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Dear Consumer:

The need for insurance is a fact of life in many situations.
Knowing how our insurance policies work, in addition

to having the correct type and amount of insurance, can
help us recover financially when we experience such
things as illnesses, car accidents, natural disasters or even

death. And since the insurance industry and insurance '
policies often change, it’s essential to be aware of new
developments.

The Florida Department of Financial Services publishes
a variety of consumer guides to help you with this

task. They include: Automobile Insurance, Health
Insurance, Small-Business Owners’ Insurance (the preceding guides are also available

in Spanish), Life Insurance and Annuities, Insuring Your Home, Health Maintenance
Organizations, Long-Term Care and Other Options for Seniors and Medicare
Supplement Insurance. Each guide contains basic information, definitions of common
terms and tips on selecting an insurance agent and company. Each guide also details your
rights and responsibilities as an insurance consumer. You can have any of our guides sent to
you by calling the Florida Department of Financial Services Consumer Helpline toll-free at

1-800-342-2762. They may also be downloaded from our Web site at www.fldfs.com.

If you have questions after reading this guide, please call our Consumer Helpline toll-free
at 1-800-342-2762. The hearing impaired may use a TDD to call 1-800-640-0886 (8 a.m.
until 5 p.m. Eastern). You may also contact the service office in your area (listed inside the
back cover of this guide).

Sincerely,
T
( O

Tom Gallagher
Chief Financial Officer
State of Florida
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Health Insurance

Nobody plans on getting sick or
injured. But life is full of unexpected
events that force us to seek medical
care. These include everything from a
common cold to a more prolonged illness
or injury. When these situations arise,
your best financial defense is to have
adequate health insurance.

Health insurance can help protect your
assets and pay medical expenses, but
selecting the policy to best meet your
needs can be challenging. This guide
explains the various types of policies
that are available, offers tips on
choosing a policy and provides
definitions for the numerous
health insurance terms you may
encounter. If you have any
questions after reading this
guide, please call the Florida
Department of Financial

Services Consumer Helpline
toll-free at 1-800-342-2762.




Traditional Versus Managed Care Coverage

Your first health insurance choice may be to decide between traditional health insurance and
a managed-care option. With traditional health insurance, you — the policyholder — select
a health care provider, such as a doctor or hospital. You may have to pay for services when
rendered and then submit the bill to the insurance company for reimbursement of the portion it
agreed to pay under the policy terms. Frequently, the provider will submit the bill directly to the
insurer and await payment.

The managed-care system combines the delivery and financing of health care services. This

limits your choice of doctors and hospitals. In return for this limited choice, however, you
usually pay less for medical care (i.e., doctor visits, prescriptions, surgery and other covered
benefits) than you would with traditional health insurance. The managed-care network
controls health care services.

Types of Managed Care
Health Maintenance Organizations (HMOs)

HMO members pay a monthly fixed dollar amount (similar to an insurance premium),
which gives them access to a wide range of health care services. In many cases, members
also pay a predetermined amount, or copayment, for each doctor or emergency room
visit and for prescription drugs, rather than paying the provider in full and obtaining
a portion of the reimbursement later. Recent legislative and regulatory changes have
provided HMOs with the opportunity to offer plans with deductibles and coinsurance
similar to PPOs (discussed below). HMO members often have little or no paperwork
to complete due to the elimination of reimbursement. They must use the HMO’s
network of providers, which may include the doctors, pharmacies and hospitals
under contract with that particular HMO.

You may obtain the free publication Health Maintenance Organizations: A Guide
for Consumers by calling the Consumer Helpline toll-free at
1-800-342-2762, or by downloading it from the DFS Web site at

www.fldfs.com.

Exclusive Provider Organizations (EPOs)
In an EPO arrangement, an insurance company contracts with hospitals
or specific providers. Insured members must use the contracted hospitals
or providers to receive benefits by these plans.

Preferred Provider Organizations (PPOs)
A PPO offers another kind of provider network to meet the
health care needs of consumers. A traditional insurance carrier
provides the health benefits. An insurer contracts with a group of
health care providers to control the cost of providing benefits to
consumers. These providers charge lower-than-usual fees because
they require prompt payment and serve a greater number of
patients. Consumers usually choose who will provide their health
services, but pay less in coinsurance with a preferred provider
than with a non-preferred provider.



Point-of-Service Plans

These plans may be called by a variety of
names and have various features. They
combine some aspects of traditional medical
expense insurance plans and other aspects

of HMOs and PPOs. In a POS plan, insured
members may choose, at the point of service,
whether to receive care from a physician
within the plan’s network or to go out of the
network for services. The POS plan provides
less coverage for health care expenses provided
outside the network than for expenses incurred
within the network. Also, the POS plan will
usually require you to pay deductibles and
coinsurance costs for medical care received out
of network.

Types of Traditional Care
Basic medical insurance
(hospital/medical/surgical)
Hospital insurance usually pays a
portion of your room and board.
[t may also pay some expenses
for other hospital services, such L
as operating room use, laboratory \
tests and X-rays. Medical/surgical
insurance helps pay for surgical
and related costs (either in the
hospital or doctor’s office), and
may pay for anesthesiology. It may
also pay doctor fees for medical
visits when you receive hospital
care other than surgery.

Al

Payments for surgical expenses are
usually fixed amounts based on a
surgical fee schedule. Insurance companies use
fee schedules to determine the average cost of
a procedure according to usual, customary and
reasonable charges.

e Usual refers to the fee a doctor most
frequently charges for a procedure.

e Customary involves the range of usual
fees charged by doctors of the same
specialty in a given geographic area for a
specific procedure.

e Reasonable applies to a fee that differs
from the “usual or customary” charges
because of unusual circumstances.

The procedure may involve medical
complications that require additional time,
skill and expertise. This provision limits
the amount the insurance company will
pay under your policy. If possible, check
what your insurer will pay prior to the
delivery of medical services subject to a
usual, customary or reasonable rate.

Basic medical insurance policies offer
consumers differing benefits for room and
board, physician, surgical and miscellaneous
expenses. You should carefully check to see if
policies offer equal benefits when comparing
premium rates.

Major medical insurance
These policies provide protection
against the high costs of
hospitalization, injuries and serious
or ongoing illnesses. Other possible
P coverages include the costs of
4 blood transfusions, drugs and out-
of-hospital costs, such as doctor
visits. Most group health policies
fall under the category of major
medical policies. This category
also includes the basic and
standard plans issued under
small group health access
coverage (see “Group Plans”).
caly Major medical policies cost
extra and provide more benefits
than basic policies. A major medical policy
normally pays 80 percent of covered expenses,
after you pay the deductible. Insurance
companies use fee schedules to determine the
average cost of a procedure; however, this cost
may differ from the actual charge you receive.
Many PPO plans stipulate that the provider
may not charge for the actual cost in excess of
the usual and customary amount.

Maximum out-of-pocket limits restrict the
amount of coinsurance you pay. Not all
policies include such limits, but those that do
pay 100 percent of remaining covered expenses
after you pay a stated amount of coinsurance.



Types of Major Medical Coverage

Group Plans

Fulfilling your insurance needs may prove relatively simple if your employer offers a group plan or
a choice of plans. Group plans cover several people or groups under one policy. You will receive
a certificate that acts as your policy when you obtain insurance through a group plan. Most group
policies are suitable for the average person and may include provisions to cover family members.

Businesses with one to 50 employees have access to guaranteed-issue group plans, often referred to
as small group health coverage. Guaranteed-issue coverage for a one-life group (a self-employed
individual with no eligible employees) is only available during the month of August annually, with
the policy being effective on October 1. These plans are available to small-business employers
regardless of the health claims experience of an employee group or the health status of an
employee. Insurance companies and HMOs that offer small group coverage must offer employers
the option of purchasing a basic or standard plan. Most insurers or HMOs offer other health-
benefit plans in addition to the basic and standard plans.

For more information on small group basic and standard plans and the Small Group Health

Access Act, you may request a free copy of the guide Small-Business Owners’ Insurance by
calling the Consumer Helpline toll-free at 1-800-342-2762, or you may download it from the
DES Web site at www.fldfs.com.

Individual Plans

Individual plans cover one person or all members of a family under one policy. Usually,
people buy individual plans because they lack access to employer-based group policies
or want to supplement these policies. Others use individual health policies during
periods of unemployment when they lack coverage under group policies, or because
they want to supplement Medicare benefits. If you buy an individual policy, you
may take 10 days from the date you receive the policy to decide whether to keep
or cancel it. For a full refund, you must return the policy to the company within
the allowed time. If you reject the policy, you should return it by registered or
certified mail. This may help you to avoid a potential dispute with a particular
insurer.

Out-of-State Association-Based Coverage
An insurance company that markets health coverage to members of an
association must be licensed by the state of Florida to sell such coverage to
members who are state residents. However, if the association is located in
a state other than Florida, the coverage offered to members will likely be
governed by the laws of that state—not Florida. This means that many
of the Florida consumer protection laws will not apply to this coverage—
most notably rate approval requirements. While this “out-of-state
association” type of coverage may appear affordable in the beginning,
the absence of laws protecting the consumer from renewal rate abuses
may become more apparent in future years.



This would become an issue should you develop a chronic health condition and are unable

to medically qualify again for a more affordable policy. The decision to purchase out-of-state
association coverage must be carefully considered in light of personal circumstances, with an
emphasis on how long one anticipates needing the coverage and other options for coverage should
it become unaffordable. In general, the longer one will need the coverage, the more important it
becomes to consider coverage that is governed by all of Florida’s consumer protections laws—not just
some of them.

The forms and the rates charged are not approved in Florida. When your coverage terminates,
you are eligible for a guaranteed-issue conversion policy. Your coverage document should contain
information about this conversion option.

Consumer Alert

By statute, applications for medical coverage not governed by Florida law must contain a
disclosure statement in contrasting color near the signature block declaring what state governs
the coverage and the ramifications of not purchasing coverage governed by Florida’s consumer
protections. Furthermore, certificates issued under a policy approved by another state must
contain the following statement, generally found on the front page: “The benefits of the policy
providing your coverage are governed primarily by the laws of a state other than Florida.” These
disclosures should prompt you to ask further questions about the laws governing this coverage
and the resulting suitability of this coverage for your needs.

In addition to major medical plans, there are
self-insured plans

Traditional health insurance and managed-care plans form major parts of the American health
care system. However, employers may select another alternative to cover health expenses and
meet employees’ needs. This is known as a single-employer plan.

Single-employer plans

These plans fall under the guidelines of the federal
Employee Retirement Income Security Act (ERISA).
Employers establish these plans to provide health care
and/or other employment benefits to employees, their
families and dependents. An insurance carrier may fully
insure a plan of this type or the employer may opt for self-
insurance.

Employers participating in a self-insured plan assume the
financial risks involved, rather than transferring this risk
to an insurance carrier. The employer pays for claims filed
by employees covered by the plan. Your employer might
hire an insurance company to administer the plan, but this
company does not take responsibility for paying claims.
The Florida Department of Financial Services does

not regulate self-insured, single-employer plans. In
addition, the Florida Guaranty Fund, which pays losses to
policyholders when certain insurance companies become
insolvent, does not cover such plans.




An insurance company’s name or logo may appear on the forms and paperwork you receive from
your single-employer, but this should not fool you. Many of these plans hire an insurance company to
handle paperwork. The insurance company acts as a third-party administrator, but does not assume
any legal obligation to pay claims.

You should determine whether your coverage comes from a self-insured plan. An insurance company
may appear to underwrite a plan without actually doing so. You should also check the history of the
group offering the plan, and talk to current members to see if they have experienced any trouble
getting claims paid.

Facts to consider

Group and individual health insurance plans usually offer coverage for family members. Family
policies generally pay benefits for your spouse and your dependent children up to the age specified in
the policy. However, your insurance company cannot terminate coverage for dependent children who
lack other means of support due to mental or physical handicaps. Both group and individual plans
may include several kinds of coverage, such as “hospital,” “medical/surgical” and “major medical.”

Other Health-Related Policies

Supplemental health insurance
These policies provide coverage beyond, or in addition to, what your basic policy
provides. You should use these policies as supplements, rather than substitutes, for basic
medical insurance. Some policies include elimination periods, which means companies
will pay benefits only after you stay in the hospital for a specified number of days.

Hospital confinement indemnity insurance
These policies pay a fixed amount or indemnity for each day, week or month you stay in a
hospital. Such policies pay a flat amount for benefits.

Disability income insurance

These policies pay a weekly or monthly income for a specific

period if you suffer a disability and cannot continue or

obtain work. The disability may involve sickness, injury or

a combination of the two. Most disability insurance plans
coordinate with Social Security benefits and workers’
compensation to eliminate duplication of coverage.

You may select a disability policy that includes an
elimination period, or length of time that you must wait
after a covered illness begins, before receiving benefits.

The longer the elimination period, the lower your
premium. Premiums may also vary depending upon your
occupation (and the risks involved) and your age. For

example, a high-rise construction worker would likely
pay higher premiums than a florist.

When buying a disability policy, you should find
out the company’s definition of a disability and
the requirements that must be met. Individual




and group disability income policies must
provide coverage for a policyholder or eligible
dependent who becomes disabled. This
coverage applies during the first 12 months
of the disability, but only if the person can

no longer perform material and substantial
duties of his or her occupation. After the

first 12 months, the company may base the
continuance of benefits on the person’s ability
to perform any work for which he or she is
reasonably trained.

An insurance company paying for a disability
claim may require the policyholder to provide
a written doctor’s report. The frequency of
this requirement depends upon the particular
policy. For example, a given insurer may
require such medical updates every month.

In addition, the insurer may monitor certain
public activities by policyholders who file
claims. Insurers may do so to fight fraud and
keep insurance costs down.

Accident insurance

These policies cover death, disability, hospital
and medical care resulting from an accident.
A common variation called “accidental

death insurance” can pay additional benefits
for death due to motor vehicle or at-home
accidents.

Limited benefit insurance

These policies cover certain expenses from
specifically named illnesses, injuries or
circumstances. For example, cancer policies
pay benefits for the actual treatment of cancer.
Some also pay benefits for conditions or
diseases caused or aggravated by cancer or its
treatment.

Long-term care insurance

Long-term care encompasses a wide range

of medical, personal and social services. A
person may need this care if they suffer from
prolonged illnesses, disabilities or cognitive
impairment. Private insurance companies
offer individual or group long-term care
insurance policies that provide benefits for a
variety of services not covered by your regular
health insurance, or by Medicare or Medicare
supplement insurance.

Home health care policy

This type of policy covers services prescribed
by a physician and from a Medicare-certified
or state-licensed home health care service. The
care must help with activities of daily living or
the supervision or protection of a patient with
cognitive impairment (such as Alzheimer’s
disease or senility). Some policies offering
nursing home coverage automatically offer
home health care as well. Some companies
offer home health care as an option or rider

to a long-term care policy. A few companies
offer policies covering only home health care.
You may obtain more information about policy
options from your agent.

Nursing home care policy

This limited-benefit insurance policy offers
an alternative for some people and covers
either one level or several levels of care. In
Florida, the levels of care include custodial,
intermediate and skilled (defined in the
Glossary). Cognitive impairment or the
inability to perform one or more of the
activities of daily living will activate the
benefit trigger of this care.

You may obtain the free guide Long-Term Care
and Other Options for Seniors by calling the
Consumer Helpline toll-free at
1-800-342-2762, or by downloading it from the
DES Web site at www.fldfs.com.

For definitions of deductible, coinsurance and
copayment, see the Glossary in the back of this
guide.



Health Savings Accounts

Health Savings Accounts (HSAs) are new tax-free savings plans that Floridians can take
advantage of to pay for qualified medical expenses. This program allows consumers to deposit pre-
tax dollars into their HSA up to the level of their deductible. HSAs must be used in conjunction

with a high-deductible health plan. To qualify, the health plan must have a minimum deductible
of $1,000 (up to $2,650) for an individual policy and $2,000 (up to $5,150) for a family policy.
The insurance premium is paid for outside of the HSA. For a list of companies offering qualifying
insurance policies, please call the Department or visit our Web site at www.fldfs.com. For more
information on HSAs, please visit www.treas.gov, www.saveforyourhealth.com, or e-mail your
questions to the U.S. Department of Treasury at HSAInfo@do.treas.gov.

Continuation of Coverage
COBRA

The Federal Consolidated Omnibus Budget Reconciliation Act (COBRA) allows retiring

employees, or those who lose coverage due to quitting a job or reduced work hours, to continue

group coverage for a limited period of time. This also applies to their dependents who lose
coverage because of divorce or legal separation; death of the covered employee; the covered
employee qualifying for Medicare; or a loss of dependent status under the health plan’s
provisions. COBRA applies only to employers with 20 or more employees.

If you qualify for COBRA benefits, your health-plan administrator must give you a notice
stating your right to choose to continue benefits provided by the plan. You then have
60 days to accept coverage or lose all rights to the benefits. Once you select COBRA
coverage, you may have to pay 100 percent of the total insurance cost, plus a two percent
processing fee. To obtain a free publication that explains COBRA in more detail,
call the Employee Benefits Security Administration at 1-866-275-7922, or write:
Employee Benefits Security Administration, Miami District Office, 8040 Peters Road,
Plantation, FL 33324.

Mini-COBRA

Florida’s mini-COBRA law provides similar continuation of coverage protection
for employees who work for employers with fewer than 20 employees.

Note: Under Florida’s mini-COBRA law, the employee must notify the
insurer within 30 days of losing group eligibility that he or she is eligible to
continue coverage.

Qualifying for COBRA and
Mini-COBRA

Continuation of coverage runs from a minimum of 18 months to a
maximum of 36 months, depending upon the individual situation. The
coverage may continue for an additional 11 months for an insured’s

disability that occurs during a qualifying event such as termination



(except for gross misconduct) or a reduction in work hours for the employee; however, it cannot
exceed the limit of 36 months. Other qualifying events may include:

e a beneficiary loses coverage due to the employee’s death;

e a divorce or legal separation of the employee and a spouse;

e the employee’s qualification for Medicare; and
e a dependent child’s loss of status under the health plan’s provisions.

In addition, Florida law gives you the option of converting your policy to an individual plan if
you leave the group. If you terminate employment, get divorced, or reach age 25 and no longer
qualify under a parent’s group plan, you may convert your group policy to an individual policy. A
conversion policy usually costs more than a group policy. It may provide fewer benefits, but you

don’t need a physical exam to qualify for coverage.

Health Insurance Portability and
Accountability Act (HIPAA)

Federal provisions referred to as the Health Insurance Portability and Accountability Act,
and various Florida laws implementing this act, govern many important health insurance
continuation situations. Whenever you have a question concerning your health care coverage
circumstances when your coverage is terminated, you lose health care benefits when your
employment or COBRA ends, or your coverage changes because of a change in carriers or a
change in your job, you may find yourself in a situation where HIPAA protections apply.

If you have any questions regarding your health insurance, you may call the Consumer Helpline
toll-free at 1-800-342-2762 to discuss your options under HIPAA and state law.

Portability

One of the most important HIPAA protections involves credit for prior coverage, often referred
to as portability. HIPAA requires that time spent under previous coverage reduces any waiting
period for a pre-existing condition under a new group plan you join. The law also limits

these waiting periods to 12 months for a new employee joining the plan or 18 months if an
employee decides to join the plan at a later date. (However, a pregnant woman who changes
jobs and joins a new plan with two to 50 employees does not have to fulfill a waiting period
before the health plan must pay for health care services associated with the pregnancy.)

Your insurance company will issue a “certificate of previous coverage,” which is your proof

of prior coverage and is required to be issued to you when your coverage terminates. This

certificate will include a statement of how long you and any dependents were insured. It
will also explain to your new employer or company the range of benefits and coverage

you had under that plan or policy.
You may have had health plan benefits for the most recent 12 months from either a

group plan or an individual insurance policy. In either case, your previous coverage
will generally reduce any waiting period for a pre-existing condition if you apply

for a new group plan within 63 days.

Please note: The waiting period a new employee experiences before they are
eligible for benefits is not included in the calculation of the 63 days.



“Guaranteed-issue”
individual health insurance
policies

Normally, people seeking individual medical
coverage submit to medical underwriting to
determine if they are sufficiently healthy to
qualify for coverage. However, under certain
circumstances, individuals may qualify for
guaranteed-issue health policies by virtue

of HIPAA and state law, meaning that the
coverage must be issued regardless of the
applicant’s health status.

Who qualifies for a

“guaranteed-issue” policy?
There are important requirements that
determine whether you qualify for a guaranteed-
issue, individual health insurance policy:

® You previously held membership under an
employer group health, governmental or
church plan, and no longer qualify for that
plan or any other group plan;

® You exhausted any available COBRA or

similar continuation of coverage periods;

¢ You have had 18 months of coverage with
no “break in coverage” for a period greater
than 63 days in which you lacked group or
COBRA insurance; or

® You were issued individual medical
coverage in Florida because your insurer
withdrew from your area and you lost
coverage, or you moved to another county
in Florida where your current medical plan
is no longer applicable.

What do I qualify for?

If your prior group coverage was an insured
medical plan governed by Florida law, you
qualify for a choice of plans that “convert” you to
individual coverage, called a “conversion” plan.

If your prior group coverage was through a self-
insured group plan, or from an employer group
insurance plan governed by the laws of another

state, or you lost your individual coverage as
mentioned above, then you are entitled to apply
to receive a guaranteed-issue individual plan
from any carrier marketing to individuals in the
state. Such a carrier must offer you the two most
popular products it is currently offering.

An exception applies when the administrator
of a self-insured group health plan offers a
conversion option that complies with Florida
law. In this case, you will not qualify for any
other guaranteed-issue plan except for a choice
between the conversion options above.

Guaranteed-issue individual policies

include the following protections:
Credit for prior coverage

If you have 18 months of previous coverage
without a break of 63 days or greater, you will
not have a pre-existing condition waiting
period for your individual policy to begin. Your
previous coverage acts as a “credit” against

the longest of such periods (24 months) that
an insurer may require for a guaranteed-issue
policy. Any previous coverage of your spouse or
dependents also acts as a credit.

Coverage for a pre-existing condition

The policy may not completely exclude
coverage for pre-existing conditions for you,
your spouse or dependents by issuing a rider to
the policy.

Coverage for a newborn or newly adopted child
If your child was born or adopted within the
last 18 months, the child does not have to
meet a “prior coverage” requirement. The
child qualifies for benefits as soon as the policy
begins.

The Florida Department of Financial Services
is ready to help you understand your HIPAA
or health care continuation questions. If you
or your insurance agent has a question, call the
Consumer Helpline toll-free at
1-800-342-2762. You may also call the
Helpline to find out if a company sells
individual health insurance in Florida.



Things to Consider when Comparing
Health Care Options

Choosing a health care plan is an important decision. A health care plan provides financial
protection from the costs of an unforeseen event or condition. You should make sure that

the company that you are purchasing coverage from, as well as the agent, are licensed. Your
financial needs and your ability to absorb routine costs will affect the type of policy you
purchase. Purchasing a policy that provides for first dollar protection is very expensive. You
need to evaluate your financial needs and decide what level of costs you are able to handle and
for what level of costs you need to purchase financial protection. The greater the cost sharing
between you and the company, the lower the premium cost will be to you. If you purchase
coverage at a lower premium, but the policy will not pay costs until a certain dollar value is

reached, you need to be able to meet this cost responsibility. Consider the following features
when comparing health care options.

What will you pay out-of-pocket?

Premium — This is the monthly or annual amount you pay for your insurance policy.

Maximum out-of-pocket — This is a provision that limits the amount you pay out-of-pocket
for covered claims.

UCR (usual, customary and reasonable) — This is the amount of a claim that the
policy will reimburse based on an average range of fees for given procedures, geographic
areas, etc. Often, the provision will limit the amount the company will pay, so be
aware of UCR provisions. This is an important feature that should be considered.
Two otherwise identical policies could provide substantial reimbursement

differences based on how the company defines UCR. This is not consistent
between carriers.

You will also be responsible for the deductible, coinsurance and/or copayment.
For definitions, see the Glossary in the back of this guide.

What provisions might affect your coverage?
Coordination of benefits — With this provision, you will not receive
more benefits than your actual hospital and medical expenses, even

though you may obtain another policy. A husband and wife with family

coverage under separate group policies can’t collect for the same claim
twice, even if they paid two premiums.

Renewal and premium increases — This provision determines

the cases when your insurance company can renew your policy or
increase your premiums.

Conwersion privileges — This provision allows you to convert
coverage to a different insurance plan when you lose eligibility,
without a medical exam to prove good health.



Questions and Answers About Premiums
o 4

Why do companies raise
premiums?

Insurance companies often raise premiums when the cost
of claims they must pay increases.

Medical-cost inflation, a major factor that contributes
to premium increases, measures the increased cost of a
particular procedure each year.

Medical utilization, or the number of times doctors perform
a procedure each year, also causes premium increases.

Cost shifting occurs when hospitals raise their rates for
services to offset the cost of caring for nonpaying or indigent
patients. In addition, new technologies, tests and medical
malpractice claims can contribute to cost shifting and
increase the cost of health insurance.

What do your premiums pay for?
Premiums help pay policyholders’ claims and other expenses, such as agent commissions,
premium taxes and administrative expenses.

How do insurance companies determine premiums?

An insurance company considers many factors when setting premiums, such as:

e medical-care costs,
® coverage,
e age of the policyholder (both current age and the age at which the policy was
issued),
e gender,
e lifestyle habits (such as smoking),
® geographic area and
* riders purchased.

One example from the last category, called a waiver-of-premium rider,
would require you to pay higher monthly premiums if selected. In return,
the company would pay your premium if you became sick and couldn’t

pay it.



Renewable Conditions and Premium Increases

Conditions for renewals and premium increases vary from policy to policy; ask your
insurance agent or company representative about the conditions of the policy under

consideration. You should also know these key terms:

Conditionally renewable
Under this condition, an insurance company may renew a policy until the policyholder reaches
a certain age. The company may decline renewal or increase premiums under specified contract
conditions. For example, a company may decline the renewal of your policy because of a career
change. Most companies decline renewals for reasons other than a policyholder’s failing health.

Guaranteed renewable
This means a company must renew a policy for a specific period. Companies must raise

premiums consistently for all insureds in the same class.

Noncancelable
Under this condition, an insurance company can’t cancel your policy or increase your premium if you
pay on time.

Optionally renewable
This means an insurance company may cancel a policy at the end of the contract period for any

reason, and increase premiums at any time.

Short term, nonrenewable
This means that you can’t renew your policy at the end of the policy term. Premiums
remain constant for the policy period, which usually lasts a few months.

Under Florida law, your company must give you a 45-day notice, in writing, of
cancellation, nonrenewal or premium change; HMOs must provide notice within 30
days. However, your company must only provide a 10-day notice, in writing, for a
cancellation due to your failure to pay premiums. The law exempts a health insurer

from written notice of cancellation for a policy in which a licensed agent collects the
premium, or which you pay monthly. This could create a problem, particularly if you

pay your premiums through an automatic withdrawal system at your bank or other

financial institution. In such cases, you should carefully monitor your account to

help make sure your insurance coverage remains in effect.



Consumer Tips

e Take your application for coverage seriously, and answer the health questions thoroughly—
an insurance company may refuse to pay your claim or cancel your policy due to an
incorrect or incomplete application.

e Watch out for “telemarketing fraud,” or high-pressure schemes in which a telephone
caller may try to sell you unnecessary or unwanted insurance. Such a caller may use
deceptive tactics, such as asking you to pay premiums in cash for a “last chance” offer. Ask
for written policy information and thoroughly research the insurance agent and company
credentials. If you suspect this type of crime has occurred, you may call our Fraud Hotline
toll-free at 1-800-378-0445, or the Florida Department of Agriculture and Consumer
Services at 1-800-HELP-FLA (1-800-435-7352). For a nominal fee, the Department
of Agriculture and Consumer Services can add you to a list that telemarketers are
forbidden to call. You can also register with the National Do Not Call Registry by visiting
www.donotcall.gov or by calling 1-888-382-1222.

e Contact your policy administrator if you want to convert from group to individual
coverage because of divorce, age restrictions, etc.

® Your company must notify you in writing at least 45 days before canceling or not
renewing your contract, or changing your premiums. HMOs must provide notice in 30
days. You may contact the Consumer Helpline toll-free at 1-800-342-2762 if you do not
receive such notification.

® You are entitled to a “free look” period of 10 days when you purchase an individual health
insurance policy. You should return the policy by registered or certified mail within the
allowed time if you decide not to keep it.

® You are entitled to a “grace period,” which is a specified time frame when you can
submit an overdue payment and still maintain coverage under your policy.

® Ask your agent if the coverage involves an out-of-state policyj; if so, you should make
sure it contains all the coverage you need before you buy it. Read everything carefully. If
your document says it is a “certificate,” you may have an out-of-state policy.

® Before buying additional policies, it pays to understand how your current coverage
will work with another policy. Do not overinsure—you cannot collect on the same
claim twice.

® Maintain continuous coverage by not canceling your old policy until you are
certain that your new company has accepted your application. Some companies
do not begin coverage until they approve your application and notify you.

¢ Pay your premiums, even if a dispute arises with your company. Otherwise, it may
cancel your policy for nonpayment of premiums.



What about coverage for “alternative” therapies?

Due to increasing consumer interest, some health insurance companies and health maintenance
organizations now offer coverage for “alternative” medicine and therapies, such as herbal
supplements, acupuncture, massage, etc. In some cases, alternative treatments cost less than
conventional approaches. However, widespread coverage for alternative medicines will probably
not occur until medical experts can conduct long-term studies and additional research. The
existing coverage generally involves limited reimbursement and other restrictions.

Filing Claims

Florida law standardizes the claim forms used for
health insurance. Many doctors and hospitals keep
claim forms on hand and will file them for you. The
following guidelines can help speed up the claims
process.

e Inform your insurance company about a claim in
writing within 20 days of the accident or illness. You
must file your claim within 90 days.

e Contact your agent if you need help filing your
claim. You should fill out all claim forms accurately
and completely; attach copies of bills when
requested, and keep your originals. Have your doctor
and hospital representative complete (and sign, if
necessary) their sections of the form right away.

e Keep copies of everything you send the
company or the company sends to you, including
a record of the date you filed the claim.

Please note: Your company should pay a claim
promptly after it receives a completed claim
form. The company should also provide
an explanation for a partial payment or a
rejected claim.

For more information, contact
your insurance company or HMO
representative, or your employer’s
human resources office. You should
also seek competent medical
advice from your doctor and other
health care professionals.



How to Select an Insurance Agent

[t is important to remember that most agents are reputable professionals. Insurance agents
must take classes and pass certain tests to become licensed. In addition to required exams,
some agents choose to take further courses. These courses are optional and provide the agent
with additional training in various areas of insurance. They can also lead to professional
insurance designations. Some designations an agent can have include:

CEBS.......... Certified Employee Benefits Specialist
CFP............ Certified Financial Planner
ChFC.......... Chartered Financial Consultant
CIC ... Certified Insurance Counselor
CLU............ Chartered Life Underwriter
CPCU

......... Chartered Property and Casualty Underwriter
LUTCE...... Life Underwriting Training Council Fellow
RHU ........... Registered Health Underwriter

When selecting an agent, choose one who is licensed to sell insurance in Florida. Also,
choose an agent with whom you feel comfortable and who will be available to answer your

questions. Remember: An agent may represent more than one company. To verify whether
an agent is licensed, call the Consumer Helpline toll-free at 1-800-342-2762.

How to Select an Insurance Company

As with any major purchase, it is a good idea to shop around to ensure you are
getting the most for your money. When selecting an insurance company, it is
wise to check on a company’s rating. Several organizations publish insurance
company ratings, available in your local library and on the Web. These
organizations include: A.M. Best Company, Standard & Poor’s, Weiss Ratings
Inc., Moody’s Investors Service and Duff & Phelps. Companies are rated on a

number of elements, such as financial data (including assets and liabilities),
management operations and the company’s history.

Before purchasing insurance, it is important to verify whether a
company is an authorized insurer in Florida. In most circumstances,
benefits would be guaranteed through the Florida Insurance Guaranty
Association (FIGA) and the Florida Life and Health Insurance
Guaranty Association (FLHIGA). If you buy from an unauthorized
company, you will not be protected by the many Florida laws and
rules that regulate the way a company does business.

® FIGA pays the claims of property and casualty authorized
insurers if the companies become insolvent and cannot pay.

® FLHIGA pays the claims of life and health authorized insurers
if the companies become insolvent and cannot pay. Call the DFS
service office in your area or the Consumer Helpline toll-free at

1-800-342-2762 for more information.



Medical Privacy and the Medical

Information Bureau

The Medical Information Bureau (MIB) is a data bank

of medical and nonmedical information on nearly 15
million Americans. Are you one of them? You may be if
you have ever applied for health insurance from any of the
MIB’s 800 insurance company members. The companies
send the MIB any information you have written on any
applications, enrollment forms, or requests for upgrading
coverage for health, life or disability insurance. The MIB
also records information from medical exams, blood and lab
tests, and hospital reports when such information is legally

obtainable.

If you have been denied insurance, and you wonder why,
your file at the MIB may be the answer. Although the
MIB’s database seems like an invasion of your privacy,
it prevents fraud and abuse of the nation’s private
insurance system. However, you have the right to make
sure the information in your MIB file is correct. Call
the MIB and ask for a copy of your records at (617)
426-3660, or access its Web site at www.mib.com.

Now that you know about the MIB, you understand
why it is important to provide truthful information
on any insurance application. If the MIB spots
false information, your insurer may cancel your
policy. Even worse, you may never be issued

another policy.



Your Rights and Responsibilities

When you buy insurance, you have certain rights and responsibilities.

Your Rights
You have the right to receive a copy of the insurance policy or certificate governing your
coverage.

You have the right to receive copies of all forms and applications signed by you or the agent.

You have the right to appeal any denied claims.

Your Responsibilities
You are responsible for reading and understanding your insurance policy.

You are responsible for reading and understanding any “explanation of benefits” forms
sent by your insurance company. These forms usually state: “This is not a bill.” However,
you should still closely study them to make sure you actually received the medical services that

your insurance company was billed for.

You are responsible for reporting suspected fraud to the Department of Financial Services. If you
suspect a crime has occurred, call our Fraud Hotline toll-free at 1-800-378-0445.

You are responsible for making sure your application is accurately completed. This includes
information on pre-existing conditions. If you make a fraudulent or unintentional misstatement
on your application, the company may cancel your policy or refuse to pay a claim.

You are responsible for knowing what your policy covers and excludes.

You are responsible for paying your premiums, even while involved in a dispute with
your company.

You are responsible for paying the deductibles outlined in your policy.
You are responsible for verifying licenses of an insurance agent and company by calling the

Consumer Helpline toll-free at 1-800-342-2762.

Remember, a business card is not a license!



Insurance Discrimination Against
Victims of Abuse

Florida has adopted laws to protect victims of abuse from discrimination. Florida law (Section
626.9541) provides that it is illegal for insurers to use information that someone has sought, or
should have sought, treatment, protection or shelter in the past for abuse, or that abuse might
occur in the future as a result of an assault, battery or sexual assault by a family or household
member. Insurers cannot:

® Base a decision to underwrite a policy;

e Refuse to issue, reissue or renew a policy;
e Refuse to pay a claim;

® Cancel or otherwise terminate a policy; or
¢ [ncrease rates

based on a person’s status as a victim, or potential victim, of abuse.

Abuse is broadly defined to mirror the definition of domestic violence in Section 741.28. These
laws protect all Floridians from discriminatory actions by health, life, disability, property and
casualty, or automobile insurers, as well as managed care providers.

Steps to Take! -
e [f you are a victim of domestic violence or abuse and
you are denied insurance, if your rates are raised, or if
the insurer refuses to pay a claim, demand in writing
that the insurer explain in writing why it took this
action.

e Call the Florida Domestic Violence Hotline at
1-800-500-1119. You may also call your local certified
domestic violence center and ask to speak with an

advocate, or call the Battered Women’s Justice Project
at 1-800-903-0111.

e Find out if information about your medical history is
in the MIB, and request a report to see if it mentions
abuse or any abuse-related matters. The report is free
if you have a letter from an insurance company saying
it used MIB information to make a decision about
you. [Medical Information Bureau, (617) 426-3660;
P.O. Box 105, Essex Station, Boston, MA 02112;
fvww.mib.con]

e File an appeal with the insurer, as described in your policy.

e Call the Consumer Helpline toll-free at 1-800-342-2762, or go to the Department’s Web site
at rww fldfs.con).


http://www.mib.com
http://www.fldfs.com

CHART A: Mandated
Health Insurance and HMO
Benefits

The term “mandatory health
insurance benefits” is subject to
different interpretations. Broadly
interpreted to include any coverage
requirement, mandatory benefits
include: (1) required policy
benefits; (2) required offer of
benefits; (3) required payment
to a class of providers; and (4)
required coverage of insureds
and other underwriting
restrictions. Florida has
currently mandated health
benefits for each of the
categories in the chart on
the following pages.




Coverage
Required

CHART A: Mandated Health Insurance and HMO Benefits

Summary

Acupuncturists If a policy provides coverage for acupuncture, the policy must cover the services of
an acupuncturist certified pursuant to Chapter 457 under the same conditions that
apply to services of a licensed physician.

Ambulatory A policy must provide coverage for any service performed in an ambulatory surgical

Surgical Centers

center, as defined in S. 395.002, if such service would have been covered as an
eligible inpatient service.

Birthing Centers
and Nurse
Midwives

A policy or HMO contract that provides coverage for maternity care must cover the
services of certified nurse midwives and midwives licensed under Chapter 467, and
birth centers licensed under SS. 383.30-383.335.

Bone Marrow
Transplants

The policy may not exclude coverage for bone marrow transplant procedures
recommended by referring and treating physicians under a policy exclusion for
experimental or investigative procedures if the particular use of the procedure

is determined to be accepted within the appropriate oncological specialty and
not experimental pursuant to rules adopted by the Agency for Health Care
Administration, based on the recommendations of an advisory panel. Procedures
must include costs associated with the donor-patient.

Cancer Drugs

If a policy covers the treatment of cancer, an insurer may not exclude coverage for
any prescribed drug on the ground that the drug is not approved by the U.S. Food
and Drug Administration, if that drug is recognized for treatment of that indication
in a standard reference compendium or recommended in the medical literature,
unless the FDA has determined that the use of the drug is contraindicated or has not
otherwise approved the drug for any indication.

Child Health Policy benefits for children must include coverage for child health supervision
Supervision services from birth to age 16 and be exempt from any deductible. Services include
Services physical examinations, developmental assessment and anticipatory guidance, and
immunizations and laboratory tests, consistent with the Recommendations for
Preventive Pediatric Health Care of the American Academy of Pediatrics.
Children: Benefits applicable to children apply to an adopted child and foster child from the
Adopted and moment of placement in the residence. Coverage begins at the moment of birth if a
Foster Children | prior written agreement to adopt the child has been executed. The policy may not
exclude coverage for any pre-existing condition except in the case of a foster child.
For HMOs and small group policies, only the benefits applicable to adopted children
apply.
Children: Policies covering children must continue to provide coverage beyond the age
Handicapped limit for dependent children as long as the child continues to be incapable of self-
sustaining employment due to mental retardation or physical handicap, and is
chiefly dependent on the policyholder or subscriber for support.
Children: Policies covering a family member of the insured must provide coverage for a
Newborn newborn child from the moment of birth. The policy must also cover the newborn
Coverage child of a covered family member (son or daughter), which coverage terminates 18

months after birth.




Individual Health Group Health HMO Contracts Out-of-State Standard & Basic

Policies Policies and Small and Group Street Groups (HMO & Ins.)
Group Street Plans Plans
required required not required not required not required
required required not required not required required
required required required required required
required required required not required required
required required not required not required not required
required required required required required
required required required not required required
required required required not required required
required required required required required

*Please Note: This is a standardized policy form, and the benefit is included in the standardized form, but it is
not required by law.



CHART A: Mandated Health Insurance and HMO Benefits

Coverage Summary
Required

10. | Children: Group health insurance policies that insure dependent children must continue
Dependent coverage at least until the end of the calendar year in which the child reaches age 25
Coverage to Age | if the child is dependent upon the policyholder or certificateholder for support and
25 the child is either living in the household of the certificateholder or is a full-time or

part-time student.

11. | Chiropractors A health insurance policy must be construed to include payment to a chiropractic
physician who provides covered benefits or procedures within the scope of his or her
license. (Not applicable to HMOs.)

12. | Cleft Lip/Palate | Policy benefits for a child under age 18 must include treatment of cleft lip and cleft

for Children palate, including medical, dental, speech therapy, audiology and nutrition services if
prescribed by the treating physician or surgeon and certified as medically necessary.

13. | Continuation of | Group policies covering fewer than 20 employees must allow an employee to continue
Group Coverage | coverage for 18 months (or 29 months for handicapped individuals; 36 months for

divorced and widowed spouses) after their group coverage would otherwise terminate,
subject to payment of up to 115 percent of the group premium. (Comparable to the
federal COBRA law for employers with 20 or more employees.)

14. | Continued If a contract between an HMO and a provider is terminated for any reason other than
Coverage with for cause, each party shall allow HMO subscribers for whom treatment was active, to
Terminated continue coverage through completion of medically necessary treatment, until the
Provider subscriber picks another provider, or during the next open enrollment period offered

by the HMO, not to exceed six months or through postpartum care if pregnant.

15. | Conversion After group coverage (large or small) terminates (after any COBRA extension), the
to Individual insurer or HMO must offer an individual conversion policy.

Coverage

16. | Denial of An insurer or HMO may not exclude or deny coverage solely because the insured
Coverage Due to | has been diagnosed as having a fibrocystic condition or a nonmalignant lesion that
Breast Cancer demonstrates a predisposition to, or solely due to a family history of, breast cancer,

unless the condition is diagnosed through a breast biopsy that demonstrates an
increased disposition to developing breast cancer. Coverage also may not be denied
nor canceled solely due to breast cancer if the insured has been free from breast cancer
for more than two years before the request for coverage.

17. | Dental Care Any employer, group, or organization that pays or contributes to the premiums of a
(Employer Offer | group health plan or dental service plan which provides dental coverage only through
of Open-Panel an exclusive list of dentists must provide an alternative to enable the insured to have a
Plan) free choice of dentist. (Note: This requirement applies to employers, not insurers. )

18. | Dental If the policy provides coverage for general anesthesia and hospitalization services,
Procedures such services must be provided for dental care to a person under age 8, if the dental
for Children: condition is likely to result in a medical condition if left untreated and if the child’s
General dentist and physician determine dental treatment in a hospital or ambulatory surgical

center is necessary due to the complex nature of the procedure or due to a significant
or undue medical risk.




Individual Health

Policies

Group Health
Policies and Small
Group Street Plans

HMO Contracts
and Group Street
Plans

Out-of-State
Groups

Standard & Basic
(HMO & Ins.)

not required required not required not required not required*
(but included in
policy)

required required not required required required

required required required required required

not required required required not required required

not required not required required not required not required

not required required required required not required*
(but included in the
policy)

required required required not required not required

not required required not required not required not required

required required required not required not required

*Please Note: This is a standardized policy form, and the benefit is included in the standardized form, but it is

not required by law.




CHART A: Mandated Health Insurance and HMO Benefits

Coverage
Required

Summary

19. | Dentists The word “physician,” when used in a health insurance policy providing for the
payment of surgical procedures performed in an accredited hospital in consultation
with a licensed physician, must be construed to include payment to a dentist who
provides benefits or procedures within the scope of his or her license.

20. | Dermatologists HMO contracts and insurer EPO contracts must provide direct access (without referral

(Direct Access) | or authorization) for up to five office visits annually, including minor procedures and
testing, to a dermatologist who is under contract with the insurer or HMO.

21. | Diabetes Policy must cover all medically appropriate and necessary equipment, supplies, and
Treatment diabetes outpatient self-management training and educational services used to treat

diabetes, if the treating physician or a physician who specializes in the treatment of
diabetes certifies that such services are necessary.

22a. | Emergency Care | Insurers issuing exclusive provider organization (EPO) contracts must cover
(EPO) nonexclusive providers if the services are for symptoms requiring emergency care and a

network provider is not reasonably accessible.

22b. | Emergency Care | HMOs must provide coverage, without prior authorization, for emergency care
(HMO) (screening and stabilization) based on the determination by a hospital physician or

appropriate licensed professional hospital personnel under supervision of a physician,
provided by either a participating or nonparticipating provider.

23. | Enteral Feeding | The policy must make available to the policyholder (e.g., to an employer under
Formulas/ a group policy) as part of the application, for an appropriate additional premium,
Treatment of coverage for prescription and nonprescription enteral formulas (nutrient and food
PKU supplements) for home use which are prescribed by a physician as medically necessary

for the treatment of inherited diseases of amino acid, organic acid, carbohydrate, or
fat metabolism or for malabsorption originating from congenital defects or acquired
during the neonatal period. The coverage may not exceed $2,500 per year for an
insured through age 24.

24. | Extension of A group policy must provide for a 12-month extension of major medical benefits for a

Benefits person who is totally disabled at the date of discontinuance of the policy, regardless of
whether replacement coverage is obtained. Specific requirements apply to extension
of benefits for maternity expense and dental procedures. (The requirements for dental
procedures do not apply to HMOs.)

25. | Guaranteed Persons who lose coverage after being covered for at least 18 months, the most
Availability recent of which is group coverage, are entitled to individual coverage. If the prior
of Individual coverage is under an insured group plan, the group insurer must offer an individual
Coverage conversion policy. If the prior coverage is with a self-insured plan, coverage may be
(HIPAA’ obtained on a guaranteed-issue basis from any insurer or HMO issuing individual
Eligible) coverage. Persons who lose eligibility for individual coverage issued in Florida due to

the insurer becoming insolvent, the insurer discontinuing all coverage in the state, or
the individual moving out of the service area of the insurer or HMQO, are entitled to
guaranteed-issuance of coverage from any individual carrier.

26. | Guaranteed All individual and group policies and group HMO contracts must be guaranteed
Renewability renewable, subject to certain exceptions.




Individual Health Group Health HMO Contracts Out-of-State
and Group Street Groups

Group Street Plans Plans

Standard & Basic
(HMO & Ins.)

Policies Policies and Small

required required not required required required
required required required not required not required
required required required not required required
required required not required not required not required

not required

not required

required

not required

required

required required not required not required not required

not required required required required not required*
(but included in the
policy)

required required required required required

required required required required required

*Please Note: This is a standardized policy form, and the benefit is included in the standardized form, but it is

not required by law.




CHART A: Mandated Health Insurance and HMO Benefits

Coverage
Required

Summary

27. | HIV Coverage A policy may not exclude coverage for HIV infection or acquired immune deficiency

syndrome, except as provided in a pre-existing condition exclusion.

28. | Home Health A group policy must provide coverage of a least $1,000 per year for home health care
Care Services by a licensed home health care agency, as prescribed by a licensed physician.

29. | Mammograms A policy must include coverage for a baseline mammogram for a woman age 35 to 39,

a mammogram every two years for a woman age 40 to 49, every year for a woman age
50 or older, and one or more per year based on a physician’s recommendation for a
woman who is at risk for breast cancer based on specified criteria.

30. | Massage If a policy or HMO contract provides coverage for a massage, it must cover the
Therapists services of a person licensed to practice massage under Chapter 480, if the massage is

prescribed as medically necessary by a physician licensed under chapters 458, 459, 460,
or 461, and the prescription specifies the number of treatments.

31. | Mastectomy: A policy that provides coverage for breast cancer may not limit inpatient hospital
Length of Stay coverage for mastectomies to any period that is less than that determined by the
and Outpatient | treating physician to be medically necessary in accordance with prevailing medical
Coverage standards and after consultation with the insured patient. Must also provide coverage

for outpatient post-surgical follow-up care in keeping with prevailing medical
standards by a licensed health care professional qualified to provide such care.

32. | Mastectomy: If the policy provides coverage for a mastectomy, coverage must include prosthetic
Surgical devices and breast reconstructive surgery incident to a mastectomy.

Procedures and
Devices

33. | Maternity A policy that provides coverage for maternity benefits or newborn coverage may
Care: Length of | not limit coverage for length of stay in a hospital or for follow-up care outside of a
Stay and Post- hospital to any time period less than that determined to be medically necessary by
Delivery Care the treating obstetrical care provider or the pediatric care provider, in accordance

with prevailing medical standards. The policy must provide coverage for post-
delivery care for the mother and infant, including medically necessary clinical tests
and immunizations.

34. | Mental and Insurers and HMOs must make available to a group policyholder (e.g., the employer)
Nervous as part of the application, for an appropriate additional premium, coverage for
Disorders mental and nervous disorders. If mental health benefits are elected, coverage

must include at least 30 days of inpatient coverage and at least $1,000 per year for
outpatient benefits for consultations with a licensed physician, psychologist, mental
health counselor, marriage and family therapist, and/or clinical social worker.

35. | Newborn Policies covering a family member of the insured must provide coverage for the
Hearing initial hearing screening and any medically necessary follow-up re-evaluations
Screenings leading to diagnosis shall be a covered benefit.

36. | Nurse HMO contracts that provide anesthesia coverage or services shall offer to the
Anesthetists subscriber, if requested and available, the services of a licensed certified registered

nurse anesthetist.

37. | OB/GYN Insurers issuing EPO contracts and HMOs must allow, without prior authorization,

Annual Visits

a female subscriber to visit a contracted OB/GYN for one annual visit and for
medically necessary follow-up care detected at that visit.




Individual Health Group Health HMO Contracts Out-of-State Standard & Basic

Policies Policies and Small and Group Street Groups (HMO & Ins.)
Group Street Plans Plans
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CHART A: Mandated Health Insurance and HMO Benefits

Coverage
Required

Summary

38. | OB/GYNs HMOs must allow each female subscriber to select as her primary physician an

obstetrician/gynecologist.
39. | Ophthalmologists | Insurance policy and HMO contracts which provide coverage or services that are
performed by physicians who are ophthalmologists, licensed under chapter 458 or
459, must offer the subscriber the services of an ophthalmologist.

40a. | Optometrists A health insurance policy that provides coverage for services within the scope of an
optometrist’s licenses shall be construed to include payment to an optometrist who
performs such procedures.

40b. | Optometrists HMO contracts that provide coverage or services as described in S. 463.002(5), must
(HMO) offer to the subscriber the services of an optometrist licensed under Chapter 463.

41. | Osteopathic Small-employer policies and HMO contracts that provide for inpatient and
Hospitals outpatient services by allopathic hospitals must provide as an option for the patient

or subscriber similar inpatient and outpatient services by an osteopathic hospital
when the services are available in the HMO service area.

42a. | Osteopaths For insurance policies, a physician licensed under Chapter 459 (osteopaths).

42b. | Osteopaths For HMOs, a primary physician licensed under chapter 458 (allopathic physicians)
(HMO) or 459 (osteopaths), and chapters 460 (chiropractors) and 461 (podiatrists) must be

designated for each subscriber upon request.

43. | Osteoporosis A policy must provide coverage for the medically necessary diagnosis and treatment
Diagnosis and of osteoporosis for high-risk individuals, including individuals with a family history of
Treatment osteoporosis and other specified high-risk criteria.

44. | Out-of-Hospital | A policy must provide coverage for treatment provided outside a hospital if such
Services treatment would be covered on an inpatient basis and is provided by a health care

provider whose services would be covered under the policy if performed in a hospital.

45a. | Podiatrists A health insurance policy that provides coverage for services within the scope of a

podiatrist’s license shall be construed to include payment to a podiatrist who performs
such procedures.

45b. | Podiatrists For HMOs, a primary physician licensed under chapter 458 (allopathic physicians)
(HMO) or 459 (osteopaths), and chapters 460 (chiropractors) and 461 (podiatrists) must be

designated for each subscriber upon request.

46a. | Pre-existing Individual health insurance policies and individual HMO contracts may not exclude
Conditions: pre-existing conditions for more than 24 months and may relate only to conditions
Individual that manifested themselves during the 24-month period before coverage. However, the
Policies policy may exclude coverage for named or specific conditions without any time limit.

46b. | Pre-existing Group policies and group HMO contracts may not exclude pre-existing conditions
Conditions: for more than 12 months, or 18 months in the case of a late enrollee, and may relate
Group Policies only to conditions that manifested themselves during the six-month period prior to

coverage. The period of the exclusion is reduced by the time the insured was covered
under prior creditable coverage.

47. | Primary Care For HMOs, a primary physician licensed under chapter 458 (allopathic physicians)

Physicians

or 459 (osteopaths), and chapters 460 (chiropractors) and 461 (podiatrists) must be
designated for each subscriber upon request.
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required required required not required not required

required required not required not required not required

required required not required required required

not required not required required not required required

required not required required not required not required

not required required required not required required

not required not required required not required not required

*Please Note: This is a standardized policy form, and the benefit is included in the standardized form, but it is

not required by law.




CHART A: Mandated Health Insurance and HMO Benefits

Coverage
Required

Summary

48.

Psychothera-
peutic Providers

An insurer issuing coverage through preferred providers (PPO policies) or through
exclusive providers (EPO policies) that cover psychotherapeutic services, must provide
eligibility requirements for all groups of health care providers licensed under Chapters
458, 459, 490 and 491, which include psychotherapy in their scope of practice, and
certified advanced registered nurse practitioners in psychiatric mental health under

S. 464.012.

49.

Special
Enrollment
Periods

Insurers and HMOs issuing group health policies and contracts must: 1) allow an
employee to enroll who previously did not enroll due to having other coverage,

and the other coverage terminates due to certain conditions; 2) allow a person to
enroll who becomes a dependent of a covered person by reason of marriage, birth or
adoption.

50.

Substance Abuse

Insurers and HMOs must make available to a group policyholder (e.g., the employer)
as part of the application, specified benefits for substance abuse, subject to the right of
the applicant to select any alternative benefits as may be offered. The specified level

of benefits that must be offered must have a minimum lifetime benefit of $2,000, a
maximum of 44 outpatient visits and a maximum benefit of $35 per outpatient visit.
Treatment must be provided by, or under the supervision of, or prescribed by, a licensed
physician or psychologist.

51

T™]

A policy that provides coverage for any diagnostic or surgical procedure involving
bones or joints of the skeleton may not discriminate against coverage for such
procedures involving bones or joints of the jaw and facial region if such procedure
or surgery is medically necessary to treat conditions caused by congenital or
developmental deformity, disease or injury.




Individual Health
Policies

Group Health

Policies and Small
Group Street Plans

HMO Contracts
and Group Street
Plans

Out-of-State
Groups

Standard & Basic
(HMO & Ins.)

required required not required not required not required
not required required required not required required

not required required required not required required
required required required required not required*®

(but included in the
policy)

*Please Note: This is a standardized policy form, and the benefit is included in the standardized form, but
it is not required by law.




Community Outreach Programs

The Department of Financial Services offers free community outreach programs on a variety
of topics to help you make sound financial decisions and avoid becoming a victim of insurance
or financial fraud. Speakers are available on the topic of your choice and will work with you to
tailor programs to your group’s needs. Choose from one of the topics listed here or call us with
your requests. For more information, please contact the service office in your area, or call toll-

free 1-800-342-2762.

Consumer Protection Topics

e Consumer Beware: Insurance Scams and Financial Fraud

® Wheels, Deals and Credit Card Spiels

e Are You Covered? Avoid Illegal Insurance Practices

¢ Predatory Lending

e Living in a Danger Zone: Hurricane and Disaster Preparedness
e New to Florida? How to Cover your Assets

® Young Drivers

¢ Insurance and Financial Needs in the Golden Years

e Health, HMOs, Long-Term Care and Medicare Supplement Insurance
e Small-Business Insurance Needs

e Workers’ Compensation

Seniors:
Need Help With Your Insurance Questions?

The Florida Department of Elder Affairs has developed
a program to help seniors with their Medicare and
health-insurance questions.

SHINE (Serving Health Insurance Needs of Elders)
trains senior volunteers to assist other seniors with their
questions about Medicare, Medicare supplement, long-
term care and other health insurance issues. The Florida
Department of Financial Services serves as SHINE’s
technical advisor and recommends the program to
consumers. To find out if a SHINE program operates
in your community, please contact the Elder Helpline
toll-free at 1-800-96-ELDER (1-800-963-5337) or the
Florida Department of Elder Affairs at
(850) 414-2000.




Insurance Fraud Costs Us All!

Insurance fraud costs each Florida family an
additional $1,500 per year* in increased premiums.
In fact, it can inflate your premiums by as much as 30
percent, according to the National Insurance Crime
Bureau. This includes the money you pay for life, auto,
health, homeowners and other types of insurance. You
can protect your personal and family pocketbook by
learning about the many different types of fraud schemes
and scams. Some common examples include:

I i‘ictional visit — A health care provider bills
the federal Medicare program for unnecessary,
unauthorized or fictional visits to a patient’s home.

Rogue agent commits “stacking” — An insurance

agent commits “stacking” by deliberately selling
unnecessary health insurance to a consumer that
duplicates existing coverage.

pplicant fraud — An applicant deliberately
withholds information about a pre-existing
condition in hopes of obtaining health insurance.

Unauthorized referral — A laboratory bills
a health insurer for a patient’s tests using
information stolen from a referring physician.
Actually, the physician has never seen the
patient.

Deceptive billing — A senior sells
insurance information to a health
care provider, who bills Medicare for
services never rendered. In some cases,
such providers bill for as many as 800
phony services for one senior in a
three-month period.

Many other types of insurance
fraud exist. If you suspect such
a crime has occurred, call
the Florida Department of
Financial Services Fraud
Hotline toll-free at
1-800-378-0445.

*Source: The Coalition Against
Insurance Fraud



Glossary

. .
Ap(}])llcatlon
This document is a signed statement of facts
that an insurer uses to determine whether to
issue coverage. The application includes your
name, age, address, and may include questions
about your medical history. It becomes part of
your health insurance contract.

Assignment

An assignment is a document signed by a
policyholder authorizing a company to pay
benefits directly to a hospital, doctor or other
health care provider.

Coinsurance

This is the cost that a policyholder must pay
out-of-pocket. Coinsurance usually involves

a percentage of what a procedure costs. Many
policies require the buyer to pay 20 percent up
to a certain dollar amount.

Conversion Policy

A conversion policy is an individual policy
or certificate issued when a person no longer
qualifies as a certificate holder under group
coverage or as a dependent under a group
certificate or individual policy.

Copayment

This is a specified dollar amount a subscriber
must pay for covered health care services. The
subscriber pays this amount to the provider at
the time of service.

Cost Shifting

This practice, used by hospitals, increases the
cost of hospital services to offset the cost of
caring for nonpaying or indigent patients.

Customary Charge

This is the range of usual fees charged by
doctors of the same specialty in a given
geographic area for a specific procedure.

Deductible

This is the amount you must pay out-of-pocket
before an insurance company pays its share.
Usually, the higher the deductible, the lower
the premium.

Effective Date
This is the date on which health insurance
protection begins.

Elimination Period

This is the length of time a policyholder has
to wait after a covered illness begins before
receiving benefits.

Exclusions

These are certain conditions (or life events)
specified in a health policy for which there is
no coverage.

Free Look Period

This is a 10-day period after you receive a
health policy which allows you time to decide
whether to keep it. This applies only to
individual health policies.

Grace Period

This is a specified period in which a
policyholder may submit an overdue payment
and still retain coverage.

Guaranteed-Issue Policy
This type of policy is one that an insurance
company must issue to you under certain
circumstances, regardless of any health
conditions you suffer from.

Insolvency
This is the inability of a company to meet
financial obligations or debts.



Levels of Nursing Care
There are various degrees of nursing care. The three levels often referred to in Medicare,
Medicare supplement and other insurance policies include the following:

Skilled Nursing Care —This level of care provides daily (around-the-clock) nursing and rehabilitative
care performed by or under the supervision of a registered nurse or a doctor.

Intermediate Care —This level of care provides less than 24-hour daily nursing and rehabilitative care
performed by or under the supervision of skilled medical personnel. Care must be supervised by a

registered nurse or a doctor.

Custodial Care —This lower level of care does not require a nurse to administer it. It may be provided
in a nursing home or a private home, but must be recommended by a doctor. This care includes help
with activities of daily living. A Medicare supplement policy provides limited nursing care coverage, as
it supplements Medicare payments for skilled nursing care, but not intermediate or custodial care.

Medical-Cost

Inflation

This is an increase in insurance
premium due to a rise in the
cost of medical care. It measures
the additional cost of medical
services from one year to the
next. [t does not consider

the number of times doctors
perform the procedure in a year.

Medical

Utilization

This is the frequency of a
policyholder’s use of medical
services in a given year
resulting in an insurance
claim. This term also refers to
the number of times doctors
perform a procedure in a year.

Medically

Necessary

This is a medical procedure
or treatment necessary to
maintain or resume good
health. Many insurance
policies will only pay

for medically necessary
treatments.

Pre-Existing
Condition

This is an illness, diagnosed or
treated before buying a health
insurance policy, that existed
during the six-month period
immediately preceding the
policy’s effective date. A
policy usually will not cover

a pre-existing condition

until some time after the
policyholder purchases the
coverage.

Reasonable

Charge

This is a fee that differs
from usual or customary
charges because of unusual
circumstances involving
medical complications that
require additional time, skill
and expertise.

Rider

This is an attachment to an
insurance policy that specifies
conditions or benefits the
policy covers in addition to
the original contract benefits.

Small Business
This is a business that has one
to 50 employees.

Stop-Loss Limit
This is a provision that limits
the amount of coinsurance a
policyholder must pay.

Surgical Schedule
This is a list of cash
allowances payable for various
kinds of surgery. The severity
of an operation determines
the maximum amount
payable.

Usual Charge

This is the fee a doctor most
frequently charges patients for
a procedure.

Waiting Period
This is the time between the
date a policy becomes effective
and the date benefit payments
begin.
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PENSACOLA

Service Offices

Daytona Beach

135 Executive Circle, Ste. 103
Daytona Beach, FL 32114-1180

(386) 323-0900

Fort Lauderdale

499 N.W. 70th Ave.

Suite 301B

Plantation, FL 33317-7574
(954) 321-2900

Fort Myers

2295 Victoria Ave.

Suite 163

Fort Myers, FL 33901-3867
(239) 461-4000

Jacksonville

921 N. Davis

Bldg. B, Suite 260
Jacksonville, FL 32209
(904) 798-5800

Miami

401 N.W. Second Ave.
Suite N-307

Miami, FL 33128-1700
(305) 536-0300

Orlando

400 W. Robinson St.
Suite N-401

Orlando, FL 32801-1751
(407) 835-4400

JACKSONVILLE
MADISON

DAYTONA BEACH

Pensacola
610 E. Burgess Road
Pensacola, FL 32504-5736
(850) 453-7800

St. Petersburg/Largo
11351 Ulmerton Road
Suite 240

Largo, FL 33778-1636

(727) 587-7260 %
Tallahassee Tgfﬁa%;,oo%oﬂ
Larson Building <0’

200 E. Gaines St.
Tallahassee, FL 32399-0323
(850) 413-3132

Tampa

5309 E. Fowler Ave.
Tampa, FL 33617-2221
(813) 899-6160

West Palm Beach

400 N. Congress Ave.
Suite 210

West Palm Beach, FL
33401-2933

(561) 640-6700
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