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INTRODUCTION
The Department has created this checklist as a tool to guide you in making a Medicare Supplement Individual Policy Forms filing of 2010 Policy Forms issued effective on or after June 1, 2010. Please refer to the actual statutes and regulations (Accident and Health Filing Reform Act, 40 P.S. §3801 et. seq., Medicare Supplement Insurance Act, 40 P.S. §3101 et. seq.,  Medicare Supplement Insurance Minimum Standards,31 Pa. Code §89.770 et. seq.) for complete compliance details. 
The System for Electronic Rate and Form Filing (SERFF) is available for making an Electronic Filing.   The Electronic  Rate and Form Filing method provides a faster approval process over paper filings.  Electronic SERFF Filings utilize the “Electronic Fund Transfer (EFT)” mode within SERFF. 
[bookmark: 0.1__Toc253057172]FILING SUBMISSION REQUIREMENTS 
Filings must include the following to be considered a complete filing:
[bookmark: Check105][bookmark: Check106] |_| Transmittal Letter  |_| Certification of Plans A, B, and C or F
[bookmark: Check107][bookmark: Check108]|_| Final Printed Policy Forms |_|Policy Schedule of Benefits (if used) 
[bookmark: Check109][bookmark: Check110]|_|Application Form |_| Supplemental Application (if used)
[bookmark: Check111][bookmark: Check112]|_|Outline of Coverage Form |_| Notice Regarding Replacement Form 
[bookmark: Check113]|_| Notice of Benefit Modification and Premium Adjustment Form referred to as Notice of Change Form for each Medicare Supplement Plan 
[bookmark: Check114]|_| Certification of Compliance with the Electronic Transactions Act if the forms are to be used electronically.
The absence of the above components may result in a partial review or total rejection of the filing.  The Application Form, Notice Regarding Replacement, Outline of Coverage, Supplemental Application and Certification of Plans A,B, and C or F, should be included in your Plan A submission. All other Plans may reference the location of these forms as included in the Plan A filing. Do not submit these forms with each Plan. 

GENERAL INSTRUCTIONS:  Please take a moment and review the General Instructions for making a filing to the Pennsylvania Insurance Department Accident and Health Bureau.  These instructions will inform you of the necessity to make separate form and rate filings to the Department and the necessity to file products in accordance with the proper Type of Insurance (TOI) and Sub-Type of Insurance (Sub-TOI) Codes defined by the NAIC/Pa. Insurance Department for the product you are filing. Failure to adhere to the Instructions may delay processing or cause your filing to be Rejected. 
The Accident and Health Bureau does not accept multiple company filings.  If the same document is to be filed for more than one Company, the filing must be submitted as a separate filing for each Company. 
Do not apply security settings to your submitted forms requiring the use of passwords or retrieval from a remote website.  Documents with security settings will be rejected and a new filing required. Attachments and information, other than actuarial worksheets must be submitted as Adobe PDF and distilled with acrobat distiller version 7.0 or backwards compatible.  The PDF Pipeline must work on all attachments.  The filer must ensure that the PDF Pipeline works before submission of the filing to the Insurance Department.  Filings with attachments not compatible with the PDF Pipeline will be rejected. Attachments larger than 3MB cannot be submitted via the PDF Pipeline. Please contact the SERFF Help Desk at 816-783-8990 for assistance. 
The Forms filing must be submitted using the TOI and Sub-TOI as referenced in the SERFF filing system.  A separate form filing is required for each Medicare Supplement Plan using the appropriate TOI and Sub-TOI code for the specific plan. 
Separate Form Filings and Separate Rate Filings must be filed. Do not combine both Form and Rate Filings under a single filing. This will cause the filing to be rejected. 
Forms to be approved by the Department must be loaded under the “Forms” tab in the SERFF Form filing.  Do not load these forms under the “Supporting Documents” tab.  Only supporting and information forms not submitted for approval are to loaded under the Supporting Documents tab. 
Rates and Actuarial Data is to be loaded under the “Rates” Tab and not under supporting documents tab. 
Disclose the Corresponding Serff Tracking Number under the General Information Tab of your SERFF Filing: Separate and Corresponding Form or Rate filings must be linked to each other. Under the General Information Tab of the Serff Filing, indicate the SERFF Tracking Number of the Corresponding separate Form or Rate filing that is associated with the Serff Form or Rate you are filing.  Failure to link separate corresponding SERFF filings with each other, will cause the filing to be rejected or cause a delay while you make the necessary post-submission addition of the Corresponding Serff Tracking Number.   
[bookmark: 0.1_Check11][bookmark: 0.1_Check12]☐ RETALIATORY FILING FEES ONLY - [40 P.S. § 50] – Any filing fee as required by the retaliatory requirements of Section 212 of the Insurance Department Act
☐ TRANSMITTAL LETTER [31 Pa. Code §89b.5] – The Transmittal Letter (a.k.a. Submission Letter) communicates to the Department the intentions of the filer regarding the Forms filing.  See “Transmittal Letter Requirements” in this check-list for more details. 
[bookmark: 0.1_Check15]☐ ADVERTISEMENTS– Advertisement filed with the Department must adhere to [31 Pa. Code §51 and 31 Pa. Code §89.785] 
[bookmark: 0.1_Check13]☐ FORMS FILING REQUIREMENTS [31 Pa. Code §89b.4] –see “Form Requirements” in this check-list for more details. Note: On Serff, you must load all forms submitted for approval under the “Forms Schedule” tab. Do not submit forms submitted for approval purposes under the “Supporting Documentation” tab.  Only informational or pre-approved forms are loaded under the “Supporting Documentation” tab of your serf filing.  
[bookmark: 0.1_Check101]☐ ACTUARIAL/PREMIUM RATE FILING: Rate filings must be submitted to the Department separate from any corresponding form filing.  On both the form and the corresponding SERFF rate filing, it is necessary to insert the Corresponding Serff Tracking Number to link the filings. The “Corresponding Filing Tracking Number” is located under the “General Information” Tab of your Serff Filing. Failing to link your filing to any corresponding separate serf filing will cause the filing to be rejected.  Note: Load your Actuarial/Premium Rate information under the “Rate/Rule Schedule” tab of the Serff filing.  Do not load this information under the “Supporting Documentation” tab.  
☐ STATEMENT OF ANY INTENDED VARIABILITY [31 Pa. Code §89b.11 (e) and 31 Pa. Code §89b.4 (b)] - Provide an explanation of the variability of any information appearing in the policy, or other form which is intended to be variable.  All variable text shall be [bracketed] to clearly denote variability.  In the event multiple forms are variable, please segregate the explanation of variability applicable to each form. 
[bookmark: Check1]|_| TYPE OF INSURANCE (TOI) AND Sub-TYPE OF INSURANCE (Sub-TOI) Codes 
The Uniform Life, Accident & Health, Annuity and Credit Coding Matrix is a list of Filing Codes developed by the NAIC.  The Codes are identified by Type of Insurance (TOI) and Sub-Type of Insurance (Sub-TOI).  The NAIC list is comprehensive, however not all products are available for sale in Pennsylvania.  Regardless of the filing method, submit the Filing using the TOI and Sub-TOI as listed in the SERFF filing system or the Pennsylvania Insurance Department list published on our website. 
It is necessary for the product form and corresponding separate rate filing be filed under the correct (TOI) / (Sub-TOI) Code.  Each Medicare Supplement Plan has a separate Sub-TOI code – do not submit all medicare supplement plans under the TOI/Sub-TOI code for Plan A.   Common forms that will be used with all Medicare Supplement Plans should be filed with the Plan A Filing with an explanation that once approved, the form will be used with the specific forms you identify. 
 TRANSMITTAL LETTER Required Components 
It is necessary to provide a clear and concise transmittal cover letter that provides the following information: 
[bookmark: 0.1_Check1]☐ REPRESENTATIVE/INSURER IDENTITY & AUTHORIZATION TO FILE [31 Pa. Code §89b.4 (f)] – Identify the insurer and the person authorized to make the filing. If the filing is being submitted on behalf of the insurer, a letter of authorization from the Insurance Company must accompany the filing that authorizes the third party to make the filing. 
[bookmark: 0.1_Check10]☐  FORMS LIST [31 Pa. Code §89b.5] The Transmittal Letter must include an accurate list of the forms submitted for review and/or approval. The list must contain: 
[bookmark: 0.1_Check2]☐ Form Number – Identify the form number of each submitted form.  If the form is other than a policy or contract, disclose the form number of the policy or contract with which it will be used. If the form will be used with a prior approved policy form, provide the date the form was approved by or filed with the Department. Note: Please provide the SERFF Tracking Number and date the form was previously approved or insert a copy of the form showing the Department’s approval stamp.  
[bookmark: 0.1_Check3]☐  Form Description – Describe the type of form - (E.g. policy, contract, certificate, rider, endorsement, amendment, agreement, application, insert page or other general type). 
☐  Marketing Method – Describe the marketing method to be used in conjunction with the form. (E.g. direct response or producer marketing policy forms or solicitation of individuals participating in a legally recognized franchise group).  
31 Pa. Code §89.781(d) explains the restrictions regarding the issuance of multiple Medicare Supplement Insurance policy forms.  Only one policy form may be offered per marketing method.  
[bookmark: 0.1_Check4]☐  New or Replacement Form [31 Pa. Code § 89b.4, 31, Pa. Code §89(b).5 and 31 Pa. Code §89b.11] Include a statement indicating if the form is new or replacing a previously approved form.         
If the form is replacing a previously approved form, the following requirements must be met: 
[bookmark: 0.1_Check9]      ☐ Provide the form number of the form to be replaced.  
[bookmark: 0.1_Check6]      ☐ Provide the date that the form was approved or filed with the Department.  
[bookmark: 0.1_Check7]      ☐ Provide a unique form number in the lower left-hand corner of the replacement forms. 
[bookmark: 0.1_Check5]  ☐ Provide a copy of the previously approved form(s) with a legible copy of the Pennsylvania Department of Insurance stamp of approval or the SERFF tracking number of the previously approved form. If the form was not previously approved in a Serff Filing, please load the form with a clear display of the Department’s approval stamp - under the Supporting Documents Tab of the SERFF filing. 
[bookmark: 0.1_Check8]☐ Provide a description of the changes made to the form to be replaced.  The Department requires a highlighted copy indicative of    the changes be submitted with the Forms file or a red line copy submitted under the Supporting Documents Tab of the SERFF filing.  
[bookmark: 0.1_Check16][bookmark: 0.1_Check17]☐ INNOVATIVE FEATURES [31 Pa. Code §89b.5(4)] –Any form containing any provision, condition, feature or concept that departs from those generally used by the industry and that could be construed as new, innovative, uncommon or unusual, must be accompanied by a statement to that effect and an explanation of the specific purpose of the provision, condition, feature or concept, as well as a named person within your organization and their contact information. The Department will contact the designated person if more detailed information is needed. 
[bookmark: 0.1_Check18]☐ INSERT PAGE REQUIREMENTS [31 Pa. Code §153.2] – Insert pages may be used to modify or revise previously approved policies. The use of the insert page will not result in a change in the form number appearing in the lower left corner of the first page of the policy. The form number and approval date of the policy being modified by the insert page must be provided. A company officer must certify that after approval of the insert page, the policy will be issued only with the insert pages and the replaced page(s) will no longer be issued with the policy. An explanation of the necessity for the insert page. The inclusion of the insert pages may not cause the policy description to be inaccurate or misleading.
A required Actuarial/Premium Rate filing must be filed as necessary to support changes of benefits or other items that have an actuarial impact
 
FORMS FILING REQUIREMENTS 
For approval purposes the forms must be presented to the Department in the final printed form intended to be issued by the Company. Incomplete or draft forms are not acceptable.
SECTION I:  CERTIFICATION, Readability and General Requirements
Medicare Supplement Insurance Forms filing requires specific certification as captured below and must meet the following readability standards: 
[bookmark: 0.1_Check41]☐ CERTIFICATION OF PLANS A, B AND C OR F [31 Pa. Code §89.776a (2) and 31 Pa. Code §89.777b (b) (1 and 2)] – The Company must certify that Plan A, B and C or F are being made available in the Commonwealth of Pennsylvania as required by regulation. Filings that do not contain the required Plans will be rejected. 
An issuer may offer, with the approval of the Commissioner, up to three additional policy forms or certificate forms of the same type for the same standard Medicare supplement benefit plan. These additional forms may include one or more of the following three variations. ( ‘‘Type’’ means an individual policy, a group policy, an individual Medicare Select Policy or a group Medicare Select Policy).
Forms with only these variations will be regarded as new policy forms under each type:  (i) The inclusion of new or innovative benefits. (ii) The addition of either direct response or producer marketing methods. (iii)The addition of either guaranteed issue or underwritten coverage. 
☐ ELECTRONIC TRANSACTIONS [73 P.S. Section 2260.101 et. seq.] – It is permissible for Companies to offer Insurance Products electronically.  This includes but is not limited to telephonic applications which are subject to voice recording, internet/website applications and electronic or paper applications that require electronic signatures.  The rights of consumers under existing laws need to be protected and preserved; therefore the insurer must comply with the Unconsolidated Pennsylvania Statutes, Title 73 (Trade and Commerce), Electronic Transactions Act.  Please review these requirements and provide Certification to the Department that the forms that will be subject to electronic use within this filing are compliant with Electronic Transaction Act.  (See Section VI for details on this Act). 
☐ CERTIFICATION OF DISCONTINUANCE [31 Pa. Code §89.781(e)] –A Company may discontinue the availability of a policy 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. After receipt of the notice by the Department, the issuer may not offer for sale the policy form in this Commonwealth for 5 years after the issuer provides notice to the Department.  
[bookmark: 0.1_Check31]☐ GENERAL READABILITY [31 Pa. Code § 89b.11 (f) and 31 Pa. Code § 89b.4 (b)] - Forms shall be clearly legible, concise, accurate and consistent. 
[bookmark: 0.1_Check32]☐ TYPE (FONT) [40 P.S. §752(A)(4), 31 Pa. Code §89.783(d)(3) and 31 Pa. Code §89.784(4)] - Each form shall be presented in at least 10 point type with the exception of the Outline of Coverage and Notice Regarding Replacement which are to be 12 point. 
[bookmark: 0.1_Check33]☐ PROMINENCE [40 P.S. §752(A)(4)] - The style, arrangement and overall appearance of the policy shall give no undue prominence to any portion of the text of the policy or to any endorsements or riders. 
[bookmark: 0.1_Check34]☐ VARIABILITY [31 Pa. Code §89(b).11(e)] - The blank spaces of each form, except an application, shall be filled in with hypothetical data to indicate the purpose of the form. This data shall be realistic and consistent with the other contents of the form. Information appearing in a form, except an application, which is variable shall be [bracketed] to denote variability. 
[bookmark: 0.1_Check35]☐ FORM NUMBER [31 Pa. Code § 89b.11(b) and 40 P.S. s 752(A)(6)- Each form must encompass a form number in the lower left hand corner which is adequate to distinguish such form from all others used by the Insurer. 
SECTION II:  POLICY FORM REQUIREMENTS 
COVER PAGE REQUIREMENTS 
[bookmark: 0.1_Check42]☐ COMPANY NAME & ADDRESS, LOGO, SIGNATURES [31 Pa. Code 89b.11 (a) and 40 P.S. § 440] - (1) The full corporate name of the insuring company shall appear prominently on the first page of the policy. (2) A marketing name or logo may also be used on the first page of the policy provided that the marketing name or logo does not distract from the identity of the insuring company or the complete and clear description of the category of coverage. (3) The insuring company address consisting of at least a city and state shall appear on the first page of the policy. (4) Two signatures of authorized company officers executing the contract shall appear on the first page of the policy. 
[bookmark: 0.1_Check43]☐ FREE LOOK [31 Pa. Code §89.783(a) (5)] - The policy shall contain a right to examine provision that shall appear on the cover page of the policy.  This must include the address of company so that policy can be returned directly to the Company. 
[bookmark: 0.1_Check44]☐ FORM NUMBER [40 P.S. § 752(A) (6) and 31 Pa. Code 89b.11 (b)] - A form identification number shall appear at the bottom of the policy.  The form number shall be adequate to distinguish the form from all others used by the insurer and placed in the lower left-hand corner of the document. 
[bookmark: 0.1_Check45]☐ DESCRIPTION OF COVERAGE [31 PA Code 89b.11(c) and 31 Pa. Code 89.783(a) (1)] - The policy shall contain a brief description that shall appear prominently on the cover page of the policy or is visible without opening the policy.  The brief description shall contain at least the following information: (a) A caption of the general type of form and type of coverage provided identified by the letter of the standardized plan; for example, Medicare Supplement Standard Policy Plan A. Any marketing name should be presented clearly to not detract from the actual description of coverage. For example, Medicare Supplement Standard Policy Plan A, marketed as “……..”. 
[bookmark: 0.1_Check46]☐ PARTICIPATING OR NON-PARTICIPATING [31 Pa. Code §89b.11(c) (3)] - Disclose whether or not the policy is participating or non-participating with regard to paying dividends to policyholders. 
[bookmark: 0.1_Check47]☐ NOTICE TO BUYER on the first page of the policy - [31 Pa. Code §89.786(a) (3)] - The policy shall display a notice that states "Notice to buyer: This policy may not cover all of your medical expenses."               
[bookmark: 0.1_Check48][bookmark: 0.1_Check49]☐ RENEWABILITY - GUARANTEED RENEWABLE [31 Pa. Code §89.776(1) (v) and 31 Pa. Code §89.783(a) (1) and (b) (1)] - Each Medicare supplement policy shall be guaranteed renewable.  Medicare supplement policies shall include a renewal or continuation provision.  This provision shall be appropriately captioned and shall appear on the first page of the policy and include the insurers right to change premiums, and if applicable, any automatic renewal premium increases based on age (attained) and give 30 days prior notice of premium change. 
☐ NOTICE OF ACCURACY Provision - If the application contains medical questions [31 Pa. Code §89.783(a) (5)]  
[bookmark: 0.1_Check50]☐ APPLICABLE TO FRATERNAL BENEFIT SOCIETY ONLY - Refer to Fraternal Benefit Society Checklist posted on the Department website. 
[bookmark: 0.1_Check51]☐ ASSESSABLE POLICY [31 Pa. Code § 89.73 and 31 PA Code §88.122] - The words ‘‘This Is An Assessable Policy’’ shall be printed prominently on the policy face and filing back, if any, of each assessable policy in at least 16-point type. 
MISCELLANEOUS REQUIREMENTS 
[bookmark: 0.1_Check52]☐ POLICY SCHEDULE/SCHEDULE OF BENEFITS FORM [31 Pa. Code §89(b).11(e), 31 Pa. Code §153.2 and 40 P.S. Sec 752] – A Company sometimes elects to use a Policy Schedule/Schedule of Benefits Form to satisfy referenced Regulation/Statute.  This optional form if submitted shall be completed with hypothetical data, which is realistic and consistent with the other contents of the policy.  Any information appearing on the page which is variable shall be bracketed or otherwise marked to denote variability. Disclosure of entire money and consideration, effective date of coverage and identification of insured must be captured in either the Policy Schedule/Schedule of Benefits or Policy. 
GENERAL PROVISIONS IN THE POLICY FORM: 
Required Provisions - 40 P.S. Section 753 states in part, A). Except as provided in paragraph (C) of this section, each such policy delivered or issued for delivery to any person in this Commonwealth shall contain the provisions specified in this subsection in the words in which the same appear in this section: Provided, however, That the insurer may, at its option, substitute for one or more of such provisions corresponding provisions of different wording approved by the commissioner which are in each instance not less favorable in any respect to the insured or the beneficiary. Such provisions shall be preceded individually by the caption appearing in this subsection or, at the option of the insurer, by such appropriate individual or group captions or sub-captions as the commissioner may approve. (B) Other Provisions. Except as provided in paragraph (C) of this section, no such policy delivered or issued for delivery to any person in this Commonwealth shall contain provisions respecting the matters set forth below unless such provisions are in the words in which the same appear in this section: Provided, however, That the insurer may, at its option, use in lieu of any such provision, a corresponding provision of different wording approved by the commissioner, which is not less favorable in any respect to the insured or the beneficiary. Any such provision contained in the policy shall be preceded individually by the appropriate caption appearing in this subsection or, at the option of the insurer, by such appropriate individual or group captions or subcaptions as the commissioner may approve.  (C) Inapplicable or Inconsistent Provisions. If any provision of this section is in whole or in part inapplicable to or inconsistent with the coverage provided by a particular form of policy, the insurer, with the approval of the commissioner shall omit from such policy any inapplicable provision or part of a provision, and shall modify any inconsistent provision or part of the provision in such manner as to make the provision as contained in the policy consistent with the coverage provided by the policy. (D) Order of Certain Policy Provisions. The provisions which are the subject of subsections (A) and (B) of this section, or any corresponding provisions which are used in lieu thereof in accordance with such subsections, shall be printed in the consecutive order of the provisions in such subsections or, at the option of the insurer, any such provision may appear as a unit in any part of the policy, with other provisions to which it may be logically related, provided the resulting policy shall not be in whole or in part unintelligible, uncertain, ambiguous, abstruse, or likely to mislead a person, to whom the policy is offered, delivered or issued.  
[bookmark: 0.1_Check53]☐ ENTIRE CONTRACT; CHANGES [40 P.S. §753(A) (1)] - (1) The policy shall contain a provision regarding what constitutes the entire contract between the insurer and the policyholder. (2) If the application is to be a part of the policy, the entire contract provision shall state that the application is a part of the policy. (3)  No agent has authority to change the policy or to waive any of its provisions.  
[bookmark: 0.1_Check54]☐ TIME LIMITS ON CERTAIN DEFENSES [40 P.S. §753(A) (2)] - (1) The policy shall contain a provision regarding time limits on certain defenses. (2) The contestable period shall be no greater than 3 years from the date of policy issue. (3) Coverage may be contested based on a statement contained in an application made a part of the policy if the issuing company expects to rely on an application to contest the policy, the company must attach or otherwise make the application a part of the policy.  (4) The policy may only include the following exception to the time limit on certain defenses provision: non-payment of premium or fraudulent misstatement. 
[bookmark: 0.1_Check55]☐ GRACE PERIOD [40 P.S. §753(A) (3)] - (1) The policy shall contain a grace period provision and include the conditions of the provision. (2)  A minimum of 30-days grace period shall be provided for the payment of any premium due except the first. (3)  The coverage shall continue in force during the grace period. 
[bookmark: 0.1_Check56]☐ REINSTATEMENT [40 P.S. § 753(A) (4)] - (1) The policy shall contain a reinstatement of the policy for nonpayment of premiums provision and include the conditions of the reinstatement. (2) Application/evidence of insurability may be required.                                          
[bookmark: 0.1_Check57]☐ NOTICE OF CLAIM [40 P.S.  §753(A)(5) and 31 Pa. Code §89.779(a)(1) ] - (1) The policy shall contain a notice of claim provision that provides for written notice of the claim by the policyholder within 20 days after the occurrence or commencement of any  loss covered by the policy, or as soon thereafter as is reasonably possible. (2)  The provision shall contain an address to which the policyholder shall submit the notice of claim.                                                       
[bookmark: 0.1_Check58]☐ CLAIM FORMS [40 P.S. §753(A) (6) and 31 Pa. Code §89.779(a) (1)] - The policy shall contain a claim forms provision which provides the following:  (a) The insurer, upon receipt of a notice of claim, will furnish to the claimant such forms as are usually furnished by it for filing proofs of loss.  (b) If such forms are not furnished within fifteen (15) days after the giving of such notice, the claimant shall be deemed to have complied with the requirements of this policy as to proof of loss.   
[bookmark: 0.1_Check59]☐ PROOF OF LOSS [40 P.S. §753(A) (7) and 31 Pa. Code §89.779(a) (1)] - (1) The policy shall contain a proof of loss provision and include the conditions of the provision. (2) The provision shall provide that notice to the insurer be made within 90 days of the date of such loss. (3) The provision shall provide that failure to furnish such proof within the time required shall not invalidate nor reduce any claim if it was not reasonably possible to give proof within such time. 
[bookmark: 0.1_Check60]☐ TIME OF PAYMENT OF CLAIMS [40 P.S. §753(A) (8)] - (1) The policy shall contain a time of payment of claims provision which shall provide for the immediate payment upon receipt of written proof of loss. 
[bookmark: 0.1_Check61]☐ PAYMENT OF CLAIMS [40 P.S. §753(A) (9)] - The policy shall contain a payment of claims provision that includes conditions for payment of claims in the event where there is no beneficiary designation. 
[bookmark: 0.1_Check62]☐ PHYSICAL EXAMINATIONS [40 P.S. §753(A) (10)] - (1) The policy shall contain a physical examination provision. (2) The provision shall indicate that the insurer at its own expenses shall have the right and opportunity to examine the person of the insured when and as often as it may reasonably require during the pendency of a claim. 
[bookmark: 0.1_Check63]☐ LEGAL ACTIONS [40 P.S. §753(A) (11)] - (1) The policy shall contain a legal actions provision. (2) The provision shall indicate that no action at law or in equity shall be brought to recover on this policy prior to the expiration of sixty (60) days after written proof of loss has been furnished in accordance with the requirements of this policy. (3) The provision shall indicate that no such action shall be brought after the expiration of three (3) years after the time written proof of loss is required to be furnished. 
[bookmark: 0.1_Check64]☐ MISSTATEMENT OF AGE [40 P.S. §753(B)(2)] - (1) The policy shall contain a misstatement of age provision providing that the amount payable shall be such as the premiums would have purchased at the correct age. 
[bookmark: 0.1_Check65]☐ OTHER INSURANCE IN THIS INSURER [40 P.S. §753(B)(3)] - The excess insurance shall be void and all premiums paid for such excess shall be returned to the insured or to his estate or, in lieu thereof, insurance effective at any one time on the insured under a like policy or policies in this insurer is limited to the one such policy elected by the insured, his beneficiary or his estate, as the case may be, and the insurer will return all premiums paid for all other such policies. 
[bookmark: 0.1_Check66]☐ CONFORMITY WITH STATE STATUTES [40 P.S. §753(B)(9)] - Any provision of this policy which, on its effective date, is in conflict with the statutes of the state in which the insured resides on such date, is hereby amended to conform to the minimum requirements of such statutes. 
BENEFIT PROVISIONS AND STANDARDS 
[bookmark: 0.1_Check71]☐ DEFINITIONS within the Policy [31 Pa Code §89.772 and 31 Pa Code §89.773] -Definitions should follow regulation.  These links are just a few of the  policy definitions.   
[bookmark: 0.1_Check72]☐ June 1, 2010 and after BENEFIT STANDARDS [31 Pa. Code §89.776a and 31 Pa. Code §89.777b] - The policy provisions shall comply with the standards provided.  
Health Care Practitioners Medicare Fee Control Act (35 P.S. §§449.31-449.36) prohibiting balance billing between the actual charge and the Medicare approved Part B charge. 
Benefit plans shall be uniform in structure, language, designation and format to the standard benefit Plans A—L listed in this section (89.777b(d)) and conform to the definitions in §  89.773 (relating to policy definitions and terms). Each benefit shall be structured in accordance with the format in §§ 89.776a (2) and (3) and list the benefits in the order shown in that section. 
Benefit Plan A - Only Basic (Core) Benefits: An issuer shall make available to each prospective policyholder and certificateholder, a policy form or certificate form containing only the basic (core) benefits. (An issuer may also make available to prospective insureds any Medicare Supplement Insurance Benefit Plan in addition to the basic core package, but not instead of it).  
Basic Core Benefits includes -  
|_|Coverage of Part A Medicare eligible expenses for hospitalization to the extent not covered by Medicare from day 61 through day 90 in any Medicare benefit period.  - |_|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. –
[bookmark: Check3]|_|Upon exhaustion of the Medicare hospital inpatient coverage, including the lifetime reserve days, coverage of 100% of the Medicare Part A eligible expenses for hospitalization paid at the applicable prospective payment system (PPS) rate, or other appropriate Medicare standard of payment subject to a lifetime maximum benefit of an additional 365 days. The provider shall accept the issuer's payment as payment in full and may not bill the insured for any balance. – 
[bookmark: Check4]|_|Coverage under Medicare Parts A and B for the reasonable cost of the first three pints of blood, or equivalent quantities of packed red blood cells as defined under Federal regulations, unless replaced in accordance with Federal regulations. – 
[bookmark: Check5]|_|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 the Medicare Part B deductible. – 
[bookmark: Check6]|_|Coverage of cost sharing for all Part A Medicare eligible hospice care and respite care expenses.
 
Plan B Benefit Plan: An issuer shall also offer a policy or certificate to prospective insureds meeting the Plan B benefit plan. Standardized Medicare supplement benefit Plan B shall include only the following: Basic Core Benefits includes -  
|_|Coverage of Part A Medicare eligible expenses for hospitalization to the extent not covered by Medicare from day 61 through day 90 in any Medicare benefit period.  – 
|_|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. –
|_|Upon exhaustion of the Medicare hospital inpatient coverage, including the lifetime reserve days, coverage of 100% of the Medicare Part A eligible expenses for hospitalization paid at the applicable prospective payment system (PPS) rate, or other appropriate Medicare standard of payment subject to a lifetime maximum benefit of an additional 365 days. The provider shall accept the issuer's payment as payment in full and may not bill the insured for any balance. – 
|_|Coverage under Medicare Parts A and B for the reasonable cost of the first three pints of blood, or equivalent quantities of packed red blood cells as defined under Federal regulations, unless replaced in accordance with Federal regulations. – 
|_|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 the Medicare Part B deductible. – 
|_|Coverage of cost sharing for all Part A Medicare eligible hospice care and respite care expenses, plus
[bookmark: Check14]|_|100% of the Medicare Part A deductible.
 
Plan C Benefit Plan: shall include only the following: 
Basic Core Benefits includes -  
|_|Coverage of Part A Medicare eligible expenses for hospitalization to the extent not covered by Medicare from day 61 through day 90 in any Medicare benefit period.  - |_|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. –
|_|Upon exhaustion of the Medicare hospital inpatient coverage, including the lifetime reserve days, coverage of 100% of the Medicare Part A eligible expenses for hospitalization paid at the applicable prospective payment system (PPS) rate, or other appropriate Medicare standard of payment subject to a lifetime maximum benefit of an additional 365 days. The provider shall accept the issuer's payment as payment in full and may not bill the insured for any balance. – 
|_|Coverage under Medicare Parts A and B for the reasonable cost of the first three pints of blood, or equivalent quantities of packed red blood cells as defined under Federal regulations, unless replaced in accordance with Federal regulations. – 
|_|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 the Medicare Part B deductible. – 
|_|Coverage of cost sharing for all Part A Medicare eligible hospice care and respite care expenses, plus 
[bookmark: Check16]|_|100% of the Medicare Part A deductible, 
[bookmark: Check17]|_|skilled nursing facility care, 
[bookmark: Check18]|_|100% of the Medicare Part B deductible and 
[bookmark: Check19]|_|medically necessary emergency care in a foreign country.
 
Plan D Benefit Plan: shall include only 
Basic Core Benefits includes -  
|_|Coverage of Part A Medicare eligible expenses for hospitalization to the extent not covered by Medicare from day 61 through day 90 in any Medicare benefit period.  - |_|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. –
|_|Upon exhaustion of the Medicare hospital inpatient coverage, including the lifetime reserve days, coverage of 100% of the Medicare Part A eligible expenses for hospitalization paid at the applicable prospective payment system (PPS) rate, or other appropriate Medicare standard of payment subject to a lifetime maximum benefit of an additional 365 days. The provider shall accept the issuer's payment as payment in full and may not bill the insured for any balance. – 
|_|Coverage under Medicare Parts A and B for the reasonable cost of the first three pints of blood, or equivalent quantities of packed red blood cells as defined under Federal regulations, unless replaced in accordance with Federal regulations. – 
|_|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 the Medicare Part B deductible. – 
|_|Coverage of cost sharing for all Part A Medicare eligible hospice care and respite care expenses, plus 
[bookmark: Check21]|_|100% of the Medicare Part A deductible, 
[bookmark: Check22]|_|skilled nursing facility care and 
[bookmark: Check23]|_|medically necessary emergency care in an foreign county.
 
Plan F Benefit Plan: shall include only the 
Basic Core Benefits includes -  
|_|Coverage of Part A Medicare eligible expenses for hospitalization to the extent not covered by Medicare from day 61 through day 90 in any Medicare benefit period.  - |_|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. –
|_|Upon exhaustion of the Medicare hospital inpatient coverage, including the lifetime reserve days, coverage of 100% of the Medicare Part A eligible expenses for hospitalization paid at the applicable prospective payment system (PPS) rate, or other appropriate Medicare standard of payment subject to a lifetime maximum benefit of an additional 365 days. The provider shall accept the issuer's payment as payment in full and may not bill the insured for any balance. – 
|_|Coverage under Medicare Parts A and B for the reasonable cost of the first three pints of blood, or equivalent quantities of packed red blood cells as defined under Federal regulations, unless replaced in accordance with Federal regulations. – 
|_|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 the Medicare Part B deductible. – 
|_|Coverage of cost sharing for all Part A Medicare eligible hospice care and respite care expenses, plus 
[bookmark: Check25]|_|100% of the Medicare Part A deductible, 
[bookmark: Check26]|_|skilled nursing facility care, 
[bookmark: Check27]|_|100% of the Medicare Part B deductible, 
[bookmark: Check28]|_|100% of the Medicare Part B excess charges and 
[bookmark: Check29]|_|medically necessary emergency care in a foreign country.
 
[bookmark: Check30]Plan F -High Deductible - shall include only the following: |_|100% of covered expenses following the payment of the annual high deductible Plan F deductible, 
Basic Core Benefits includes -  
|_|Coverage of Part A Medicare eligible expenses for hospitalization to the extent not covered by Medicare from day 61 through day 90 in any Medicare benefit period.  - |_|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. –
|_|Upon exhaustion of the Medicare hospital inpatient coverage, including the lifetime reserve days, coverage of 100% of the Medicare Part A eligible expenses for hospitalization paid at the applicable prospective payment system (PPS) rate, or other appropriate Medicare standard of payment subject to a lifetime maximum benefit of an additional 365 days. The provider shall accept the issuer's payment as payment in full and may not bill the insured for any balance. – 
|_|Coverage under Medicare Parts A and B for the reasonable cost of the first three pints of blood, or equivalent quantities of packed red blood cells as defined under Federal regulations, unless replaced in accordance with Federal regulations. – 
|_|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 the Medicare Part B deductible. – 
|_|Coverage of cost sharing for all Part A Medicare eligible hospice care and respite care expenses, plus 
[bookmark: Check32]|_| 100% of the Medicare Part A deductible,
[bookmark: Check33]|_|skilled nursing facility care, 
[bookmark: Check34]|_|100% of the Medicare Part B deductible, 
[bookmark: Check35]|_|100% of the Medicare Part B excess charges, and 
[bookmark: Check36]|_|medically necessary emergency care in a foreign county. (The annual high deductible Plan F deductible shall consist of out-of-pocket expenses, other than premiums, for services covered by the Medicare supplement Plan F policy, and shall be in addition to any other specific benefit deductibles. The basis of the deductible shall be $1,500 and shall be adjusted annually from 1999 by the HHS Secretary to reflect the change in the Consumer Price Index for all urban consumers for the 12-month period ending with August of the preceding year, and rounded to the nearest multiple of $10).
 
Benefit Plan G shall include only the following: 
Basic Core Benefits includes -  
|_|Coverage of Part A Medicare eligible expenses for hospitalization to the extent not covered by Medicare from day 61 through day 90 in any Medicare benefit period.  - |_|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. –
|_|Upon exhaustion of the Medicare hospital inpatient coverage, including the lifetime reserve days, coverage of 100% of the Medicare Part A eligible expenses for hospitalization paid at the applicable prospective payment system (PPS) rate, or other appropriate Medicare standard of payment subject to a lifetime maximum benefit of an additional 365 days. The provider shall accept the issuer's payment as payment in full and may not bill the insured for any balance. – 
|_|Coverage under Medicare Parts A and B for the reasonable cost of the first three pints of blood, or equivalent quantities of packed red blood cells as defined under Federal regulations, unless replaced in accordance with Federal regulations. – 
|_|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 the Medicare Part B deductible. – 
|_|Coverage of cost sharing for all Part A Medicare eligible hospice care and respite care expenses, plus 
[bookmark: Check38]|_|100% of the Medicare Part A deductible, 
[bookmark: Check39]|_|skilled nursing facility care, 
[bookmark: Check40]|_|100% of the Medicare Part B excess charges, and 
[bookmark: Check41]|_|medically necessary emergency care in a foreign county.
[bookmark: Check44]|_| Part A hospitalization after 150 days. On exhaustion of the Medicare hospital inpatient coverage, including the lifetime reserve days, coverage of 100% of the Medicare Part A eligible expenses for hospitalization paid at the applicable prospective payment system rate, or other appropriate Medicare standard of payment, subject to a lifetime maximum benefit of an additional 365 days. The provider shall accept the issuer's payment as payment in full and may not bill the insured for any balance.
[bookmark: Check45]|_| Medicare Part A deductible. Coverage for 50% of the Medicare Part A inpatient hospital deductible amount per benefit period until the out-of-pocket limitation is met.
 
Benefit Plan K shall include only the following:
[bookmark: Check42]|_| Part A hospital coinsurance, day 61 through day 90. Coverage of 100% of the Part A hospital coinsurance amount for each day used from day 61 through day 90 in any Medicare benefit period. 
[bookmark: Check43]|_|Part A hospital coinsurance, day 91 through day 150. Coverage of 100% of the Part A hospital coinsurance amount for each Medicare lifetime inpatient reserve day used from day 91 through day 150 in any Medicare benefit period.
[bookmark: Check46]|_| Skilled nursing facility care. Coverage for 50% of the coinsurance amount for each day used from day 21 through the day 100 in a Medicare benefit period for post-hospital skilled nursing facility care eligible under Medicare Part A until the out-of-pocket limitation is met.
[bookmark: Check47]|_| Hospice care. Coverage for 50% of cost sharing for all Part A Medicare eligible expenses and respite care until the out-of-pocket limitation is met.
[bookmark: Check48]|_| Blood. Coverage for 50% under Medicare Part A or B, of the reasonable cost of the first three pints of blood or equivalent quantities of packed red blood cells, as defined under Federal regulations, unless replaced in accordance with Federal regulations until the out-of-pocket limitation is met.
[bookmark: Check49]|_| Part B cost sharing. Except for Coverage of 100% of the cost sharing for Medicare Part B preventive services after the policyholder pays the Part B deductible, coverage for 50% 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.
[bookmark: Check50]|_| Part B preventive services. Coverage of 100% of the cost sharing for Medicare Part B preventive services after the policyholder pays the Part B deductible.
[bookmark: Check51]|_| Cost sharing after out-of-pocket limits. Coverage of 100% 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, indexed each year by the appropriate inflation adjustment specified by the HHS Secretary.
Benefit Plan L shall consist of the following:
[bookmark: Check52]|_| Part A hospital coinsurance, day 61 through day 90. Coverage of 100% of the Part A hospital coinsurance amount for each day used from day 61 through day 90 in any Medicare benefit period.
[bookmark: Check53]|_| Part A hospital coinsurance, day 91 through day 150. Coverage of 100% of the Part A hospital coinsurance amount for each Medicare lifetime inpatient reserve day used from day 91 through day 150 in any Medicare benefit period.
[bookmark: Check54]|_| Part A hospitalization after 150 days. On exhaustion of the Medicare hospital inpatient coverage, including the lifetime reserve days, coverage of 100% of the Medicare Part A eligible expenses for hospitalization paid at the applicable prospective payment system rate, or other appropriate Medicare standard of payment, subject to a lifetime maximum benefit of an additional 365 days. The provider shall accept the issuer's payment as payment in full and may not bill the insured for any balance.
[bookmark: Check55]|_| Part B preventive services. Coverage of 100% of the cost sharing for Medicare Part B preventive services after the policyholder pays the Part B deductible.
[bookmark: Check56]|_| Medicare Part A deductible. Coverage for 75% of the Medicare Part A inpatient hospital deductible amount per benefit period until the out-of-pocket limitation is met.
[bookmark: Check57]|_| Skilled nursing facility care. Coverage for 75% of the coinsurance amount for each day used from day 21 through the day 100 in a Medicare benefit period for post-hospital skilled nursing facility care eligible under Medicare Part A until the out-of-pocket limitation is met.
[bookmark: Check58]|_| Hospice care. Coverage for 75% of cost sharing for all Part A Medicare eligible expenses and respite care until the out-of-pocket limitation is met.
[bookmark: Check59]|_| Blood. Coverage for 75% under Medicare Part A or B, of the reasonable cost of the first three pints of blood or equivalent quantities of packed red blood cells, as defined under Federal regulations, unless replaced in accordance with Federal regulations until the out-of-pocket limitation is met.
[bookmark: Check60]|_| Part B cost sharing. Except for Coverage of 100% of the cost sharing for Medicare Part B preventive services, after the policyholder pays the Part B deductible coverage for 75% 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.
[bookmark: Check61]|_| Cost sharing after out-of-pocket limits. Coverage of 100% 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 $2,000 in 2006, indexed each year by the appropriate inflation adjustment specified by the HHS Secretary.
 
Benefit Plan M shall include only the following: 
Basic Core Benefits includes -  
|_|Coverage of Part A Medicare eligible expenses for hospitalization to the extent not covered by Medicare from day 61 through day 90 in any Medicare benefit period.  - |_|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. –
|_|Upon exhaustion of the Medicare hospital inpatient coverage, including the lifetime reserve days, coverage of 100% of the Medicare Part A eligible expenses for hospitalization paid at the applicable prospective payment system (PPS) rate, or other appropriate Medicare standard of payment subject to a lifetime maximum benefit of an additional 365 days. The provider shall accept the issuer's payment as payment in full and may not bill the insured for any balance. – 
|_|Coverage under Medicare Parts A and B for the reasonable cost of the first three pints of blood, or equivalent quantities of packed red blood cells as defined under Federal regulations, unless replaced in accordance with Federal regulations. – 
|_|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 the Medicare Part B deductible. – 
|_|Coverage of cost sharing for all Part A Medicare eligible hospice care and respite care expenses.
 
 
Benefit Plan N shall include only Basic Core Benefits includes -  
|_|Coverage of Part A Medicare eligible expenses for hospitalization to the extent not covered by Medicare from day 61 through day 90 in any Medicare benefit period.  - |_|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. – 
|_|Upon exhaustion of the Medicare hospital inpatient coverage, including the lifetime reserve days, coverage of 100% of the Medicare Part A eligible expenses for hospitalization paid at the applicable prospective payment system (PPS) rate, or other appropriate Medicare standard of payment subject to a lifetime maximum benefit of an additional 365 days. The provider shall accept the issuer's payment as payment in full and may not bill the insured for any balance. – 
|_|Coverage under Medicare Parts A and B for the reasonable cost of the first three pints of blood, or equivalent quantities of packed red blood cells as defined under Federal regulations, unless replaced in accordance with Federal regulations. – 
|_|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 the Medicare Part B deductible. –
|_|Coverage of cost sharing for all Part A Medicare eligible hospice care and respite care expenses, plus 
[bookmark: Check65]|_|100% of the Medicare Part A deductible, 
[bookmark: Check66]|_|skilled nursing facility care and 
[bookmark: Check67]|_|medically necessary emergency care in a foreign country with co-payments in the following amounts: 
[bookmark: Check68]|_|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. 
[bookmark: Check69]|_|The lesser of $50 or the Medicare Part B coinsurance or co-payment for each covered emergency room visit, except that the co-payment shall be waived if the insured is admitted to any hospital and the emergency visit is subsequently covered as a Medicare Part A expense.
 
Medicare Supplement  “Select” Policies and Certificates contains restricted network provisions. The Commissioner may authorize an issuer to offer a Medicare Select policy or certificate, under this section, and section 4358 of the Omnibus Budget Reconciliation Act (OBRA) of 1990 (42 U.S.C.A. § 1395b-2) if the Commissioner finds that the issuer has satisfied the requirements of 31 s 89.777a.
A Medicare Select issuer may not issue a Medicare Select policy or certificate in this State until its plan of operation has been approved by the Commissioner.
[bookmark: Check102]|_| 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. 
[bookmark: Check103]|_|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 issuer which has comparable or lesser benefits and which does not contain a restricted network provision. The issuer shall make the policies or certificates available without requiring evidence of insurability after the Medicare Select policy or certificate has been in force for 6 months. 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 being replaced. For the purposes of this paragraph, a " significant benefit " means coverage for the Medicare Part A deductible, coverage for at-home recovery services or coverage for Part B excess charges.
[bookmark: Check104]|_| Medicare Select policies and certificates shall provide for continuation of coverage in the event the United States Department of Health and Human Services Secretary determines that Medicare Select policies and certificates issued under this section should be discontinued due to either the failure of the Medicare Select Program to be reauthorized under law or its substantial amendment.
[bookmark: Check70]|_| A Medicare Select issuer shall file a proposed plan of operation with the Commissioner in a format prescribed by the Commissioner. 
[bookmark: Check71]|_|The plan of operation shall contain at least the following information:
[bookmark: Check72]	|_|Evidence that all covered services that are subject to restricted network provisions are available and accessible through network providers.
[bookmark: Check74]	|_| A demonstration that 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 the usual practice in the local area. Geographic availability shall reflect the usual travel times within the community.
[bookmark: Check75]	|_| The number of network providers in the service area is sufficient, with respect to current and expected policyholders, to deliver adequately all services that are subject to a restricted network provision; make appropriate referrals; 
[bookmark: Check76]|_|There are written agreements with network providers describing both parties' specific responsibilities; 	
[bookmark: Check77]|_|Emergency care is available 24 hours per day and 7 days per week
[bookmark: Check78]|_| 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 with network providers prohibiting the providers from billing or otherwise seeking reimbursement from or recourse against any individual insured under a Medicare Select policy or certificate. This subparagraph does not apply to supplemental charges or coinsurance amounts as stated in the Medicare Select policy or certificate.
[bookmark: Check79]|_| A statement or map providing a clear description of the service area.
[bookmark: Check80]|_| A description of the grievance procedure to be utilized.
[bookmark: Check81]|_| A description of the complaint procedure to be utilized.
[bookmark: Check82]|_| A description of the quality assurance program, including the following: the formal organizational structure, the written criteria for selection, retention and removal of network providers, the procedures for evaluating quality of care provided by network providers, and the process to initiate corrective action when warranted.
[bookmark: Check83]|_| A list and description, by specialty, of the network providers.
[bookmark: Check84]|_| Copies of the written information proposed to be used by the issuer to comply with the Medicare Select issuer requirement to make full and fair disclosure in writing of the provisions, restrictions and limitations of the Medicare Select policy or certificate to each applicant. 
[bookmark: Check85]|_| Other information pertinent to the plan of operation requested by the Commissioner.
 
[bookmark: 0.1_Check73]☐ PRE-EXISTING CONDITIONS [31 Pa. Code §89.776a (1) (i)] - (1) If a policy contains a pre-existing condition it must be shown as a separate paragraph 31 Pa. Code §89.783(a) (4). (2) The policy cannot exclude or limit benefits for losses incurred more than 6 months from the effective date of the policy and a pre-existing condition cannot be defined more restrictive than a condition for which medical advice was given or treatment was recommended by or received from a physician within 6 months before the effective date of the policy.  
[bookmark: 0.1_Check74]☐ SUSPENSION BY POLICYHOLDER [31 Pa. Code §89.776a (1) (vii)] -A Medicare supplement policy or certificate shall provide that benefits and premiums under the policy shall be suspended at the request of the policyholder or certificateholder for the period so specified in Regulation. 
[bookmark: 0.1_Check75]☐ EXTENSION OF BENEFITS AND TERMINATION OF COVERAGE [31 Pa. Code §89.776a (1) (vi)] - Termination of a Medicare supplement policy or certificate shall be without prejudice to a 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 conditioned upon the continuous total disability of the insured, limited to the duration of the policy benefit period, or payment of the maximum benefits. Receipt of Medicare Part D benefits will not be considered in determining a continuous loss.  A Medicare supplement policy or certificate may not 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. 
[bookmark: 0.1_Check76]☐ EXCLUSIONS AND LIMITATIONS [31 Pa. Code §89.774(a, b and c)] - A policy may not be advertised, solicited or issued for delivery in this Commonwealth as a Medicare supplement policy if the policy contains limitations or exclusions on coverage that are more restrictive than those of Medicare. 
SECTION III:  MEDICARE “SELECT” ADDITIONAL REQUIREMENTS 
This section applies to Medicare Select policies as defined in 31 Pa. Code Section 89.777a.  A Medicare Select policy is a Medicare supplement policy that contains restricted network provisions.  
A restricted network provision conditions the payment of benefits, in whole or in part, on the use of network providers.   
Make sure all attachments and/or exhibits are clearly marked using an accurate form names/captions/headers (E.g. Plan of Operation describes an attachment for Network Agreement but the attached form has a title Schedule C). 
Below are additional requirements pertaining to a Medicare Select Forms filing in Pennsylvania.   
 ☐ PLAN OF OPERATION – Must provide evidence that all covered services that are subject to restricted network provisions are available and accessible through network providers, including a demonstration that:
[bookmark: 0.1_Check102]☐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 the usual practice in the local area. Geographic availability shall reflect the usual travel times within the community.
[bookmark: 0.1_Check103]☐The number of network providers in the service area is sufficient, with respect to current and expected policyholders, to either:
[bookmark: 0.1_Check104]☐Deliver adequately all services that are subject to a restricted network provision.
[bookmark: 0.1_Check105]☐Make appropriate referrals.
[bookmark: 0.1_Check106]☐There are written agreements with network providers describing both parties’ specific responsibilities.
[bookmark: 0.1_Check107]☐Emergency care is available 24 hours per day and 7 days per week. 
[bookmark: 0.1_Check108]☐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 with network providers prohibiting the providers from billing or otherwise seeking reimbursement from or recourse against any individual insured under a Medicare Select policy or certificate. This subparagraph does not apply to supplemental charges or coinsurance amounts as stated in the Medicare Select policy or certificate.
[bookmark: 0.1_Check109]☐A statement or map providing a clear description of the service area.
[bookmark: 0.1_Check110]☐A description of the grievance procedure to be utilized.
[bookmark: 0.1_Check111]☐A description of the complaint procedure to be utilized.
[bookmark: 0.1_Check112]☐A description of the quality assurance program, including the following:
[bookmark: 0.1_Check113]☐The formal organizational structure.
[bookmark: 0.1_Check114]☐The written criteria for selection, retention and removal of network providers
[bookmark: 0.1_Check115]☐The procedures for evaluating quality of care provided by network providers, and the process to initiate corrective action when warranted.
[bookmark: 0.1_Check116]☐A list and description, by specialty, of the network providers.
[bookmark: 0.1_Check117]☐Copies of the written information proposed to be used by the issuer to comply with subsection of 31 Pa Code Sec. 89.777a(j). 
☐  A MEDICARE SELECT POLICY MAY NOT RESTRICT PAYMENT FOR COVERED SERVICES
      PROVIDED BY NON-NETWORK PROVIDERS IF THE FOLLOWING APPLY:
[bookmark: 0.1_Check118]☐The services are for symptoms requiring emergency care or are immediately required for an unforeseen illness, injury or a condition.
[bookmark: 0.1_Check119]☐It is not reasonable to obtain services through a network provider.
[bookmark: 0.1_Check120]☐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. 
☐  FULL AND FAIR DISCLOSURE - A Medicare Select issuer shall make full and fair disclosure in writing of the provisions, restrictions and limitations of the Medicare Select policy to each applicant. This disclosure shall include at least the following:
[bookmark: 0.1_Check121]☐An outline of coverage sufficient to permit the applicant to compare the coverage and premiums of the Medicare Select policy with Medicare supplement policies or certificates offered by the issuer.
[bookmark: 0.1_Check122]☐Other Medicare Select policies.
[bookmark: 0.1_Check123]☐A description, including the address, phone number and hours of operation, of the network providers, including  primary care physicians, specialty physicians, hospitals and other providers.
[bookmark: 0.1_Check124]☐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 using out-of-network providers do not count toward the out-of-pocket annual limit contained in Plans K and L.
[bookmark: 0.1_Check125]☐A description of coverage for emergency and urgently needed care and other out-of-service area coverage.
[bookmark: 0.1_Check126]☐A description of limitations on referrals to restricted network providers and to other providers.
[bookmark: 0.1_Check127]☐A description of the policyholder’s rights to purchase another Medicare supplement policy or certificate otherwise  offered by the issuer.
[bookmark: 0.1_Check128]☐A description of the Medicare Select issuer’s quality assurance program and grievance procedure. 
☐ APPLICANT ACKNOWLEDGEMENT - 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 under 31 Pa Code Sec. 89.777a(j) and that the applicant understands the restrictions of the Medicare Select policy or certificate. 
☐ COMPLAINT AND GRIEVANCE PROCEDURES - 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 arbitration procedures. 
☐ The complaint and grievance procedure shall be described in the policy and certificates and in the outline of coverage.
      ☐ At the time the policy or certificate is issued, the issuer shall provide detailed information to the policyholder describing how a complaint or grievance may be registered with the issuer.
      ☐ Complaints and grievances shall be considered within 45 days. If a benefit determination by Medicare is necessary, the 45-day review period may not begin until after the Medicare determination has been made. The complaint or grievance shall be transmitted to appropriate decision-makers who have authority to fully investigate the issue and take corrective action.
      ☐ If a complaint or grievance is found to be valid, corrective action shall be taken within 45 days.
      ☐ The concerned parties shall be notified about the results of a complaint or grievance within 45 days of the decision.
      ☐ The issuer shall report by 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 summary of the subject, nature and resolution of the grievances. 
☐ 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.  
For purposes of this section the following apply:
      ☐ 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 issuer which has comparable or lesser benefits and which does not contain a restricted network provision.
      The issuer shall make the policies available without requiring evidence of insurability after the Medicare Select policy has been in force for 6 months.
      ☐ For the purposes of this subsection, a Medicare supplement policy will be considered to have comparable or lesser benefits unless it contains one or more significant benefits not included in the Medicare Select policy being replaced. For the purposes of this paragraph, a ‘‘significant benefit’’ means coverage for the Medicare Part A deductible, coverage for at-home recovery services or coverage for Part B excess charges. 
☐ MEDICARE SELECT POLICIES SHALL PROVIDE FOR CONTINUATION OF COVERAGE IN THE EVENT THE UNITED STATES DEPARTMENT OF HEALTH AND HUMAN SERVICES SECRETARY DETERMINES THAT MEDICARE SELECT POLICIES ISSUED UNDER THIS SECTION SHOULD BE DISCONTINUED DUE TO EITHER THE FAILURE OF THE MEDICARE SELECT PROGRAM TO BE REAUTHORIZED UNDER LAW OR ITS SUBSTANTIAL AMENDMENT. 
☐ Each Medicare Select issuer shall make available to each individual insured under a Medicare Select policy the opportunity to purchase any Medicare supplement policy offered by the issuer which has comparable or lesser benefits and which does not contain a restricted network provision. The issuer shall make the policies available without requiring evidence of insurability.
☐ For the purposes of this subsection, a Medicare supplement policy will be considered to have comparable or lesser benefits unless it contains one or more significant benefits not included in the Medicare Select policy being replaced. For the purposes of this paragraph, a ‘‘significant benefit’’ means coverage for the Medicare Part A deductible, coverage for at-home recovery services or coverage for Part B excess charges. 
☐ CHANGES TO PLAN OF OPERATION AND LIST OF NETWORK PROVIDER FILING REQUIREMENTS - A Medicare Select issuer shall file (1) proposed changes to the plan of operation, except for changes to the list of network providers and (2) An updated list of network providers with the Commissioner at least quarterly, if changes occur. 
SECTION IV:   APPLICATION FORM REQUIREMENTS
       
The Department can not accept SPECIMEN or DRAFT FORMS.  All forms must be in final print version intended to be issued by the Company. 
[bookmark: 0.1_Check77]☐ OPEN ENROLLMENT [31 Pa. Code §89.778] – The Company must offer each policy currently available from the insurer to applicants who qualify without regard to age.  Eligibility criteria may be captured in the application or a supplemental application. 
[bookmark: 0.1_Check78]☐ GUARANTEED ISSUE [31 Pa Code § 89.790] – “With respect to eligible persons, an issuer may not:  (i) 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.  (ii) Discriminate in the pricing of such a Medicare supplement policy because of health status, claims experience, receipt of health care or medical condition. (iii) Impose an exclusion of benefits based on a preexisting condition under such a Medicare supplement policy.”  The Company has the option to capture Guaranteed Issued eligibility requirements in the application or a supplemental application. 
[bookmark: 0.1_Check79]☐ Required FRAUD LANGUAGE in the Application [Title 18 Crimes and Offenses §4117(k) (1)] -Applications for insurance must contain the required Pennsylvania fraud language. 
[bookmark: 0.1_Check80]☐ MEDICAL QUESTIONS [31 PA Code § 89.12(d) and 31 PA Code § 89.72] -Applications shall contain clear and direct questions by the insurer permitting answers by the applicant only in the form of direct statements of known facts. Applications may not contain questions or representations based on indefinite or ambiguous terms.  Opinion-type questions regarding the past or present health of the applicant should provide that the applicant is to answer to the best of his knowledge and belief. 
[bookmark: 0.1_Check81]☐ FRATERNAL BENEFIT SOCIETY [31 PA Code § 89.102(d)] - Specific guidelines for applications including the words "A Fraternal Benefit Society" shall appear in conspicuous type on the insurance application. 
[bookmark: 0.1_Check82]☐ APPLICATION REQUIREMENTS [31 PA Code § 89.784)] - Filing includes requirements for application form, replacement coverage and notice of replacement.  The Statements captured in 31 PA Code Section 89.784(1) must appear on the application.  31 PA Code Section 89.784(2) requires questions to elicit whether as of the date of application, the applicant currently has Medicare Supplement, Medicare Advantage, Medicaid Coverage or another health insurance policy/certificate presently in force or whether a Medicare supplement policy or certificate is intended to replace any other accident and sickness policy or certificate presently in force. A supplementary application or other form to be signed by the applicant and producer containing these questions and statements may be used. 
[bookmark: 0.1_Check83]☐ GENETIC INFORMATION NONDISCRIMINATION ACT [31 PA Code § 89.791] - Prohibition against the use of genetic information and requests for genetic testing.  (c)  An issuer of a Medicare supplement policy may not: (1) Use an individual's genetic information to deny or condition the issuance or effectiveness of a  policy or certificate to that individual, including the imposition of an exclusion of benefits based on a pre-existing condition. (2)  Use an individual's genetic information to discriminate in the pricing of the policy, including the adjustment of premium rates. (3) Request or require an individual or an individual's family member to undergo a genetic test.  Please see regulation for details. 
[bookmark: 0.1_Check87]☐ GUIDE TO HEALTH INSURANCE FOR PEOPLE WITH MEDICARE [31 PA Code Section 89.783(a) (6)] – Regulation requires this disclosure to be made. The application form contains an area for the applicant to acknowledge the receipt of this disclosure.   A link to the CMS Website that contains the Guide is provided as a courtesy to the Company. [http://www.medicare.gov/publications/pubs/pdf/10050.pdf] 
SECTION V:  DISCLOSURE FORM REQUIREMENTS 
[bookmark: 0.1_Check84]☐ NOTICE TO APPLICANT REGARDING REPLACEMENT OF MEDICARE SUPPLEMENT INSURANCE OR MEDICARE ADVANTAGE [31 Pa. Code §89.784(4)] - Filing includes requirements for notice of replacement.  If a sale involves replacement of Medicare supplement coverage, an issuer, other than a direct response issuer, or its agent shall furnish the applicant, prior to issuance or delivery of the Medicare supplement policy, a notice regarding replacement of Medicare supplement coverage. One copy of the notice signed by the applicant and the agent shall be provided to the applicant and an additional signed copy shall be retained by the issuer, except where the coverage is sold without an agent. A direct response issuer shall deliver to the applicant at the time of the issuance of the policy the notice regarding replacement of Medicare supplement coverage. The Notice Regarding Replacement is published on the Department website. [http://www.portal.state.pa.us/portal/server.pt/document/501716/notice_regarding_replacement_disclosure_requirement_pdf]. It is the issuers responsibility to comply with this regulation – you must have forms approved by the Department for this purpose. 
[bookmark: 0.1_Check85]☐ OUTLINE OF COVERAGE [31 Pa. Code §89.783(D)] – The Medicare Supplement Insurance Form filing includes an outline of coverage.  The outline of coverage consists of four parts: the Cover Page, Rate Pages, Disclosure Page and Charts. The outline should have a unique form number from any other form submitted for approval and the number should be consistent on all four parts.  The Outline of Coverage must be presented in 12 point type.  The premium and mode shall be stated for all plans that are offered to the prospective applicant on the Rate Pages. All possible premiums for the prospective applicant shall be illustrated.  The premium should be bracketed to denote variability to avoid the necessity for annual re-filing of the form.  The Outline of Coverage is published on the Department website. [http://www.portal.state.pa.us/portal/server.pt/document/501700/medicarestandardoutlineofcoverageeffective06_01_2010_pdf] 
[bookmark: 0.1_Check86]☐ NOTICE OF BENEFIT MODIFICATION AND PREMIUM ADJUSTMENT FORM (aka NOTICE OF CHANGE FORM) [31 PA Code § 89.783(b)] - Such form must be provided for each Medicare Supplement Policy Form.  A specimen has been published on the Department website.
[http://www.portal.state.pa.us/portal/server.pt/document/904648/plan_f_specimen_notice_2010_pdf] 
[bookmark: 0.1_Check88]☐ DISCLOSURE STATEMENTS FOR HEALTH INSURANCE POLICIES SOLD TO MEDICARE BENEFICIARIES THAT DUPLICATE MEDICARE [31 PA Code Section 89.783(f)] – Regulation requires disclosure to be made for Health Insurance Policies sold to Medicare Beneficiaries that duplicate Medicare. The link is provided as a courtesy to the Company. The Disclosure Requirements for Accident and Sickness Policies are published on the Department website. [http://www.portal.state.pa.us/portal/server.pt/document/501715/disclosure_requirements_for_health_insurance_06_16_2009_pdf] 
[bookmark: 0.1_OLE_LINK2]SECTION VI:  ELECTRONIC TRANSACTIONS 
FILINGS SUBMITTED FOR ELECTRONIC TRANSACTIONS:  Electronic commerce is expanding rapidly and is an engine for economic growth in this Commonwealth and the United States.  State laws recognizing the validity and enforceability of electronic signatures, records and writings are important to the continued expansion of electronic commerce.  The rights of consumers under existing laws need to be protected and preserved; therefore the insurer must comply with the Unconsolidated Pennsylvania Statutes, Title 73 (Trade and Commerce), Electronic Transactions Act. Some of the Electronic Transactions Statutes have been captured below.  The Company must also certify their compliance with the Electronic Transactions Act requirements.   
[bookmark: 0.1_Check89]☐ "Electronic transactions act"; "Uniform electronic transactions act" [73-135-101/ 73 P.S. s 2260.101] – (a) General. — This act shall be known and may be cited as the Electronic Transactions Act. (b) Uniform. — Chapters 1, 3 and 5 shall be known and may be cited as the Uniform Electronic Transactions Act. 
[bookmark: 0.1_Check90]☐ Legislative Findings [73-135-102/ 73 P.S. s 2260.102 – (a) General. — Legislative findings and declarations The General Assembly finds and declares as follows: (1) electronic commerce is expanding rapidly and is an engine for economic growth in this Commonwealth and the United States; and (2) uniformity among state laws recognizing the validity and enforceability of electronic signatures, records and writings is important to the continued expansion of electronic commerce; and (3) The rights of consumers under existing laws should be protected and preserved. The General Assembly should enact the Uniform Electronic Transactions Act submitted to the state legislatures by the National Conference of Commissioners of Uniform State Laws with additions to enhance and promote the reliability of electronic commerce. 
[bookmark: 0.1_Check91]☐ Definitions [73-135-103/ 73 P.S. s 2260.103] – Definitions applicable to this Act. 
[bookmark: 0.1_Check92]☐ Scope of provisions [73-135-104/ 73 P.S. s 2260.104] – (a) General. — This act applies to electronic records and electronic signatures relating to a transaction except as provided in the scope of provisions. 
[bookmark: 0.1_Check93]☐ Applicability of provisions and Exception. [73-135-105/ 73 P.S. s 2260.105] – This act applies to an electronic record or electronic signature created, generated, sent, communicated, received or stored on or after the effective date of this act. 
[bookmark: 0.1_Check94]☐ Agreements between parties [73-135-301/ 73 P.S. s 2260.301] – The Agreement between parties for the Electronic Transaction. The Company must provide a written explanation on how they will comply. 
[bookmark: 0.1_Check95]☐ Legal effect; enforceability [73-135-303/ 73 P.S. s 2260.303] – The legal effect and enforceability. The Company must provide a written explanation on how they will comply.                                     
[bookmark: 0.1_Check96]☐ Compliance with other laws [73-135-304/ 73 P.S. s 2260.304] – (a) Writing. — If parties have agreed to conduct a transaction by electronic means and a law requires a person to provide, send or deliver information in writing to another person, the requirement is satisfied if the information is provided, sent or delivered, as the case may be, in an electronic record capable of retention by the recipient at the time of receipt. An electronic record is not capable of retention by the recipient if the sender or its information processing system inhibits the ability of the recipient to print or store the electronic record.  (b) Records. — If a law other than this act requires a record to be posted or displayed in a certain manner, to be sent, communicated or transmitted by a specified method or to contain information which is formatted in a certain manner, the following rules apply: (1) The record must be posted or displayed in the manner specified in the other law. (2) Except as otherwise provided in subsection (d)(2), the record must be sent, communicated or transmitted by the method specified in the other law. (3) The record must contain the information formatted in the manner specified in the other law. (c) Unenforceable. — If a sender inhibits the ability of a recipient to store or print an electronic record, the electronic record is not enforce-able against the recipient. (d) Variation by agreement. — The requirements of this section may not be varied by agreement except as follows: (1) To the extent a law other than this act requires information to be provided, sent or delivered, in writing, but permits that requirement to be varied by agreement, the requirement under subsection (a) that the information be in the form of an electronic record capable of retention may also be varied by agreement. (2) A requirement under a law other than this act to send, communicate or transmit a record by first-class mail, postage prepaid, regular United States mail, may be varied by agreement to the extent permitted by the other law.  The Company must provide a written explanation on how they will comply. 
[bookmark: 0.1_Check97]☐ Security Procedures to authenticate the electronic record and signature for accuracy [73-135-305/ 73 P.S. s 2260.305] – When record or signature is attributable to a person (a) Attribution. — An electronic record or electronic signature is attributable to a person if it was the act of the person. The act of the person may be shown in any manner, including a showing of the efficacy of any security procedure applied to determine the person to which the electronic record or electronic signature was attributable. (b) Effect. — The effect of an electronic record or electronic signature attributed to a person under subsection (a) is determined: (1) from the context and surrounding circumstances at the time of its creation, execution or adoption, including the parties' agreement, if any; and (2) otherwise as provided by law. 
[bookmark: 0.1_Check98]☐ Rules for making changes or correction of errors [73-135-306/ 73 P.S. s 2260.306] – Rules for changes or errors - If a change or error in an electronic record occurs in a transmission between parties to a transaction, the following rules apply: (1) If the parties have agreed to use a security procedure to detect changes or errors and one party has conformed to the procedure, but the other party has not, and the nonconforming party would have detected the change or error had that party also conformed, the conforming party may avoid the effect of the changed or erroneous electronic record. (2) In an automated transaction involving an individual, the individual may avoid the effect of an electronic record that resulted from an error made by the individual in dealing with the electronic agent of another person if the electronic agent did not provide an opportunity for the prevention or correction of the error and, at the time the individual learns of the error, the individual: (i) promptly notifies the other person of the error and that the individual did not intend to be bound by the electronic record received by the other person; (ii) takes reasonable steps, including steps which conform to the other person's reasonable instructions, to return to the other person or, if instructed by the other person, to destroy the consideration received, if any, as a result of the erroneous electronic record; and (iii) has not used or received any benefit or value from the consideration, if any, received from the other person. (3) If neither paragraph (1) nor paragraph (2) applies, the change or error has the effect provided by other law, including the law of mistake, and the parties' contract, if any. (4) Paragraphs (2) and (3) may not be varied by agreement. 
[bookmark: 0.1_Check99]☐ Record retention requirements [73-135-308/ 73 P.S. s 2260.308] – Record retention (a) Requirement. — Subject to subsection (b), if a law requires that a record be retained, the requirement is satisfied by retaining an electronic record of the information in the record which: (1) accurately reflects the information set forth in the record after it was first generated in its final form as an electronic record or otherwise; and (2) remains accessible for later reference. (b) Transmission information. — A requirement to retain a record in accordance with subsection (a) does not apply to any information the sole purpose of which is to enable the record to be sent, communicated or received. (c) Agents. — A person may satisfy subsection (a) by using the services of another person if the requirements of that subsection are satisfied. (d) Originals. — If a law requires a record to be presented or retained in its original form, or provides consequences if the record is not presented or retained in its original form, that law is satisfied by an electronic record retained in accordance with subsection (a). (e) Checks. — If a law requires retention of a check, that requirement is satisfied by retention of an electronic record of the information on the front and back of the check in accordance with subsection (a). (f) Evidence; audits. — A record retained as an electronic record in accordance with subsection (a) satisfies a law requiring a person to retain a record for evidentiary, audit or like purposes. (g) Governmental agencies. — This section does not preclude a governmental agency of this Commonwealth from specifying additional requirements for the retention of a record subject to the governmental agency's jurisdiction, including the requirement that a record be retained in a non-electronic form. 
[bookmark: 0.1_Check100]☐ Determining when records are sent and received [73-135-311/ 73 P.S. s 2260.311] – Determining when records are sent and received (a) Sending. — Unless otherwise agreed between the sender and the recipient, an electronic record is sent when it: (1) is addressed properly or otherwise directed properly to an information processing system that the recipient has designated or uses for the purpose of receiving electronic records or information of the type sent and from which the recipient is able to retrieve the electronic record; (2) is in a form capable of being processed by that system; and (3) enters an information processing system outside the control of the sender or of a person that sent the electronic record on behalf of the sender or enters a region of the information processing system designated or used by the recipient which is under the control of the recipient. (b) Receipt. — Unless otherwise agreed between a sender and the recipient, an electronic record is received when: (1) it enters an information processing system that the recipient has designated or uses for the purpose of receiving electronic records or information of the type sent and from which the recipient is able to retrieve the electronic record; and (2) it is in a form capable of being processed by that system. (c) Physical location. — Subsection (b) applies even if the place the information processing system is located is different from the place the electronic record is deemed to be received under subsection (d). (d) Place of business. — Unless otherwise expressly provided in the electronic record or agreed between the sender and the recipient, an electronic record is deemed to be sent from the sender's place of business and to be received at the recipient's place of business. For purposes of this subsection, the following rules apply: (1) If the sender or recipient has more than one place of business, the place of business of that person is the place having the closest relationship to the underlying transaction. (2) If the sender or the recipient does not have a place of business, the place of business is the sender's or recipient's residence, as the case may be. (e) Actual receipt. — An electronic record is received under subsection (b) even if no individual is aware of its receipt. (f) Contents. — Receipt of an electronic acknowledgment from an information processing system described in subsection (b) establishes that a record was received but by itself does not establish that the content sent corresponds to the content received. (g) Legal effect. — If a person is aware that an electronic record purportedly sent under subsection (a), or purportedly received under subsection (b), was not actually sent or received, the legal effect of the sending or receipt is determined by other applicable law. Except to the extent permitted by the other law, the requirements of this subsection may not be varied by agreement.         
[bookmark: OLE_LINK1]Actuarial Rate Filing:
§ 89.781.  Filing of rating schedule and supporting documentation. An issuer may 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 requirements and procedures prescribed by the Commissioner.
It is necessary to attach all proposed Rates and Rating Factor tables necessary to calculate an insured’s final rate under the “Rate/Rule Schedule” Tab of your SERFF filing. All other actuarial documentation must be included under the “Supporting Documentation” tab.  Note: It is necessary to include all factors necessary to calculate a final rate.
§ 89.780. Loss ratio standards - A Medicare Supplement policy form may 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 return to policyholders in the form of aggregate benefits, a percentage of the aggregate amount of premiums earned.  
The amount returned as benefits shall be equal to: (i) At least 65% of the aggregate amount of premiums earned in the case of individual policies. 

89.780 (c)(1)(i) – An issuer shall make premium adjustments as necessary to produce an expected loss ratio under the policy that will conform with minimum loss ratio standards for the Medicare supplement policies, and that will result in an expected loss ratio at least as great as that originally anticipated by the issuer for that policy.  A premium adjustment which would modify the loss ratio experience under the policy other than the adjustments provided in this section may not be made with respect to a policy at any time other than upon its renewal or anniversary date.  

It is necessary to provide at least a 10-years durational premium and claims projection for each form to demonstrate the present value anticipated lifetime loss ratio. This anticipated lifetime loss ratio will be the minimum standard for all future rate adjustment and compliance filings for this form.  


 31 s 89.778 – Open enrollment: An issuer may not discriminate in the pricing of a policy because of the health status, claims experience, receipt of health care or medical condition of an applicant in the case of an application for a policy that is submitted prior to or during the 6-month period beginning with the first day of the first month in which an individual enrolled for benefits under Medicare Part B.  Each Medicare supplement policy currently available from an issuer shall be made available to applicants who qualify under this section without regard to age. 

31 s 89.782  - Permitted compensation arrangements - a) An issuer or other entity may provide a commission or other compensation to a producer or other representative for the sale of a Medicare supplement policy or certificate only if the 1st-year commission or other 1st-year compensation is no more than 200% of the commission or other compensation paid for selling or servicing the policy or certificate in the 2nd year or period. (b) The commission or other compensation provided in subsequent (renewal) years shall be the same as that provided in the 2nd year or period and shall be provided for no fewer than 5 renewal years. (c) An issuer or other entity may not provide compensation to its producers or its other representatives and a producer may not receive compensation greater than the renewal compensation payable by the replacing issuer on renewal policies or certificates if an existing policy or certificate is replaced. (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 bonuses, gifts, prizes, awards and finders fees.
