2. converted to reduced paid-up insurance, continued as extended term insurance, or otherwise reduced in value by the use of non-forfeiture benefits or other policy values; or
	3. amended so as to effect either a reduction in benefits or in the term for which coverage would otherwise remain in force or for which benefits would be paid; or
	4. reissued with any reduction in cash value; or
	5. used in a financed purchase.

	Replacing Insurer―the insurance company that issues or proposes to issue a new policy or contract that replaces an existing policy or contract or is a financed purchase.
	Sales Material―a sales illustration and any other written, printed or electronically presented information created, or completed or provided by the company or producer and used in the presentation to the policy or contract owner related to the policy ...

	§8905. Exemptions
	A. Unless otherwise specifically included, this regulation shall not apply to transactions involving:
	1. credit life insurance;
	2. group life insurance or group annuities where there is no direct solicitation of individuals by an insurance producer. Direct solicitation shall not include any group meeting held by an insurance producer solely for the purpose of educating or enro...
	3. group and/or individual life insurance and annuities used to fund pre-arranged funeral contracts;
	4. an application to the existing insurer that issued the existing policy or contract when a contractual change or a conversion privilege is being exercised, or when the existing policy or contract is being replaced by the same insurer pursuant to a p...
	5. proposed life insurance that is to replace life insurance under a binding or conditional receipt issued by the same company;
	6.a. policies or contracts used to fund:
	i. an employee pension or welfare benefit plan that is covered by the Employee Retirement and Income Security Act (ERISA);
	ii. a plan described by Sections 401(a), 401(k) or 403(b) of the Internal Revenue Code, where the plan, for purposes of ERISA, is established or maintained by an employer;
	iii. a governmental or church plan defined in Section 414, a governmental or church welfare benefit plan, or a deferred compensation plan of a state or local government or tax exempt organization under Section 457 of the Internal Revenue Code; or
	iv. a nonqualified deferred compensation arrangement established or maintained by an employer or plan sponsor;
	b. notwithstanding Subparagraph 6.a of this Subsection, this regulation shall apply to policies or contracts used to fund any plan or arrangement that is funded solely by contributions an employee elects to make, whether on a pre-tax or after-tax basi...

	7. where new coverage is provided under a life insurance policy or contract and the cost is borne wholly by the insured's employer or by an association of which the insured is a member; or
	8. existing life insurance that is a non-convertible term life insurance policy that will expire in five years or less and cannot be renewed;
	9. immediate annuities that are purchased with proceeds from an existing contract. Immediate annuities purchased with proceeds from an existing policy are not exempted from the requirements of this regulation;
	10. structured settlement annuities;
	11. any insurer that markets under the Home Service Marketing Distribution System as defined in R.S. 22:1114.M(2)(c).

	B. Registered contracts shall be exempt from the requirements of §8911.A.3 and §8913.B with respect to the provision of illustrations or policy summaries; however, premium or contract contribution amounts and identification of the appropriate prospect...

	§8907. Duties of Producers
	A. A producer who initiates an application shall submit to the insurer, with or as part of the application, a statement signed by both the applicant and the producer as to whether the applicant has existing policies or contracts.
	1. If the applicant indicates that there are no existing policies or contracts, then the producer's duties with respect to replacement are complete.
	2. If the applicant indicates that there are existing policies or contracts, the producer shall present and read to the applicant, not later than at the time of taking the application, a notice regarding replacements in the form as described in Append...
	3. Notwithstanding Paragraph A.2 above, when the sales presentation is conducted by electronic means and all signatures are obtained via electronic signature technology, the meaning of "at the time of taking the application" shall be extended to allow...

	B. The notice shall list all life insurance policies or annuities proposed to be replaced, properly identified by the name of the insurer, the insured or annuitant, and the policy or contract number if available; and shall include a statement as to wh...
	C. In connection with a replacement transaction, the producer shall leave with the applicant the original or a copy of all sales material at the time an application for a new policy or contract is completed. Electronically presented sales material sha...
	D. Except as provided in §8911.C, in connection with a replacement transaction, the producer shall submit to the insurer to which an application for a policy or contract is presented, a copy of each document required by this Section, a statement ident...

	§8909. Duties of Insurers that Use Producers
	A. Insurers shall maintain a system of supervision and control to insure compliance with the requirements of this regulation, including at least the following:
	1. informing its producers of the requirements of this regulation and incorporate the requirements of this regulation into all relevant producer training manuals prepared by the insurer;
	2. providing its producers a written statement of the company's position with respect to the acceptability of replacements and giving guidance to its producers as to the appropriateness of these transactions;
	3. a system to review the appropriateness of each replacement transaction that the producer does not indicate is in accord with Paragraph 2 above;
	4. procedures to confirm that the requirements of this regulation have been met; and
	5. procedures to detect transactions that are replacements of existing policies or contracts by the existing insurer, but that have not been reported as such by the applicant or producer. Compliance with this Subsection may include, but shall not be l...

	B. Insurers shall have the capacity to monitor each producer's life insurance policy and annuity contract replacements for that insurer, and shall produce, upon request, and make such records available to the Department of Insurance. The capacity to m...
	1. life replacements, including financed purchases, as a percentage of the producer's total annual sales for life insurance;
	2. number of lapses of policies by the producer as a percentage of the producer's total annual sales for life insurance;
	3. annuity contract replacements as a percentage of the producer's total annual annuity contract sales;
	4. number of transactions that are unreported replacements of existing policies or contracts by the existing insurer detected by the company's monitoring system as required by Paragraph A.5 of this Section; and
	5. replacements, indexed by replacing producer and existing insurer.

	C. Insurers shall:
	1. require with or as a part of each application for life insurance or an annuity, a signed statement by both the applicant and the producer as to whether the applicant has existing policies or contracts;
	2. if there is indication of existing policies or contracts:
	a. require with each application for life insurance or an annuity a completed notice regarding replacements as contained in Appendix A;
	b. be able to produce completed and signed copies of the notice regarding replacements for at least five years after the termination or expiration of the proposed policy or contract;
	c. provide the applicant a hard copy of the required replacement notice within two business days following a producer's submission of case conducted by electronic means. In order to show compliance with §8907.A.2 and 3, the provision must occur no lat...

	3. in connection with a replacement transaction, be able to produce copies of any sales material as required by §8907.D, the basic illustration and any supplemental illustrations related to the specific policy or contract which is purchased and the pr...
	4. ascertain that the sales material and illustrations required by §8907.D of this regulation meet the requirements of this regulation and are complete and accurate for the proposed policy or contract; and
	5. if an application does not meet the requirements of this regulation, notify the producer and applicant and fulfill the outstanding requirements;
	6. records required to be retained by this regulation may be maintained in paper, photograph, microprocess, magnetic, mechanical or electronic media or by any process which accurately reproduces the actual document.


	§8911. Duties of Replacing Insurers that Use Producers
	A. Where a replacement is involved in the transaction, the replacing insurer shall:
	1. verify that the required forms are received and are in compliance with this regulation;
	2. notify any other existing insurer that may be affected by the proposed replacement within five business days of receipt of a completed application indicating replacement or when the replacement is identified if not indicated on the application;
	3. mail a copy of the available illustration or policy summary for the proposed policy or available disclosure document for the proposed contract within five business days of a request from an existing insurer;
	4. be able to produce copies of the notification regarding replacement required in §8907.B, indexed by producer, for at least five years or until the next regular examination by the insurance department of its state of domicile, whichever is later; and
	5. provide to the policy or contract owner notice of the right to return the policy or contract within 30 days of the delivery of the contract and receive an unconditional full refund of all premiums or considerations paid, including any policy fees o...

	B. In transactions where the replacing insurer and the existing insurer are the same or subsidiaries or affiliates under common ownership or control, the insurer shall allow credit for the period of time that has elapsed under the replaced policy's or...
	C. If an insurer prohibits the use of sales material other than that approved by the company, as an alternative to the requirements of §8907.D, the insurer may:
	1. require with each application a statement signed by the producer that:
	a. represents that the producer used only company-approved sales material; and
	b. states that copies of all sales material were left with the applicant in accordance with §8907.C; and

	2. within 10 days of the issuance of the policy or contract:
	a. notify the applicant by letter or verbal communication by a person having duties separate from the marketing area of the insurer, that the producer has represented that copies of all sales material have been left with the applicant in accordance wi...
	b. provide the applicant with a toll free number to contact company personnel involved in the compliance function if such is not the case; and
	c. stress the importance of retaining copies of the sales material for future reference; and

	3. be able to produce a copy of the letter or other verification in the policy file for at least five years after the termination or expiration of the policy or contract.


	§8913. Duties of the Existing Insurer
	A. Where a replacement is involved in the transaction, the existing insurer shall:
	1. retain and be able to produce all replacement notifications received, indexed by replacing insurer, for at least five years or until the conclusion of the next regular examination conducted by the insurance department of its state of domicile, whic...
	2. send a letter to the policy or contract owner of the right to receive information regarding the existing policy or contract values including, if available, an in force illustration or policy summary if an in force illustration cannot be produced wi...
	3. upon receipt of a request to borrow, surrender or withdraw any policy values, send to the applicant a notice, advising the policy owner that the release of policy values may affect the guaranteed elements, non-guaranteed elements, face amount or su...


	§8915. Duties of Insurers with Respect to Direct Response Solicitations
	A. In the case of an application that is initiated as a result of a direct response solicitation, the insurer shall require, with or as part of each completed application for a policy or contract, a statement asking whether the applicant, by applying ...
	B. If the insurer has proposed the replacement or if the applicant indicates a replacement is intended and the insurer continues with the replacement, the insurer shall:
	1. provide to applicants or prospective applicants, with the policy or contract, a notice as provided in Appendix C, or other substantially similar form approved by the Commissioner of Insurance. In these instances the insurer may delete the reference...
	2. comply with the requirements of §8911.A.2 and A.3 if the applicant furnishes the names of the existing insurers, and shall comply with the requirements of §8911.A.4, §8911.A.5 and §8911.B.


	§8917. Violations and Penalties
	A. Any failure to comply with this regulation shall be considered a violation of R.S. 22:1214. Examples of violations include:
	1. any deceptive or misleading information set forth in sales material; or
	2. failing to ask the applicant in completing the application the pertinent questions regarding the possibility of financing or replacement; or
	3. the intentional incorrect recording of an answer; or
	4. advising an applicant to respond negatively to any question regarding replacement in order to prevent notice to the existing insurer; or
	5. advising a policy or contract owner to write directly to the company in such a way as to attempt to obscure the identity of the replacing producer or company;
	6. the company's failure to provide the applicant a hard copy of the required replacement notice within two business days following the submission of a case conducted by electronic means. All such provisions must occur no later than five business days...

	B. Policy and contract owners have the right to replace existing life insurance policies or annuity contracts after indicating in or as a part of applications for new coverage that replacement is not their intention; however, patterns of such action b...
	C. Where it is determined that the requirements of this regulation have not been met, the replacing insurer shall provide to the policy owner either an in force illustration, if available, or a policy summary for the replacement policy, or available d...
	D. Violations of this regulation shall subject the violators to penalties as provided by R.S. 22:1217, 1217.1, and any other applicable provisions of law.

	§8919. Effective Date
	A. Except for the provisions contained in §8909, this regulation shall be effective July 1, 2000. The provisions contained in §8909 shall be effective and take effect on January 1, 2001.

	§8921. Appendix A―Replacement Notice
	IMPORTANT NOTICE:
	REPLACEMENT OF LIFE INSURANCE OR ANNUITIES

	§8923. Appendix B―Replacement Notice
	NOTICE REGARDING REPLACEMENT
	REPLACING YOUR LIFE INSURANCE POLICY OR ANNUITY

	§8925. Appendix C―Replacement Notice
	IMPORTANT NOTICE:
	REPLACEMENT OF LIFE INSURANCE OR ANNUITIES


	Chapter 90.  Regulation 72―Commercial Lines Insurance Policy Form Deregulation
	§9001. Authority
	A. This regulation is adopted pursuant to R.S. 22:620F.

	§9003. Purpose
	A. The purpose of this regulation is to allow for more flexibility in the placement of insurance with large commercial risks within the parameters of the admitted market by establishing an exemption from the form filing, review and approval requiremen...

	§9005. Scope and Applicability
	A. This regulation applies to all authorized insurers engaged in the business of writing commercial risk property and casualty insurance in this state.
	B. This regulation governs the circumstances under which an insurer may issue an insurance policy to a policyholder without first filing the forms with and obtaining approval of the Commissioner of Insurance.
	C. The exemption granted by this regulation is limited in scope to certain commercial risk insurance issued to special commercial entities as provided for in §§9011 and 9013 of this regulation, respectively.

	§9007. Severability
	A. If any Section or provision of this regulation is held invalid, such invalidity shall not affect other Sections or provisions which can be given effect without the invalid Section or provision, and for this purpose the Sections and provisions of th...

	§9009. Definitions
	A. For the purposes of this regulation the following terms shall have the meaning ascribed herein, unless the context clearly indicates otherwise.
	Affiliated Group―two or more persons who are owned or controlled directly or indirectly though one or more intermediaries by, or are under common control with, the person specified (i.e., the named insured) and includes a subsidiary.
	Authorized Insurer―shall have the meaning found in R.S.22:5(13).
	COI―the Commissioner of Insurance for the state of Louisiana.
	Commercial Risk―any kind of risk that is not a personal risk.
	Competitive Market―a market in which a reasonable degree of competition exists or which has not been found to be in violation of R.S. 22:1211 et seq. In determining whether a reasonable degree of competition exists within a line of insurance, the COI ...
	a. the number of insurers available to write the coverage;
	b. market shares of the leading writers and the changes in market shares over a reasonable period of time;
	c. existence of financial or economic barriers that could prevent new firms from entering the market;
	d. measures of market concentration and changes of market concentration over time;
	e. whether long-term profitability for insurers in the market is reasonable in relation to industries of comparable business risk; and
	f. the relationship of insurers' cost to revenue over a reasonable period of time.

	Insurer―shall have the meaning found in R.S. 22:5(2).
	LDOI―the Louisiana Department of Insurance.
	LIRC―the Louisiana Insurance Rating Commission.
	Person―an individual, a corporation, a partnership, an association, a trust, a joint stock company, an unincorporated organization, any similar entity, or any combination of the foregoing acting in concert.
	Personal Risk―homeowners, tenants, private passenger nonfleet automobile, mobile home and other property and casualty insurance for personal, family or household needs.
	State―the state of Louisiana.


	§9011. Types of Coverage Exempt from Filing and Approval
	A. All kinds of commercial property and casualty insurance, including but not limited to Commercial Property, Boiler and Machinery, Commercial Auto, General Liability, Directors and Officers, Business Owners and Inland Marine insurance, written on com...
	1. worker's compensation and employer's liability insurance;
	2. professional liability insurance.

	B. The exemption provided for in this Section only applies to policy forms. Rate and rule filings must be made with the LIRC as required by law.

	§9013. Special Commercial Entities
	A. Special Commercial Entity―a person who meets the criteria for an exempt commercial policyholder.
	B. An Exempt Commercial Policyholder―any person who applies for or procures commercial risk insurance, of the kinds provided for in §9011, and meets the following criteria:
	1. has and maintains aggregate annual commercial insurance premiums, excluding worker's compensation and employer's liability, and professional liability insurance premiums, of more than $200,000 in the preceding fiscal year. In determining whether th...
	2. at the time the policy is issued the policyholder must have:
	a. if a single company not less than 50 employees;
	b. if a member of an affiliated group not less than 100 employees collectively;
	c. if a municipality a population of not less than 50,000; and
	d. if a public entity an operating budget of not less than $20 million for the most recently completed calendar or fiscal year whichever applies;

	3. has signed the certification form as provided for in §9015.B of this regulation.

	C. Beginning January 1, 2001, the criteria in Subsection B of this Section must be reviewed on an annual basis by the COI for the purposes of determining whether the criteria should be modified. The review must be completed on or before the thirty-fir...

	§9015. Disclosure Requirements and Certification Form
	A. When soliciting, negotiating or procuring a policy of insurance with an exempt commercial policyholder the agent or broker, or the insurer in cases of direct placement, shall disclose to the policyholder and the policyholder's risk manager, if any,...
	B. When a policy of insurance is issued or delivered to an exempt commercial policyholder, the insurance agent or broker, or the insurer in cases of direct placement, shall obtain from the policyholder a written certification on the form prescribed be...
	C. The disclosure notice and certification form required by this Section shall be effective for the life of the policy or policies, including renewals, unless the deductible, or policy limits or coverage is significantly modified, in which case a new ...
	D. A copy of the certification form shall be maintained by the insurer and by the producing agent or broker in the policyholder's record for a period of five years from the date of issuance of the insurance policy or renewal policy if at renewal a new...

	§9017. Requirements for Maintaining Records
	A. Any insurer who places insurance with an exempt commercial policyholder, pursuant to this regulation, shall maintain a record on the exempt commercial policyholder. The record shall contain, in addition to the certification form, the following info...
	1. any data, statistics, rates, rating plans, rating systems and underwriting rules used in underwriting and issuing such policies;
	2. a copy of the policy with date of issuance clearly marked;
	3. annual experience data on each risk insured, including but not limited to:
	a. written premiums;
	b. written premiums at a manual rate;
	c. paid losses;
	d. outstanding losses;
	e. loss adjustment expenses;
	f. underwriting expenses;
	g. underwriting profits; and
	h. profits from contingencies; and

	4. a record of all complaints including the date the complaint was made, the name of the complainant, the nature of the complaint and the final resolution.

	B. The record required by this Section may be kept in electronic or written form and shall be maintained by the insurer for a period of five years from the date of issuance of the insurance policy or renewal policy if a new certification form is requi...

	§9019. Exempt Policy Forms
	A. Commercial risk property and casualty policy forms which would otherwise have to be filed with and approved by the COI are exempt from this requirement if issued to an exempt commercial policyholder. The exemption of the policy form from the requir...

	§9021. Penalties for Failure to Comply
	A. The exemption created by this regulation is a limited one and insurers must strictly comply with the conditions creating the exemption. Failure to comply with the regulation by any person subject to its provisions, after proper notice and a hearing...


	Chapter 91.  Regulation 68―Patient Rights under Health Insurance Coverage in Louisiana
	§9101. Purpose
	A. The purpose of this regulation is to clarify the rights of insureds and requirements for health insurance coverage approved under Title 22 of the Louisiana Revised Statutes of 1950. Title 22 of the Louisiana Revised Statutes of 1950 establishes the...
	B. To carry out the intent of the legislature and assure full compliance with the provisions of applicable statutory requirements, this regulation sets forth the patient rights under health insurance coverage policies or plans issued for delivery in t...

	§9103. Definitions
	Emergency Medical Condition―the sudden and, unexpected onset of a health condition that requires immediate medical attention, where failure to provide such medical attention could reasonably be expected to result in death, permanent disability, seriou...
	Formal Managed Care Plan―basic health coverage provided by a Health Maintenance Organization licensed to operate in Louisiana. The term does not include health insurance coverage that does not meet the same quality standards that are applied to Health...
	Geographic Area―a parish.
	Health Care Professional―a physician duly licensed to practice medicine by the Louisiana State Board of Medical Examiners, or other health care professional duly licensed, certified, or registered as appropriate in Louisiana, or an acute care hospital...
	Health Insurance Coverage―benefits consisting of medical care, provided directly, through insurance or reimbursement, or otherwise and including items and services paid for as medical care, under any hospital or medical service policy or certificate, ...
	Incentive Arrangement―any payment or contractual obligation included in a general payment plan, capitation contract, shared risk arrangement, or other agreement between a managed care organization and a health care provider that is tied to utilization...
	Managed Care Plan―has the same meaning as set forth under R.S. 22:215.18A(3) and (4). This includes health insurance policies and health maintenance organization coverage. The term does not include supplemental insurance or limited benefit coverage fo...
	Service Area―the geographic area or areas of the state served by a managed care plan.

	§9105. Applicability and Scope
	A. Except as otherwise specifically provided, the requirements of this regulation apply to all health insurance coverage issued for delivery in the state of Louisiana that is otherwise subject to the statutory requirements of Part VI-C of Chapter 1 of...

	§9107. Patient Rights under Policies or Plans of Health Insurance Coverage
	A. Prohibition on the Use of Gag Clauses―Applies to HMO Coverage. Patients have a right to talk freely with health care professionals about their health, medical conditions, and any treatment options that are available, including those not covered by ...
	B. Prohibition on Incentives to Restrict, Delay or Deny Medically Necessary Care―Applies to HMO and Major Medical Insurance Coverage. Patients have a right to receive medically necessary and appropriate services covered under a managed care plan. R.S....
	C. Holding Managed Care Plans Liable for their Actions, Omissions, or Activities―Applies to HMO and Major Medical Insurance Coverage. Managed care plans are responsible for their actions, activities or omissions that result in harm to the patient. R.S...
	D. Guaranteed Direct Access to Obstetricians/ Gynecologists―Applies to HMO and Major Medical Insurance Coverage. Women have a right to see an Obstetrician or Gynecologist for routine care. R.S. 22:215.17 requires health insurance coverage to include d...
	E. Requirement for Appropriate Access to Covered Medical Services―Applies to HMO Coverage
	1. Formal managed care plans operated by health maintenance organizations are required to maintain an adequate number of health care professionals to serve plan participants. Covered services must be provided within a reasonable period of time once or...
	2. Other health insurance coverage is only allowed to offer managed care as a coverage option. These plans must offer traditional payment of medical claims based on the terms of the policy for deductibles and co-insurance.

	F. Confidentiality of Medical Records―Applies to HMO Coverage
	1. Any data or information pertaining to the diagnosis, treatment, or health of any enrollee or potential enrollee obtained from such persons or from any provider by any formal managed care plan shall be held in confidence and shall not be disclosed t...
	a. to the extent that it may be necessary to carry out the purposes of operating a formal managed care plan as permitted by law;
	b. upon the express consent of the enrollee or potential enrollee;
	c. pursuant to statute or court order for the production of evidence or the discovery thereof;
	d. in the event of a claim or litigation between such person and the formal managed care plan wherein such data or information is pertinent.

	2. A formal managed care plan shall be entitled to claim any statutory privileges against such disclosure which the provider who furnished such information to the formal managed care plan is entitled.

	G. Prohibit Unreasonable Denial of Emergency Care―Applies to HMO and Major Medical Insurance Coverage
	1. Any managed care plan that includes emergency medical services shall provide coverage and shall subsequently pay health care professionals for emergency medical services provided to a covered patient who presents himself/herself with an emergency m...
	2. No health insurance plan shall retrospectively deny or reduce payment to health care professionals for emergency medical services of a covered patient even if it is determined that the emergency medical condition initially presented is later identi...
	a. material misrepresentation, fraud, omission, or clerical error;
	b. any payment reductions due to applicable co-payments, co-insurance, or deductibles that may be the responsibility of the covered patient;
	c. cases in which the covered patient does not meet the emergency medical condition definition, unless the covered patient has been referred to the emergency department by the insured's primary care physician or other agent acting on behalf of the hea...


	H. Appeal/Grievance Procedures for Denials of Coverage―Applies to HMO and Major Medical Insurance Coverage
	1. Formal managed care plans operated by health maintenance organizations are required to have an administrative appeal or grievance process for patients. R.S. 22:2022 requires these plans to submit their appeal/grievance procedures to the Department ...
	2. In addition, where any insured patient is denied benefits under a health insurance coverage plan, a request can be made to the Department of Insurance for investigation of the denial. Where the denial is valid, the insured is so notified. Where the...

	I. Guaranteed Continuation of Group Insurance―Applies to HMO and Major Medical Insurance Coverage
	1. R.S. 22:215.13 guarantees Louisiana residents who lose their eligibility for coverage under a group health insurance policy or plan, the right to maintain such coverage in force for up to 12 months. This guaranteed continuation of group health insu...
	a. the individual is not eligible for any other group health coverage plan or government sponsored health plan, such as Medicare and Medicaid;
	b. the individual timely pays the full monthly premium to keep coverage in force;
	c. the individual was not terminated from coverage for fraud or failure to pay any required contribution for the group insurance, and continues to meet the group policy's terms and conditions other than membership in that original group;
	d. all dependents covered under the group policy or plan continue to be covered;
	e. the group policy has not been terminated or the employer has withdrawn participation in a multiple employer group policy; and
	f. the individual continues to reside within the service area of the plan in the event that such group coverage is provided by a Health Maintenance Organization.

	2. This right is not automatic and requires the employee or member who is losing coverage to make a written election of continuation on a form furnished by the group policyholder and pay for the first month's coverage prior to the date that coverage i...
	3. Special continuation rights are provided to a surviving spouse of an individual who was covered by a group health insurance policy or plan at the time of death and is age 55 or older. Under Louisiana law the surviving spouse is guaranteed the right...

	J. Guaranteed Renewal of Health Insurance Coverage―Applies to HMO and Major Medical Insurance Coverage
	1. Under Louisiana law, once health insurance coverage has been purchased, the insurer cannot cancel the coverage unless one of the following conditions exists:
	a. failure to pay premiums or contributions in accordance with the terms of the policy;
	b. failure to comply with a material plan provision relating to employer contribution or group participation rules;
	c. performance of an act or practice that constitutes fraud or the intentional misrepresentation of a material fact under the terms of coverage;
	d. the policyholder no longer resides, lives, or works in the service area in the event the coverage is provided under a formal managed care plan operated by a Health Maintenance Organization;
	e. the policyholder's coverage is purchased through a bona-fide association plan and the policyholder is no longer eligible to participate in such association;
	f. the insurance company is no longer offering the type of coverage purchased and offers to replace the policy with any other type of similar coverage being marketed within 90 days of renewal; or
	g. the insurance company is leaving the market and will no longer be selling any group and/or individual health insurance products in Louisiana for a period of at least five  years. In such instances the insurer must give each policyholder 180 days ad...


	K. Limits on Preexisting Medical Condition Exclusions from Coverage―Applies to HMO and Major Medical Insurance Coverage. Under Louisiana law, a health insurance plan is allowed to exclude medical conditions from coverage for a limited period of time. ...
	1. Group Coverage. The medical conditions that can be excluded from coverage are limited to those that were diagnosed or treated during the six month period prior to the day coverage begins under the policy. Any condition that was not being treated du...
	2. Individual Coverage. The medical conditions that can be excluded from coverage are limited to those that were diagnosed, treated or reasonably should have been treated during the 12 month period prior to the day coverage begins under the policy. An...

	L. Guaranteed Portability Protections―Applies to HMO and Major Medical Insurance Coverage
	1. Individuals who are moving their health coverage from one employment situation to another or from one group plan to another are guaranteed the following rights provided they have enrolled in the new plan within 63 days of termination from the prior...
	a. if the new plan imposes a 12-month preexisting exclusionary period, the individual must be given one month's credit for each month of continuous coverage under the prior plan. If the individual had 12 or more months of continuous coverage under the...
	b. if the new employer imposes an exclusionary or waiting period for employees before coverage can begin, such periods do not count as a break in coverage for applying portability rights;
	c. during any exclusionary or waiting period, no premiums can be charged to the individual;
	d. during any exclusionary or waiting period the individual may maintain their prior coverage if eligible under state continuation of coverage rights, federal COBRA rights, or through purchase of an individual policy;
	e. individuals, who had at least 18 months of prior coverage under a group plan, have exhausted or are not eligible for state continuation rights or COBRA rights, are guaranteed access to individual health insurance coverage through the Louisiana Heal...

	2. Any Louisiana resident who has individual health insurance coverage is guaranteed credit for prior individual coverage when replacing coverage if the insurance plan is applying the prior insurance policy's lifetime benefit usage against the replace...

	M. Prohibiting Discrimination against Individuals Based on Health Status―Applies to HMO and Major Medical Insurance Coverage
	1. State and federal law prohibit any group health coverage plan from discriminating against individuals based on their health status. This means that an individual's medical status cannot be used to determine eligibility to join a group health plan w...
	a. health status;
	b. medical condition, including both physical and mental illness;
	c. claims experience;
	d. receipt of health care;
	e. medical history;
	f. genetic information;
	g. evidence of insurability, including conditions arising out of acts of domestic violence; and
	h. disability.

	2. A plan's rules for eligibility to enroll under a plan also include rules defining any applicable waiting periods for such enrollment. This means that the plan may only apply exclusionary or waiting period uniformly based on date of hire for all eli...

	N. Prohibition on Use of Prenatal and Genetic Tests by Health Insurance Plans―Applies to HMO and Major Medical Insurance Coverage. State law prohibits health insurance plans from requiring any individual to take genetic tests or prenatal tests prior t...

	§9109. Patient Responsibilities
	A. Under Louisiana law, formal managed care plans operated by health maintenance organizations are held to a higher standard than other health insurance coverage plans that include managed care options. All materials provided by a health insurance cov...


	Chapter 93.  Regulation 80―Commercial Lines Insurance Rate Deregulation
	§9301. Authority
	A. This regulation is adopted pursuant to R.S. 22:3 and R.S. 22:1401.1(D).

	§9303. Purpose
	A. The purpose of this regulation is to implement the provision of Acts 2004, No. 878 of the Louisiana Legislature, Regular Session, which exempts commercial property and casualty insurers from the rate approval process unless the commissioner determi...

	§9305. Scope and Applicability
	A. This regulation applies to all authorized insurers engaged in the business of writing commercial property and casualty insurance in this state.

	§9307. Severability
	A. If any Section or provision of this regulation is held invalid, such invalidity shall not affect other sections of provisions which can be given effect without the invalid Section or provision, and for this purpose the Sections and provisions of th...

	§9309. Definitions
	A. For the purposes of this regulation the following terms shall have the meaning ascribed herein unless the context clearly indicates otherwise.
	Affiliated Group―two or more persons who are owned or controlled directly or indirectly through one or more intermediaries by, or are under common control with, the person specified (i.e., the named insured) and includes a subsidiary.
	Anticompetitive Behavior―an insurer monopolizing or attempting to monopolize, or combine with or conspire with any person to monopolize, in any territory, the business of insurance of any kind, subdivision or class.
	Authorized Insurer―shall have the meaning found in R.S. 22:5(3).
	COI―the Commissioner of Insurance for the state of Louisiana.
	Commercial Risk―any kind of risk that is not a personal risk.
	Exempt Commercial Policyholder―a person who has and maintains an annual commercial insurance policy premium, excluding workers compensation and, if applicable, medical malpractice liability insurance premiums, of at least $10,000 in the preceding fisc...
	Insurer―shall have the meaning found in R.S. 22:5(10).
	LDOI―the Louisiana Department of Insurance.
	Line of Insurance―the lines of business included on the Exhibit of Premiums and Losses (Statutory Page 14) of the Annual Statement Blank.
	Noncompetitive Market―a market in which a reasonable degree of competition for a line of insurance does not exist as specified in §9315; or a market which has been found to exhibit anticompetitive behavior or otherwise be in violation of R.S. 22:1211 ...
	Office of Property and Casualty―the office created by R.S. 36:688.
	Person―an individual, a corporation, a partnership, an association, a trust, a joint stock company, an unincorporated organization, any similar entity, or any combination of the foregoing acting in concert.
	Personal Risk―homeowners, tenants, private passenger nonfleet automobile, mobile home and other property and casualty insurance for personal, family or household needs.
	State―the state of Louisiana.


	§9311. Types of Insurance Exempt from Rate Filing and Approval Process
	A. All lines of commercial property and casualty insurance, including but not limited to Commercial Property, Boiler and Machinery, Fire and Allied Lines, Commercial Auto, General Liability, Non-Medical Professional Liability, Business Owners and Inla...
	1. workers compensation; and
	2. medical malpractice liability insurance.


	§9313. Exempt Rates
	A. If, after holding a public hearing, the commissioner has declared the market for a line of insurance competitive, then the rates employed for that line are exempt from the filing and approval process. Any such public hearing shall comply with the o...
	B. Exempt rates shall be used only when writing coverage on an exempt commercial policyholder. If exempt rates are used, an informational filing must be submitted to the Office of Property and Casualty.

	§9315. Noncompetitive Market; Public Notice and Hearing
	A. If the commissioner has reason to believe that a noncompetitive market for a line of insurance exists he shall give public notice in the manner specified in R.S. 22:1354(C) and conduct a public hearing.
	B.1 In determining whether a reasonable degree of competition does not exist within a line of insurance, the COI shall consider the following factors:
	a. the number of insurers available to write the coverage;
	b. market shares of the leading writers and the changes in market shares over a reasonable period of time;
	c. existence of financial or economic barriers that could prevent new firms from entering the market;
	d. measures of market concentration and changes of market concentration over time;
	e. whether long-term profitability for insurers in the market is reasonable in relation to industries of comparable business risk;
	f. the relationship of insurers' cost to revenue over a reasonable period of time;
	g. the availability of insurance coverage to consumers in the markets by specific geographical area, by line of insurance and by class of risk;
	h. the extent to which any insurer or group of affiliated insurers controls all or a portion of the market; and
	i. the opportunities available to consumers in the market to acquire pricing and other consumer information.
	2. These factors must indicate that there is a competitive market in order for a determination to be made that the market is competitive for the line of business under review. If it is determined that a line of business is noncompetitive, the rates fo...

	C. The commissioner shall hold an investigatory hearing to determine if the market is noncompetitive if he receives a written request from an aggrieved policyholder or any other affected person or organization. The request must specify the grounds rel...

	§9317. Disciplinary Hearings; Fines
	A. If the commissioner has reason to believe that an insurer is engaging in anticompetitive behavior he may hold a hearing pursuant to an Order to Show Cause, ordering the insurer to appear and show cause why it should not be sanctioned. In making a d...
	B. The commissioner may hold a disciplinary hearing if he has reason to believe that an insurer is using exempt rates with a policyholder who does not qualify as exempt commercial policyholders.
	C. If the commissioner finds that an insurer has violated or otherwise failed to comply with the provisions of this regulation he may impose such fines as are authorized by law.

	§9319. Effective Date
	A. This regulation shall take effect on January 1, 2005.


	Chapter 95.  Regulation 81―Military Personnel―Automobile Liability Insurance Premium Discount  and Insurer Premium Tax Credit Program
	§9501. Authority
	A. This regulation is adopted pursuant to R.S. 22:3 and 22:1425.

	§9503. Purpose
	A. The purpose of this regulation is to implement the provisions of Acts 2004, No. 770 of the Louisiana Legislature, Regular Session, as well as to implement the amendment thereto as set forth in Acts 2005, No. 408 of the Louisiana Legislature, Regula...

	§9505. Scope and Applicability
	A. This regulation applies to all motor vehicle insurers authorized to engage in the business of writing personal automobile liability insurance in this state. It is also applicable to any personal automobile liability insurance policy purchased in th...

	§9507. Severability
	A. If any Section or provision of this regulation is held invalid, such invalidity shall not affect other Sections of provisions which can be given effect without the invalid Section or provision. For this purpose the Sections and provisions of this r...

	§9509. Definitions
	A. For the purposes of this regulation the following terms shall have the meaning ascribed herein unless the context clearly indicates otherwise.
	1. Active Military Personnel―
	a. a single or married person who is based in this state and serving on full time active duty status in the military as a member of:
	i. the Army, Navy, Marine Corps or Air Force; or
	ii. the Reserve or National Guard; or
	iii. the Coast Guard.
	b. Active military personnel who are deployed out-of-state or overseas whose spouse and dependents remain in this state shall be considered as based in this state for purposes of receiving the discount provided by R.S. 22:1425 and §9515 of this regula...

	AMP―active military personnel.
	Authorized Insurer―shall have the meaning found in R.S. 22:5(3).
	Automobile Liability Insurance Policy―a policy of insurance acquired in this state, insuring personal motor vehicles of the types described in R.S. 22:636.1.A.(1)(a)-(b), with the exception that for the purposes of this regulation, it shall also inclu...
	Commissioner―the Commissioner of Insurance for the state of Louisiana.
	Direct Written Premium―the premium charged by the insurer as consideration for automobile liability insurance coverage.
	Insured―the individual who qualifies as active military personnel. The spouse and/or any dependents who are under the age of 18 or unmarried full time students under the age of 24 who are insured under the same policy as the active military personnel ...
	Insurer―shall have the meaning found in R.S. 22:5(10).
	LDOI―the Louisiana Department of Insurance.
	Named Insured―the person identified as such on the policy.
	State―the state of Louisiana.


	§9511. Premium Discount; Proof of Eligibility
	A. On or after July 1, 2005, all authorized insurers shall grant a discount equal to 12.5 percent of the premium charged for an automobile liability insurance policy insuring a vehicle owned by an insured. The discount applies to new and renewal busin...
	B. The initial obligation to demonstrate eligibility for the premium discount rests with the applicant/AMP. Thus, prior to the insurer applying the premium discount mandated by R.S. 22:1425.A, the applicant/AMP shall provide to the insurer a properly ...
	C. An insurer who obtains from an applicant/AMP a properly executed Louisiana Application for Military Discount shall be eligible for a rebuttable presumption that the insurer is entitled to claim a tax credit against the premium taxes levied pursuant...
	D. An insurer shall be barred from claiming the benefit of the rebuttable presumption if the insurer knew or should have known that the applicant/AMP provided false or fraudulent information on the Louisiana Application for Military Discount and/or th...
	E. The initial Louisiana Application for Military Discount shall be properly executed by the applicant/AMP and delivered to the insurer. The insurer is required to maintain the original and all subsequent renewals on file for inspection, verification ...
	F. Active military personnel who is deployed out-of-state or overseas and who is:
	1. single, shall be considered as based in this state for purposes of receiving the discount provided by R.S. 22:1425 and §9515 of this regulation; or
	2. married, and has a spouse and dependents who remain in this state, shall be considered as based in this state for purposes of receiving the discount provided by R.S. 22:1425 and §9515 of this regulation; or
	3. is single, and who has dependents who remain in this state, shall be considered as based in this state for purposes of receiving the discount provided by R.S. 22:1425 and §9515 of this regulation.

	G. If single or married AMP are deployed out-of-state or overseas, the insurer is authorized to accept the "Louisiana Application for Military Discount" if it is properly filled out by any one of the persons who is in a filial relationship to the AMP,...
	H. Although it is the obligation of the applicant/AMP to demonstrate eligibility for the premium discount, the insurer has the obligation to act with due diligence with regard to the premium discount program. In furtherance of this due diligence oblig...
	I. At each renewal AMP shall be required to re-execute the Louisiana Application for Military Discount in all respects as required by Regulation 81.
	J. The Louisiana Application for Military Discount that must be properly executed by the applicant and/or AMP is set forth in §9519, Louisiana Application for Military Discount―Appendix, of this regulation and is incorporated herein as if set forth he...

	§9513. Requests for Tax Credit; Documentation; Dispute Resolution
	A. The tax credit authorized by R.S. 22:1425(A), as amended, will be requested by the eligible insurer on an annual calendar year basis. The tax credit will be calculated based upon direct written premium. An insurer is eligible to receive a tax credi...
	B. Insurers seeking a tax credit shall submit a request for premium tax credit to the LDOI in accordance with the reporting schedule for premium taxes levied pursuant to R.S. 22:1061 and 1065 as set forth in the reporting form(s) designed by the commi...
	C. If the commissioner approves the premium tax filing as being both timely filed and containing all proof required by this regulation, there shall be a rebuttal presumption in favor of the insurer that the insurer is entitled to the tax credit agains...
	D. The commissioner may disapprove a tax credit either in whole to the extent that the entire premium tax filing is defective, untimely or improperly documented, or in part to the extent that one portion of the premium tax filing is defective, untimel...
	1. the premium tax filing is submitted late, unless the insurer can show good cause for the delay;
	2. the premium tax filing is incomplete or required documents are missing;
	3. the premium tax filing is excessive because a military discount was given to a person who was not eligible to receive said military discount.

	E. As explained above, if the commissioner disapproves, in whole or in part, a tax credit filed by an insurer, he shall give written notice to the insurer, stating the grounds for disapproval. The notice shall be sent to the address shown on the recor...
	F. Within 30 days of submission of the verified rebuttal, the commissioner shall enter an order either approving or disapproving, in whole or in part, the request by the insurer for a tax credit against the premium taxes levied pursuant to R.S. 22:106...
	1. If the tax credit is approved, in whole or in part, the commissioner shall grant to the insurer the amount of the tax credit so approved by the commissioner.
	2. If the tax credit is disapproved in its entirety, the commissioner shall enter an order denying the entirety of the requested tax credit. The commissioner's order of disapproval shall be given, in writing, to the insurer by certified mail, return r...


	§9515. Recordkeeping; Annual Report
	A. Any insurer issuing an automobile liability insurance policy to an individual who qualifies for the military discount program shall maintain the following records:
	1. the items obtained in compliance with §9511 of this regulation;
	2. a copy of the declarations page for each policy for which a tax credit is sought.

	B. The request for the tax credit shall be made on a form(s) designed by the commissioner. The request for the tax credit form shall require, among other things, that the insurer provide the following information to the LDOI with regard to the persona...
	1. A detailed listing of all policies for which the tax credit is sought. The listing shall include, at a minimum:
	a. the policy number of each policy;
	b. the effective date of the policy;
	c. the term of the policy;
	d. the gross direct written premium prior to application of the military discount;
	e. the net direct written premium following application of the military discount; and
	f. the dollar value of the military discount applied to the policy.

	2. The total number of policies written on active military personnel.
	3. The total gross direct written premium prior to application of the military discount.
	4. The total net direct written premium following application of the military discount.
	5. The total end-of-year tax credit sought relative to the military discount.

	C. The insurer shall keep the records required by this section in either electronic or written form and the records shall be maintained by the insurer for a period of five years from the date of issuance of the insurance policy to which the military d...
	D. The initial tax credit filing made by the insurer shall cover the calendar year ending December 31, 2005 and shall be filed on or before March 1, 2006, and thereafter for each subsequent calendar year ending December 31 and filed on or before March...

	§9517. Overpayments; Collection Proceedings; Fines and Hearings
	A. If an insurer is examined or audited by the commissioner and it is determined that the insurer received a tax credit in excess of the amount actually due and owing, then the commissioner shall have authority to order the insurer to refund the overp...
	B. The commissioner shall have standing to institute legal proceedings to collect the amount of any tax credit overpayment and any such proceedings shall be brought in the Nineteenth Judicial District Court. The commissioner's order shall be prima fac...
	C. An insurer's failure or refusal to refund a tax credit overpayment shall constitute grounds for the commissioner to suspend the insurer' certificate of authority, or to impose a fine not to exceed 10 percent of the tax credit overpayment or $2,500,...
	D. No insurer shall be allowed to withdraw from the state or have its certificate of authority canceled if it has outstanding tax credit overpayments.
	E. Nothing in this regulation shall be construed as a limitation on any powers or duties otherwise vested in the commissioner by operation of law.

	§9519. Louisiana Application for Military Discount―Appendix
	LOUISIANA APPLICATION FOR MILITARY DISCOUNT
	____________________________    ______________________________
	Name of Insurance Company    Policy No. or Application No.
	READ THIS DOCUMENT CAREFULLY BEFORE SIGNING. If you have any questions about this “Louisiana Application For Military Discount” form ask your agent for an explanation or contact the Louisiana Department of Insurance at (800) 259-5300 or (225) 342-5900.
	You must complete all sections on this form. If the spouse or dependent sections are not applicable, you must check the N/A box next to the associated fields.
	_____________________________________          __________________
	Full Name of Active Military Personnel     Date
	_______________________________      __________________________
	Date of Birth              Home Phone
	____________________________________________________________
	Home Address
	__________________________ ⁪ N/A        __________________ ⁪ N/A
	Name of Spouse           Spouse Date of Birth
	(if not applicable, check N/A)      (if not applicable, check N/A)
	______________________________________________________ ⁪ N/A
	Full Name and Date of Birth of Licensed Dependents
	(if not applicable, check N/A)
	⁪ Copy of Permanent Change of Station (PCS) Orders attached
	OR
	⁪ Permanent Change of Station (PCS) Orders previously submitted
	The undersigned hereby certifies that he/she is on active duty and permanently based in Louisiana and qualifies as "active military personnel" (AMP) as defined by LSA-R.S. 22:1482 and Regulation 81, and is eligible for the military discount set forth ...
	______________________________  _____________________________
	Signature of Active Military     Print Name of Active Military
	Personnel (AMP)          Personnel (AMP)

	§9521. Effective Date; Implementation
	A. This regulation, as amended, shall take effect on August 8, 2005. Insurers shall take steps to timely implement the military discount program so that it is available for all new and renewal business effective July 1, 2005.


	Chapter 99.  Regulation 76―Privacy of Consumer
	Subchapter A.  General Provisions
	§9901. Authority
	A. This regulation is adopted pursuant to R.S. 22:2 which charges the Commissioner of Insurance with the duty to enforce and administer all of the provisions of the Insurance Code, the purpose of which is to regulate the business of insurance in all o...

	§9903. Purpose
	A. The purpose of this regulation is to govern the treatment of nonpublic personal financial information about individuals by all licensees of the state insurance department. This regulation:
	1. requires a licensee to provide notice to individuals about its privacy policies and practices;
	2. describes the conditions under which a licensee may disclose nonpublic personal financial information about individuals to affiliates and nonaffiliated third parties; and
	3. provides methods for individuals to prevent a licensee from disclosing that information.


	§9905. Scope and Applicability
	A. This regulation applies to:
	1. nonpublic personal financial information about individuals who obtain or are claimants or beneficiaries of products or services primarily for personal, family or household purposes from licensees. This regulation does not apply to information about...

	B. Compliance. A licensee domiciled in this state that is in compliance with this regulation in a state that has not enacted laws or regulations that meet the requirements of Title V of the Gramm-Leach-Bliley Act (PL 102-106) may nonetheless be deemed...

	§9907. Rule of Construction
	A. The examples in this regulation and the sample clauses in Appendix A of this regulation are not exclusive. Compliance with an example or use of a sample clause, to the extent applicable, constitutes compliance with this regulation.

	§9909. Definitions
	A. As used in this regulation, unless the context requires otherwise:
	Affiliate―any company that controls, is controlled by or is under common control with another company.
	Clear and Conspicuous―that a notice is reasonably understandable and designed to call attention to the nature and significance of the information in the notice. Examples:
	a. Reasonably Understandable―a licensee makes its notice reasonably understandable if it:
	i. presents the information in the notice in clear, concise sentences, paragraphs, and sections;
	ii. uses short explanatory sentences or bullet lists whenever possible;
	iii. uses definite, concrete, everyday words and active voice whenever possible;
	iv. avoids multiple negatives;
	v. avoids legal and highly technical business terminology whenever possible; and
	vi. avoids explanations that are imprecise and readily subject to different interpretations;
	b. Designed to Call Attention―a licensee designs its notice to call attention to the nature and significance of the information in it if the licensee:
	i. uses a plain-language heading to call attention to the notice;
	ii. uses a typeface and type size that are easy to read;
	iii. provides wide margins and ample line spacing;
	iv. uses boldface or italics for key words; and
	v. in a form that combines the licensee's notice with other information, uses distinctive type size, style, and graphic devices, such as shading or sidebars;
	c. Notices on Web Sites―if a licensee provides a notice on a web page, the licensee designs its notice to call attention to the nature and significance of the information in it if the licensee uses text or visual cues to encourage scrolling down the p...
	i. places the notice on a screen that consumers frequently access, such as a page on which transactions are conducted; or
	ii. places a link on a screen that consumers frequently access, such as a page on which transactions are conducted that connects directly to the notice and is labeled appropriately to convey the importance, nature and relevance of the notice.

	Collect―to obtain information that the licensee organizes or can retrieve by the name of an individual or by identifying number, symbol or other identifying particular assigned to the individual, irrespective of the source of the underlying information.
	Commissioner―the Commissioner of Insurance.
	Company―any natural person, partnership, corporation, association, business, trust, unincorporated organization, or other form of business enterprise, plural or singular, as the case demands.
	Consumer―an individual who seeks to obtain, obtains or has obtained an insurance product or service from a licensee that is to be used primarily for personal, family or household purposes, and about whom the licensee has nonpublic personal information...
	a. an individual who provides nonpublic personal information to a licensee in connection with obtaining or seeking to obtain financial, investment or economic advisory services relating to an insurance product or service is a consumer regardless of wh...
	b. an applicant for insurance prior to the inception of insurance coverage is a licensee's consumer;
	c. an individual who is a consumer of another financial institution is not a licensee's consumer solely because the licensee is acting as agent for, or provides processing or other services to, that financial institution;
	d. an individual is a licensee's consumer if:
	i.(a). the individual is a beneficiary of a life insurance policy underwritten by the licensee;
	(b). the individual is a claimant under an insurance policy issued by the licensee;
	(c). the individual is an insured or an annuitant under an insurance policy or an annuity, respectively, issued by the licensee; or
	(d). the individual is a mortgagor of a mortgage covered under a mortgage insurance policy; and

	ii. the licensee discloses nonpublic personal financial information about the individual to a nonaffiliated third party other than as permitted under §§9929, 9931 and 9933 of this regulation;
	e. provided that the licensee provides the initial, annual and revised notices under §§9911, 9913 and 9919 of this regulation to the plan sponsor, group or blanket insurance policyholder or group annuity contract holder, and further provided that the ...
	i. a participant or a beneficiary of an employee benefit plan that the licensee administers or sponsors or for which the licensee acts as a trustee, insurer or fiduciary;
	ii. covered under a group or blanket insurance policy or group annuity contract issued by the licensee; or
	f. in no event shall the individuals, solely by virtue of the status described in Subparagraph e.i through iii above, be deemed to be customers for purposes of this regulation;
	g. an individual is not a licensee's consumer solely because he or she is a beneficiary of a trust for which the licensee is a trustee;
	h. an individual is not a licensee's consumer solely because he or she has designated the licensee as trustee for a trust.

	Consumer Reporting Agency―has the same meaning as in Section 603(f) of the federal Fair Credit Reporting Act (15 U.S.C. 1681a(f)).
	Control―
	a. ownership, control or power to vote 25 percent or more of the outstanding shares of any class of voting security of the company, directly or indirectly, or acting through one or more other persons;
	b. control in any manner over the election of a majority of the directors, trustees or general partners (or individuals exercising similar functions) of the company; or
	c. the power to exercise, directly or indirectly, a controlling influence over the management or policies of the company, as the commissioner determines.

	Customer―a consumer who has a customer relationship with a licensee.
	Customer Relationship―a continuing relationship between a consumer and a licensee under which the licensee provides one or more insurance products or services to the consumer that are to be used primarily for personal, family or household purposes. Ex...
	a. a consumer has a continuing relationship with a licensee if:
	i. the consumer is a current policyholder of an insurance product issued by or through the licensee; or
	ii. the consumer obtains financial, investment or economic advisory services relating to an insurance product or service from the licensee for a fee;
	b. a consumer does not have a continuing relationship with a licensee if:
	i. the consumer applies for insurance but does not purchase the insurance;
	ii. the licensee sells the consumer airline travel insurance in an isolated transaction;
	iii. the individual is no longer a current policyholder of an insurance product or no longer obtains insurance services with or through the licensee;
	iv. the consumer is a beneficiary or claimant under a policy and has submitted a claim under a policy choosing a settlement option involving an ongoing relationship with the licensee;
	v. the consumer is a beneficiary or a claimant under a policy and has submitted a claim under that policy choosing a lump sum settlement option;
	vi. the customer's policy is lapsed, expired, or otherwise inactive or dormant under the licensee's business practices, and the licensee has not communicated with the customer about the relationship for a period of 12 consecutive months, other than a...
	vii. the individual is an insured or an annuitant under an insurance policy or annuity, respectively, but is not the policyholder or owner of the insurance policy or annuity; or
	viii. for the purposes of this regulation, the individual's last known address according to the licensee's records is deemed invalid. An address of record is deemed invalid if mail sent to that address by the licensee has been returned by the postal ...

	Financial Institution―for the purposes of this regulation means any institution the business of which is engaging in activities that are financial in nature or incidental to such financial activities as described in Section 4(k) of the Bank Holding Co...
	a. any person or entity with respect to any financial activity that is subject to the jurisdiction of the Commodity Futures Trading Commission under the Commodity Exchange Act (7 U.S.C. 1 et seq.);
	b. the Federal Agricultural Mortgage Corporation or any entity charged and operating under the Farm Credit Act of 1971 (12 U.S.C. 2001 et seq.); or
	c. institutions chartered by Congress specifically to engage in securitizations, secondary market sales (including sales of servicing rights) or similar transactions related to a transaction of a consumer, as long as the institutions do not sell or tr...

	Financial Product or Service―any product or service that a financial holding company could offer by engaging in an activity that is financial in nature or incidental to such a financial activity under Section 4(k) of the Bank Holding Company Act of 19...
	a. Financial Service―includes a financial institution's evaluation or brokerage of information that the financial institution collects in connection with a request or an application from a consumer for a financial product or service.

	Insurance Product or Service―any product or service that is offered by a licensee pursuant to the insurance laws of this state.
	a. Insurance Service―includes a licensee's evaluation, brokerage or distribution of information that the licensee collects in connection with a request or an application from a consumer for an insurance product or service.

	Licensee―all licensed insurers, producers and other persons licensed or required to be licensed, or authorized or required to be authorized, or registered or required to be registered with the Commissioner of Insurance.
	a. Producers include persons required to be licensed under the laws of this state to sell, solicit or negotiate insurance, including, but not limited to agents, brokers, solicitors and surplus lines brokers.
	b. A licensee is not subject to the notice and opt out requirements for:
	i. nonpublic personal financial information set forth in Subchapters A, B, C; and D of this regulation if the licensee is an employee, agent or other representative of another licensee ("the principal") and:
	(a). the principal otherwise complies with, and provides the notices required by, the provisions of this regulation; and
	(b). the licensee does not disclose any nonpublic personal information to any person other than the principal or its affiliates in a manner permitted by this regulation.

	c.i. Subject to Clause i, licensee shall also include an unauthorized insurer that accepts business placed through a licensed surplus lines broker in this state, but only in regard to the surplus lines placements placed pursuant to R.S. 22:1248, et se...
	ii. A surplus lines broker or unauthorized insurer shall be deemed to be in compliance with the notice and opt out requirements for nonpublic personal financial information set forth in Subchapters A, B, C and D of this regulation provided:
	(a). the broker or insurer does not disclose nonpublic personal information of a consumer or a customer to nonaffiliated third parties for any purpose, including joint servicing or marketing under §9929 of this regulation, except as permitted by §9931...
	(b). the broker or insurer delivers a notice to the consumer at the time a customer relationship is established on which the following is printed in 16-point type:


	PRIVACY NOTICE
	Nonaffiliated Third Party―any person except:
	a. a licensee's affiliate; or
	b. a person employed jointly by a licensee and any company that is not the licensee's affiliate (but nonaffiliated third party includes the other company that jointly employs the person);
	c. nonaffiliated third party includes any company that is an affiliate solely by virtue of the direct or indirect ownership or control of the company by the licensee or its affiliate in conducting merchant banking or investment banking activities of t...

	Nonpublic Personal Financial Information―
	a. personally identifiable financial information; and
	b. any list, description or other grouping of consumers (and publicly available information pertaining to them) that is derived using any personally identifiable financial information that is not publicly available;
	c. nonpublic personal financial information does not include:
	i. health information;
	ii. publicly available information, except as included on a list described in Paragraph b of this Section; or
	iii. any list, description or other grouping of consumers (and publicly available information pertaining to them) that is derived without using any personally identifiable financial information that is not publicly available;
	d. examples of lists:
	i. nonpublic personal financial information includes any list of individuals' names and street addresses that is derived in whole or in part using personally identifiable financial information that is not publicly available, such as account numbers;
	ii. nonpublic personal financial information does not include any list of individuals' names and addresses that contains only publicly available information, is not derived in whole or in part using personally identifiable financial information that ...

	Nonpublic Personal Information―nonpublic personal financial information.
	Opt Out―
	a. any direction by the consumer that the licensee not disclose nonpublic personal financial information about the consumer to a non affiliated third party, other than as permitted by §§9929, 9931,and 9933.

	Personally Identifiable Financial Information―any information:
	a. a consumer provides to a licensee to obtain an insurance product or service from the licensee;
	b. about a consumer resulting from a transaction involving an insurance product or service between a licensee and a consumer; or
	c. the licensee otherwise obtains about a consumer in connection with providing an insurance product or service to that consumer;
	d. examples:
	i. information included. Personally identifiable financial information includes:
	(a). information a consumer provides to a licensee on an application to obtain an insurance product or service;
	(b). account balance information and payment history;
	(c). the fact that an individual is or has been one of the licensee's customers or has obtained an insurance product or service from the licensee;
	(d). any information about the licensee's consumer if it is disclosed in a manner that indicates that the individual is or has been the licensee's consumer;
	(e). any information that a consumer provides to a licensee or that the licensee or its agent otherwise obtains in connection with collecting on a loan or servicing a loan;
	(f). any information the licensee collects through an Internet cookie (an information-collecting device from a web server); and
	(g) information from a consumer report;

	ii. information not included. Personally identifiable financial information does not include:
	(a). health information;
	(b). a list of names and addresses of customers of an entity that is not a financial institution; and
	(c). information that does not identify a consumer, such as aggregate information or blind data that does not contain personal identifiers such as account numbers, names or addresses.


	Publicly Available Information―any information that a licensee has a reasonable basis to believe is lawfully made available to the general public from:
	a. federal, state or local government records;
	b. widely distributed media; or
	c. disclosures to the general public that are required to be made by federal, state or local law;
	d. reasonable basis. A licensee has a reasonable basis to believe that information is lawfully made available to the general public if the licensee has taken steps to determine:
	i. that the information is of the type that is available to the general public; and
	ii. whether an individual can direct that the information not be made available to the general public and, if so, that the licensee's consumer has not done so;
	e. examples:
	i. government records. Publicly available information in government records includes information in government real estate records and security interest filings;
	ii. widely distributed media. Publicly available information from widely distributed media includes information from a telephone book, a television or radio program, a newspaper or a web site that is available to the general public on an unrestricted...
	f. reasonable basis:
	i. a licensee has a reasonable basis to believe that mortgage information is lawfully made available to the general public if the licensee has determined that the information is of the type included on the public record in the jurisdiction where the ...
	ii. a licensee has a reasonable basis to believe that an individual's telephone number is lawfully made available to the general public if the licensee has located the telephone number in the telephone book or the consumer has informed you that the t...




	Subchapter B.  Privacy and Opt Out Notices for Financial Information
	§9911. Initial Privacy Notice to Consumers Required
	§9913. Annual Privacy Notice to Customers Required
	A.1. General Rule. A licensee shall provide a clear and conspicuous notice to customers that accurately reflects its privacy policies and practices not less than annually during the continuation of the customer relationship. Annually means at least on...
	2. Example. A licensee provides a notice annually if it defines the 12 consecutive-month period as a calendar year and provides the annual notice to the customer once in each calendar year following the calendar year in which the licensee provided the...

	B.1. Termination of Customer Relationship. A licensee is not required to provide an annual notice to a former customer. A former customer is an individual with whom a licensee no longer has a continuing relationship.
	2. Examples
	a. A licensee no longer has a continuing relationship with an individual if the individual no longer is a current policyholder of an insurance product or no longer obtains insurance services with or through the licensee.
	b. A licensee no longer has a continuing relationship with an individual if the individual's policy is lapsed, expired or otherwise inactive or dormant under the licensee's business practices, and the licensee has not communicated with the customer ab...
	c. For the purposes of this regulation, a licensee no longer has a continuing relationship with an individual if the individual's last known address according to the licensee's records is deemed invalid. An address of record is deemed invalid if mail ...
	d. A licensee no longer has a continuing relationship with a customer in the case of providing real estate settlement services, at the time the customer completes execution of all documents related to the real estate closing, payment for those service...


	C. Delivery. When a licensee is required by this Section to deliver an annual privacy notice, the licensee shall deliver it according to §9921.

	§9915. Information to be Included in Privacy Notices
	A. General Rule. The initial, annual and revised privacy notices that a licensee provides under §§9911, 9913 and 9919 shall include each of the following items of information, in addition to any other information the licensee wishes to provide, that a...
	1. the categories of nonpublic personal financial information that the licensee collects;
	2. the categories of nonpublic personal financial information that the licensee discloses;
	3. the categories of affiliates and nonaffiliated third parties to whom the licensee discloses nonpublic personal financial information, other than those parties to whom the licensee discloses information under §§9931 and 9933;
	4. the categories of nonpublic personal financial information about the licensee's former customers that the licensee discloses and the categories of affiliates and nonaffiliated third parties to whom the licensee discloses nonpublic personal financia...
	5. if a licensee discloses nonpublic personal financial information to a nonaffiliated third party under §9929 (and no other exception in §§9931 and 9933 applies to that disclosure), a separate description of the categories of information the licensee...
	6. an explanation of the consumer's right under §9923 to opt out of the disclosure of nonpublic personal financial information to nonaffiliated third parties, including the methods by which the consumer may exercise that right at that time;
	7. any disclosures that the licensee makes under Section 603(d)(2)(A)(iii) of the federal Fair Credit Reporting Act (15 U.S.C. 1681a(d)(2)(A)(iii)) (that is, notices regarding the ability to opt out of disclosures of information among affiliates);
	8. the licensee's policies and practices with respect to protecting the confidentiality and security of nonpublic personal information; and
	9. any disclosure that the licensee makes under Subsection B of this Section.

	B. Description of Parties Subject to Exceptions. If a licensee discloses nonpublic personal financial information as authorized under §§9931 and 9933, the licensee is not required to list those exceptions in the initial or annual privacy notices requi...
	C. Examples
	1. Categories of nonpublic personal financial information that the licensee collects. A licensee satisfies the requirement to categorize the nonpublic personal financial information it collects if the licensee categorizes it according to the source of...
	a. information from the consumer;
	b. information about the consumer's transactions with the licensee or its affiliates;
	c. information about the consumer's transactions with nonaffiliated third parties; and
	d. information from a consumer reporting agency.

	2. Categories of Nonpublic Personal Financial Information a Licensee Discloses
	a. A licensee satisfies the requirement to categorize nonpublic personal financial information it discloses if the licensee categorizes the information according to source, as described in Subsection C.1 of this Section, as applicable, and provides a ...
	i. information from the consumer, including application information, such as assets and income and identifying information, such as name, address and Social Security number;
	ii. transaction information, such as information about balances, payment history and parties to the transaction; and
	iii. information from consumer reports, such as a consumer's creditworthiness and credit history.
	b. A licensee does not adequately categorize the information that it discloses if the licensee uses only general terms, such as transaction information about the consumer.
	c. If a licensee reserves the right to disclose all of the nonpublic personal financial information about consumers that it collects, the licensee may simply state that fact without describing the categories or examples of nonpublic personal informati...

	3. Categories of Affiliates and Nonaffiliated Third Parties to whom the Licensee Discloses
	a. A licensee satisfies the requirement to categorize the affiliates and nonaffiliated third parties to which the licensee discloses nonpublic personal financial information about consumers if the licensee identifies the types of businesses in which t...
	b. Types of businesses may be described by general terms only if the licensee uses a few illustrative examples of significant lines of business. For example, a licensee may use the term financial products or services if it includes appropriate example...
	c. A licensee also may categorize the affiliates and nonaffiliated third parties to which it discloses nonpublic personal financial information about consumers using more detailed categories.

	4. Disclosures under Exception for Service Providers and Joint Marketers. If a licensee discloses nonpublic personal financial information under the exception in §9929 to a nonaffiliated third party to market products or services that it offers alone ...
	a. lists the categories of nonpublic personal financial information it discloses, using the same categories and examples the licensee used to meet the requirements of Paragraph A2. of this Section, as applicable; and
	b. states whether the third party is:
	i. a service provider that performs marketing services on the licensee's behalf or on behalf of the licensee and another financial institution; or
	ii. a financial institution with whom the licensee has a joint marketing agreement.

	5. Simplified Notices. If a licensee does not disclose, and does not wish to reserve the right to disclose, nonpublic personal financial information about customers or former customers to affiliates or nonaffiliated third parties except as authorized ...
	6. Confidentiality and Security. A licensee describes its policies and practices with respect to protecting the confidentiality and security of nonpublic personal financial information if it does both of the following:
	a. describes in general terms who is authorized to have access to the information; and
	b. states whether the licensee has security practices and procedures in place to ensure the confidentiality of the information in accordance with the licensee's policy. The licensee is not required to describe technical information about the safeguard...


	D. Short-Form Initial Notice with Opt Out Notice for Non-Customers
	1. A licensee may satisfy the initial notice requirements in §§9911.A.2 and 9917.C for a consumer who is not a customer by providing a short-form initial notice at the same time as the licensee delivers an opt out notice as required in §9917.
	2. A short-form initial notice shall:
	a. be clear and conspicuous;
	b. state that the licensee's privacy notice is available upon request; and
	c. explain a reasonable means by which the consumer may obtain that notice.

	3. The licensee shall deliver its short-form initial notice according to §9921. The licensee is not required to deliver its privacy notice with its short-form initial notice. The licensee instead may simply provide the consumer a reasonable means to o...
	4. Examples of Obtaining Privacy Notice. The licensee provides a reasonable means by which a consumer may obtain a copy of its privacy notice if the licensee:
	a. provides a toll-free telephone number that the consumer may call to request the notice; or
	b. for a consumer who conducts business in person at the licensee's office, maintains copies of the notice on hand that the licensee provides to the consumer immediately upon request.


	E. Future Disclosures. The licensee's notice may include:
	1. categories of nonpublic personal financial information that the licensee reserves the right to disclose in the future, but does not currently disclose; and
	2. categories of affiliates or nonaffiliated third parties to whom the licensee reserves the right in the future to disclose, but to whom the licensee does not currently disclose, nonpublic personal financial information.

	F. Sample Clauses. Sample clauses illustrating some of the notice content required by this Section are included in Appendix A of this regulation.

	§9917. Form of Opt Out Notice to Consumers and Opt Out Methods
	A.1. Form of Opt Out Notice. If a licensee is required to provide an opt out notice under §9923, it shall provide a clear and conspicuous notice to each of its consumers that accurately explains the right to opt out under that Section. The notice shal...
	a. that the licensee discloses or reserves the right to disclose nonpublic personal financial information about its consumer to a nonaffiliated third party;
	b. that the consumer has the right to opt out of that disclosure; and
	c. a reasonable means by which the consumer may exercise the opt out right.
	2. Examples
	a. Adequate Opt Out Notice. A licensee provides adequate notice that the consumer can opt out of the disclosure of nonpublic personal financial information to a nonaffiliated third party if the licensee:
	i. identifies all of the categories of nonpublic personal financial information that it discloses or reserves the right to disclose, and all of the categories of nonaffiliated third parties to which the licensee discloses the information, as describe...
	ii. identifies the insurance products or services that the consumer obtains from the licensee, either singly or jointly, to which the opt out direction would apply.
	b. Reasonable Opt Out Means. A licensee provides a reasonable means to exercise an opt out right if it:
	i. designates check-off boxes in a prominent position on the relevant forms with the opt out notice;
	ii. includes a reply form together with the opt out notice;
	iii. provides an electronic means to opt out, such as a form that can be sent via electronic mail or a process at the licensee's web site, if the consumer agrees to the electronic delivery of information; or
	iv. provides a toll-free telephone number that consumers may call to opt out.
	c. Unreasonable Opt Out Means. A licensee does not provide a reasonable means of opting out if:
	i. the only means of opting out is for the consumer to write his or her own letter to exercise that opt out right; or
	ii. the only means of opting out as described in any notice subsequent to the initial notice is to use a check-off box that the licensee provided with the initial notice but did not include with the subsequent notice.
	d. Specific Opt Out Means. A licensee may require each consumer to opt out through a specific means, as long as that means is reasonable for that consumer.


	B. Same Form as Initial Notice Permitted. A licensee may provide the opt out notice together with or on the same written or electronic form as the initial notice the licensee provides in accordance with §9911.
	C. Initial Notice Required When Opt Out Notice Delivered Subsequent to Initial Notice. If a licensee provides the opt out notice later than required for the initial notice in accordance with §9911, the licensee shall also include a copy of the initial...
	D. Joint Relationships
	1. If two or more consumers jointly obtain an insurance product or service from a licensee, the licensee may provide a single opt out notice. The licensee's opt out notice shall explain how the licensee will treat an opt out direction by a joint consu...
	2. Any of the joint consumers may exercise the right to opt out. The licensee may either:
	a. treat an opt out direction by a joint consumer as applying to all of the associated joint consumers; or
	b. permit each joint consumer to opt out separately.

	3. If a licensee permits each joint consumer to opt out separately, the licensee shall permit one of the joint consumers to opt out on behalf of all of the joint consumers.
	4. A licensee may not require all joint consumers to opt out before it implements any opt out direction.
	5. Example. If John and Mary are both named policyholders on a homeowner's insurance policy issued by a licensee and the licensee sends policy statements to John's address, the licensee may do any of the following, but it shall explain in its opt out ...
	a. send a single opt out notice to John's address, but the licensee shall accept an opt out direction from either John or Mary;
	b. treat an opt out direction by either John or Mary as applying to the entire policy. If the licensee does so and John opts out, the licensee may not require Mary to opt out as well before implementing John's opt out direction;
	c. permit John and Mary to make different opt out directions. If the licensee does so:
	i. it shall permit John and Mary to opt out for each other;
	ii. if both opt out, the licensee shall permit both of them to notify it in a single response (such as on a form or through a telephone call); and
	iii. if John opts out and Mary does not, the licensee may only disclose nonpublic personal financial information about Mary, but not about John and not about John and Mary jointly.


	E. Time to Comply with Opt Out. A licensee shall comply with a consumer's opt out direction as soon as reasonably practicable after the licensee receives it.
	F. Continuing Right to Opt Out. A consumer may exercise the right to opt out at any time.
	G. Duration of Consumer's Opt Out Direction.
	1. A consumer's direction to opt out under this Section is effective until the consumer revokes it in writing or, if the consumer agrees, electronically.
	2. When a customer relationship terminates, the customer's opt out direction continues to apply to the nonpublic personal financial information that the licensee collected during or related to that relationship. If the individual subsequently establis...

	H. Delivery. When a licensee is required to deliver an opt out notice by this Section, the licensee shall deliver it according to §9921.

	§9919. Revised Privacy Notices
	A. General Rule. Except as otherwise authorized in this regulation, a licensee shall not, directly or through an affiliate, disclose any nonpublic personal financial information about a consumer to a nonaffiliated third party other than as described i...
	1. the licensee has provided to the consumer a clear and conspicuous revised notice that accurately describes its policies and practices;
	2. the licensee has provided to the consumer a new opt out notice;
	3. the licensee has given the consumer a reasonable opportunity, before the licensee discloses the information to the nonaffiliated third party, to opt out of the disclosure; and
	4. the consumer does not opt out.

	B. Examples
	1. Except as otherwise permitted by §§9929, 9931, and 9933, a licensee shall provide a revised notice before it:
	a. discloses a new category of nonpublic personal financial information to any nonaffiliated third party;
	b. discloses nonpublic personal financial information to a new category of nonaffiliated third party; or
	c. discloses nonpublic personal financial information about a former customer to a nonaffiliated third party, if that former customer has not had the opportunity to exercise an opt out right regarding that disclosure.

	2. A revised notice is not required if the licensee discloses nonpublic personal financial information to a new nonaffiliated third party that the licensee adequately described in its prior notice.

	C. Delivery. When a licensee is required to deliver a revised privacy notice by this Section, the licensee shall deliver it according to §9921.

	§9921. Delivery
	A. How to Provide Notices. A licensee shall provide any notices that this regulation requires so that each consumer can reasonably be expected to receive actual notice in writing or, if the consumer agrees, electronically.
	B.1. Examples of Reasonable Expectation of Actual Notice. A licensee may reasonably expect that a consumer will receive actual notice if the licensee:
	a. hand-delivers a printed copy of the notice to the consumer;

	C. Annual Notices Only. A licensee may reasonably expect that a customer will receive actual notice of the licensee's annual privacy notice if:
	1. the customer uses the licensee's web site to access insurance products and services electronically and agrees to receive notices at the web site and the licensee posts its current privacy notice continuously in a clear and conspicuous manner on the...
	2. the customer has requested that the licensee refrain from sending any information regarding the customer relationship, and the licensee's current privacy notice remains available to the customer upon request.

	D. Oral Description of Notice Insufficient. A licensee may not provide any notice required by this regulation solely by orally explaining the notice, either in person or over the telephone.
	E. Retention or Accessibility of Notices for Customers
	1. For customers only, a licensee shall provide the initial notice required by §9911.A.1, the annual notice required by §9913.A, and the revised notice required by §9919 so that the customer can retain them or obtain them later in writing or, if the c...
	2. Examples of Retention or Accessibility. A licensee provides a privacy notice to the customer so that the customer can retain it or obtain it later if the licensee:

	F. Joint Notice with Other Financial Institutions. A licensee may provide a joint notice from the licensee and one or more of its affiliates or other financial institutions, as identified in the notice, as long as the notice is accurate with respect t...
	G. Joint Relationships. If two or more consumers jointly obtain an insurance product or service from a licensee, the licensee may satisfy the initial, annual and revised notice requirements of §§9911, 9913 and 9919, respectively, by providing one noti...
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