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¢ Comments

PERSONAL AND CONFIDENTIAL

This message is for the named person's use only. it may contain coenfidential, proprietary or legally privileged information. No confidentiality
or privilage Is walved or lost by any mis-transmission. If you recelve this message in error, pleass Immedlately delete It an all coples of it
from your systam, destroy any hard copies of it and notify the sender. You must not, directly or Indirectly, use, disclose, distribute, print, or
copy any part of this massagae if you are not ths intandad racipient.
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AVAILABLE SERVICES

Available services Includs, but are not limited, to the following:

AN NANAY

Withdrawal/Medically Supervised Detoxlfication

Moral Recognition Therapy

Inventory and Self-Discovery

Group and Peer Counseling

Acupuncture, Massage Therapy, and Exercise and Sauna

Pragram enhancements are avallable along one or more tracks:

A.

C.

Faith-Based Track: For the Client who is receptive to Christian principles.

v Pastoral Counssling
v Bible Study

v Celebrate Recovery
v Church Services

Self-Help Track: For the Client who feels more comfortabls In support
groups.

v Addlctlon and recovery lectures
v Outslde self-help groups, such as AA or NA

Holistic Track: For the Client who doesn't feel comfortable in Falth-based
or mainstream recovery settings.

v Holistic Lectures

v Eastern Philosophies
v Buddhist Techniques
v Meditation

v Martlal Arts Instruction

D. Gognitive Track: For the Client who believes In self-empowerment.

E.

v SMART Recovery concepts
v Lecture and Educational videos
v ABC model of recovery

Indigenous Track: For the Client who has a spiritual belief and/or cultural
Identity issues, we pledge to view each person as an individual and treat
his or her tribal beliefs and ceremonies with respect and dignity.

White Bison Technologles

Cognitive Behavioral Therapy (CBT)
Psycho-Educational Therapy (PET)
Level of Acculturation Assessment
Process Groups

AN N N NN



We also provide many other services, as needed, depending on the Indlvidual
Cllent. These services Include, but are not limited to, Intake counseling; family
counseling services; individualized programs; and varlous medical services,
including an available 24-hour nursing staff, room and board, etc. Most of these
services are included In the Program fees.

PROGRAM LENGTH

The AFR program Is a 30-day minimum, self-paced program, provided that the
Cllent complies with AFR Client Rules of Conduct. The program is open-ended
depending on the Client's Indlvidual pace, behavior, education and cognitive
ability during a perlod of continuous stay. A Cllent Is not approved for graduation
by the Program Director untll he or she has completed Inventory/Self-Discovery,
MRT, chosen Track requirements, and has an aftercare plan. The AFR aftercare
team will track our graduates for one year.

FEE SCHEDULE

A Client enrolling Into the program who signs this agreement is primarily
responsible for payment of any and all of the AFR program fees and related
charges, and must make full and satisfactory payment arrangements with AFR
prior to the Client's entry into the program. However, as provided on page 1 of
this agreement, the Client may choose to have a Cosligner. All payments are
nonrefundable except as noted below.

Payment for the standard program (as described in the program description)
must be made by one of the following methods: cash, certifled funds, personal
check, or credit card. A three percent (3%) administrative fee applies to all credit
card payments.

Extra charges for the Withdrawal/Supervised Detoxification portion of the
program may apply.

PROGRAM FEE OPTIONS:

A A single payment of $18,500.00 (Eighteen Thousand Flve Hundred and
00/100 Dollars) prlor to or upon entry into the program; or

B. An initlal payment of $6000.00 (Five Thousand Flve Hundred and 00/100
Dollars) priar to or upon entry in to the program and $13,500.00 (Thirteen
Thousand Five Hundred and 00/100 Dollars) within the first seven (7) days
of entry. If the second Instaliment is not paid on or before the 7th day,
AFR shall assess a $1,000.00 (One Thousand and 00/100 Dollars)
administrative charge.
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A Cllent entering into the program may appoint a Third-Party
Guarantee/Cosigner to assist in paying the program fees and/or costs incurred
while particlpating In the program. A Third-Party Guarantee/Cosigner may be a
parent or other relative, friend, or merely a person or organization interested in
the Client's welfare. To the extent that a Third-Party Guarantee/Cosigner has
been appointed to represent the interest of the Client, the Third-Party
Guarantee/Coslgner shall be required to indicate that he or she has read,
understands, and agrees with the Enrollment Agreement. A Cllent enrolling In
the program and the Third-Party Guarantee/Cosligner are jointly and severally
liable for payment of all program fees and/or costs arising under the Enrollment
Agresment.

By signing this Enroliment Agreement, It Is understood that AFR generally
provides a highly successful program to Cllents who graduate. However, each
Client's individual success depends upon and is based on the individual Client
and his or her Investment and involvement with the program and services
provided. A Client's success is his or her own and there are po guarantees,
although each Client Is afforded an opportunity to achieve success.

NO-REFUND POLICY

AFR customizes each Cllent's program for that individual Client's entire
enrollment and reserves a place for the Client in the program for the entire term.
Consequently, program fees and facilities are budgeted In advance. The Cllent
agrees that his or her obligation to pay the program fees and charges for the full
term of the program is absolute and unconditional and is not affected or excused
by withdrawal, discharge, or suspension of the Client for any reason, unless
otherwise stated herein. The major expense and cost to AFR for the operation of
the program is experienced in the earllestidays of the Client's participation,
including but not limited to, initlal nursing assessment, 24-hour trained withdrawal
specialists, 24-hour registered nursing, massage and aromatherapy, evaluations
and assessments, physicals (performed by & medical doctor), psychological
evaluations (If needed), administrative fees (intake), room and board, books and
materlals for the entire program, and counseling services.

There are NO REFUNDS except as follows:

A. If a Client leaves the program, voluntarily or involuntarily, within the first 7
days of the program (day count begins on the actual day of the Client's
arrival, regardiess of time), AFR shall reimburse the Client for the program
in an amount remitted to the program over $12,500 (Twelve Thousand
Five Hundred and 00/100 Dollars); and/or

B. If a Client leaves the program, voluntarily or involuntarily, 8 days or more
after enroliment, the Cllent shall not be entitied to any refund.



NOTICE REGARDING PROGRAM FEES:

The above fees are cash scholarship rates; insurance rates may vary. Individual
services may cost extra and elective services may be available upon request.

in addition, in certain circumstances a lengthy wean period may be medically
adviged. A client may require an extended long term stay in the medically
supervised detoxification unit. There Is a minimum charge of $676.00 (Six
Hugdred Seventy-Five and 00/100 Dollars) per day applied after the standard
medical package. In certain situations there may be extra costs for specialized
services. If this situation occurs you will be notified prior to any additional costs
belng accrued.

A Client may have medical insurance which may pay all or some of the program
fees and/or costs. AFR's policy is to accept some insurance as payment and
there are two options available for filing the insurance. First, AFR will assist the
Client and/or famlly in submitting necessary information to the Insurance
company for reimbursement If the Client calls the Insurance company and pre-
certifies the Client before his or her arrival at AFR, extra fee's may apply.
Second, AFR will file insurance claims on the Client's behalf with the insurance
company, Med-Pro bllling fees of 15% will apply. The Client and/or Cosigner
should understand that there is no guarantee the Client will receive any
reimbursement from the insurance company and that the Client's insurance
company's rejection does not alter or modify his or her obligation to AFR.

In the event insurance does not cover the program fees, program fees wiil be the
responsibllity of the Cllent and/or Cosligner. If for any reason; (no payment, non-
completion of the program) and the Insurance policy has a no pay penalty clause
andwill not cover the costs of the Client, the Client becomes responsible for the
balance due for program feés andfor costs. If the Client's policy becomes
defunct for any reason, the Client and/or Cosigner are responsible for all program
fees and/or costs. For a Cllent electing to flle his or her own Insurance, the Client
must request reimbursement from his or her insurance company in writing within
twenty (24) hours of clients execution of this Enroliment Agreement.

For Clients who elect to have AFR flle an Insurance claim on his or her behalf,
any amount collected over the agreed Enroliment Agreement amount for a cash
program will be retained by AFR. Such fees and extra charges are connected
with billing insurance and cover extra costs assoclated with, but not limited to,
billing, doctors, nurses, counselors, cliniclans, administrative time, and Intake.
There is also a fifteen percent (156%) charge that applies for Med-Pro Billing
Services. If the amount collected by AFR on the insurance policy does not cover
this charge, it will be the responsibility of the Client and/or Cosigner to pay this
cost. A $398.00 (Three Hundred Ninety-Eight and 00/100 Dollar) processing fee
applies to process gll Insurance forms, this Is to provide necessary codes for the
insurance company for a Client electing to file his or her own insurance claim. A
Client who signs the Enrolilment Agreement shall remain the primary party
responsible for full payment of all program fees and costs associated with the
Client's stay with AFR. :



V.

Vl.

VIL.

The Client understands and acknowledges that he or she is bound by the terms
and condltions of this no-refund policy and the other provisions of this Enrollment
Agr\eement.

ADDITIONAL FEES ' ’

As a Client withdraws from the use of drugs and alcohol, physical ailments that
have been dormant from the use of drugs or alcohol, may surface and present a
problem with the Client during his or her program. The cost for services to
correct these Issues Is above and beyond the cost of the AFR program.
Additional costs may include dental work, x-rays, hospitalization, prescriptions,
etc. AFR requests an additional $500.00 (Five Hundred and 00/100 Dollars) to
cover these costs; this amount Is congidered part of the program fee and is not
refundable. If any medical, dental, or other such expenses exceed $500.00 (Five
Hundred and 00/100 Dollars), the Client accepts responsibility for those
additional costs or expenses for sald care. If the Client's account reaches a zero
balance, all medical benefits provided by AFR may be stopped; however, the
Client understands that he or she has the option to sesk medical services on his
or her own within the surrounding community at his or her own expense.

The Cllent and acknowledges that if he or she brings a legal action against AFR
under this agreement, the Cllent shall, If the non-prevaliing party, pay all actual
expenses incumred therefore, including actual attorney fees, court costs, and
other related expenses incurred by AFR.

DEPOSIT OF VALUABLES

AFR shall not be responsible for any money, valuables, or personal effects which
the Client brings onto the AFR campus.

CLIENT ACCOUNTS

Throughout a Client's program, he or she will be in need of personal items not
supplied by AFR. These Iitems may Include shampoo, feminine hyglene
products, cigarettes, phone cards, etc. It Is important that a Cllent has money
available in his or her account for such items. It is against policy to lpan a Cllent
money or to transfer money from another Client's account to his or hers. It is the
responsibility of the Client and/or his or her Cosigner to assure money is placed
on account for this purpose. Any credit card charge for Client accounts will incur
a 10% (ten percent) adminlstrative fee. All money, whether cash or check, that a
Client has In his or her possession when he or she enrolis Into the program will
go directly Into his or her Client account. Upon graduation or suspension from the
program, any money remaining in the Client's account will be returned to the
Client in the form of a check except if the clients leaves AMA (Against Medical
Advice) then they will receive Ten $10.00 Dollars A check for the remaining
amount in the client's account will be sent to the responsible party or clients last
address within thirty (30) days.
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VIli.

IX.

LOYALTY, RESPECT, AND CONFIDENTIALITY

The Client understands and agrees that, during the course of the Program, the
Client may obtain confidential Information concerning other Clients and staff
members, including information about his or her private lives, his or her personal
and medical histories, and his or her family situations. The Client agrees and
acknowledges that such information is to be treated with the utmost
confidentiality and shall not be used or disclosed to any third party or any other
Client if unrelated to the Client's specific program. The Cllent further agrees that
he ar she shall not, during or following the Cllent's departure from the program,
successfully or unsuccessfully, disparage or otherwise denigrate the program,
AFR or its staff, or other Clients to anyone.

DISCHARGE OR SUSPENSION FROM THE PROGRAM

The Client may, at his or her reqdest. be discharged from the program at any

time. In addition, the Cllent may be discharged or suspended from the program

at the sole discretion of AFR, under any of the following clrcumstances:

A If the Client breaches any of the terms of the Enroliment Agreement;

B. If the Client breaches any of the Client Rules of Conduct;

C. If the Cllent engages in activities reasonably determined by AFR to be
harmful the Client, staff, other participants in the program, or persons
residing in or visiting residences nelghboring the Center; or

D. If the Client makes any representations In this Enroliment Agreement
‘which are materially false or incorrect in any respect.
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Xill. ENTIRE AGREEMENT

The Enroliment Agreement expresses the entire agreement and understanding
between the Cllent and AFR. Except as expressly stated herein, there are no
other representations, warrantles, covenants, or undertakings, written or oral,
prior to or contemporaneous to the execution of this Enroliment Agreement
between the Client and AFR related to the subject matter of the Enroliment
Agreement. This Enroliment Agreement can only be amended, supplemented, or
changed by a written Instrument signed by the Client and AFR.

XIV. MEDICAL INFORMATION RELEASE

Medical Information can be accessed by the Executive Director, Deputy
Executive Director, and the Program Director, if necessary.

XV. SIGNATURES

The Cllent agrees that he or she may be slgnipg by facsimile or emall and affirms
and warrants that his or her signature Is as valid and enforceable as an orginal
signature.

XVIL. NON-ASSIGNABILITY

The Client's rights and obligations under this Enroliment Agresment may not be
assigned or transferred.
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PERSONAL AND CONFIDENTIAL

This message Is for the named parson's use only. it may contain confidential, proprietary or Iagally privitaged infenmation. No confidentiality
ar privilege is waived or lost by any mis-tranamission. If you recelve this message in error, please Immodiataly delate it an al) copiss of it
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éo" APD;-% A Forever Recovery
o 216 St. Mary's lafo Road
< = Forever Recovery
A o R Battée Cresf}, MJ 49017

Phone: (269) 96497932

May 7, 2011

AGNo.: 2011-0004481-A
To Whom It May Concern:

Please find enclosed my original response to this complaint. I faxed it to your office. I will fax and mail this
copy. So very sorry for any inconvenience. I do take this complaint seriously and did respond.

Please contact me if you need any additional information.

Pamela Anderson. Executive Director
A Forever Recovery

216 St. Mary's Lake Road

Baule Creelc MI 49017

Phone: (269) 788-0496

Fax; (269) 964-7932

Emall: panderson@’stopyouraddiction.com
www.stopyouiraddiction.cont































































STATEOFWISCONSIN

Fact Sheet on
Mandated Benefits in
Health Insurance Policies

OFFICE OF THE COMMISSIONER OF INSURANCE

PI1-019 (R 08/2010)

Health insurance policles sold in Wisconsin often
include "mandated benefits.” These are bensfits that
an Insurer must include in certain types of health
insurance policies. Some mandated benefits apply
only to group palicies. Some apply both to policies
sold to individuals and to groups. Most apply enly to
policies issued or renewed after a certain date.Except
for health maintenance organizations (HMOs)
organized as cooperatives under ch. 185, Wis. Stat.,
HMOs are required to provide the same bensfits as
traditional insurers. Cooperative HMOs are subjectto
the mandates regarding chiropractors, optometrists,
genetic testing, nurse practitioners, newboms,
adopted children, HIV drugs, dentists,
temporomandibular (TMJ) disorders, breast
reconstruction, and hospital and ambulatory surgery
centercharges, anesthetics for dental care, coverage
of certaln health care costs in cancer clinical trials,
and coverage of student on medical leave.

This brochure gives a brief description of current
mandated benefits.

Professional Health Care Services

+ Nonphyslcian Providers - Unless the policy
provides otherwise, insurers may not refuse to
pay for servicesby certain nonphysician providers
if the service Is covered by the policy and the
professional is licansed to provide the service.

insurers may refuse to pay for services given by
certain providers if the policy clearly states that
this is the case. For example, insurers could
refuse to pay for services provided by a social
worker in private practice even though a social
worker is licensed to provide services covered
under the contract.

This applies both to group and to Individual
policies. [s. 632.87(1), Wis. Stat]

. Optometrists - Insurers may not exclude
coverage for services provided by an optometrist

if the contract covers the same service when it is
provided by anotherhealth care provider. Insurers
may exclude all vision care services and

procedures from coverage. This applies to both
individual and group policles. [s. 832.87(2) and
(3). Wis. Stat]

Chiropractors - All health insurance policies
must cover services provided by a chiropractor if
the policy would provide coverage for the same
servicesif performed by a physician or osteopath.
Policies may notrequire the insured to be referred
to achiropractor by aphysicianto receive benefits.

insurers may apply the same deductible and

copayment provisions to chiropractic care that
apply to all other benefits. In addition, insurers
may apply cost containment or quality assurance
measures to chiropractic care if it applies those
provisions to nonchiropractic benefits. For

example, an HMO can [imit chiropractic care for
its enrollees to those chiropractors who are

elther employed by or under contract to the

HMO. [s. 632.87(3), Wis. Stat]

Nurse Practitioners - Health insurance policies
that provide coverage for Papanicolaou (PAP)
tests, pelvic examinations, and assodiated

laboratory work if performed by a physician must
also provide coverage for these services when
performed by a nurse practitioner acting within
the scope of his or her license.

This applies to all insured policies, all plans
offered by the Group Insurance Board, and all
self-funded plans offered by school districts or
municipalities. [s. 632.87(1) and (5), Wis. Stat]

Dentists - All health insurance policies are re-
quired to provide coverage for diagnosis or
treatment of a condition or complaint performed
by a licensed dentist if the policy covers diagno-
sis and treatment of the condition if parformed by
any other health care provider. [s. 632.87(4),
Wis. Stat]




Adopted Children

Allhealth insurance palicies that provide coverage for
dependent children must cover adopted children and
children placed for adoption on the same terms and
conditions as natural children. Policles may not
exclude or limit coverage of a disease or physical
condition of the child because the disease or condi-
tion existed before coverage under the policy began.
This applies to all policies, including plans offered by
the state to its employeas, cities, counties,
school districts, cooperative sickness care plans,
and prepald plans. [s. 632.898, Wis. Stat)]

Handicapped Children

Hospital or medical expense policies that cover

dependent children may end coverage when the child
reaches maturity. However, coverage of a dependent
child cannot end while the child continues to be bofh:

+ Incapableofself-sustainingemploymentbecause
of a mental retardation or physical handicap; and

+ Chiefly dependent upon the personinsured under
the pollcy for support and maintenance.

This applies both to group and individual policies.
Insurers can require notice of continued dependence
after a child reaches the maximum age under the
policy. [s. 632.88, Wis. Stat.]

Mental Health Parity

Wiscansin's current mandate is amended to remove
the minimum coverage amounts for the treatment of
mental and nervous disorders, alcahofism, and other
drug abuse. Group health benefit plans and self-

insured health plans of the state or of a county, city,
town, village, or school district that provide coverage
for inpatient hospltal treatment or outpatient treat-
ment are required to provide coverage of inpatient

hospital services, outpatient services, and transi-
tional treatment arrangements for the treatment of
nervous and mental disorders and alcoholism and

other drug abuse problems.

These provisions do nat apply to a heaith care plan

offered by a limited service health crganization or by

a preferred provider plan thatis not a defined network
plan or to a hospital indemnity, income continuation,

accident only, long-term care, or Medicare supple-
ment policy.

An exemption is provided for small employers who
provide health coverage for their employees through
a group heaith benefit plan that covers the treatment
of nervous and mental disorders and alcoholism and

other drug abuse problems if the employer has fewer
than 10 eligible employees on the first day of the plan
year. Also included are exemptions for cost increase
for employer plans where the increase exceeds 2%
inthe first plan year or 1% in any plan year thereafter.

Coverage may be subject to any exclusions and
limitations; deductibles; co-payments; colnsurancs;
annual and lifetime paymentlimitations; out-of-pocket
limits; out-of-network charges; day, visit, or appoint-
ment limits; limitations regarding referrals to non-
physician providers and treatment programs; and
duration or frequency of coverage limits if no more
restrictive than the most commeon or frequent type of
treatment limitations applied to substantially all
other coverage under the plan. Any overall deductible
amount or annual or [ifetime limit or out-of-pocket
limit for the plan shall include expenses incurred for
the treatment of nervous and mental disorders or
alcoholism and other drug abuse problems.

Health plans that provide coverage for the treatment
of mental health/AODA conditions are required to

- make available the criteria for determining medical

necessity under the plan with respect to that cover-
age. The criteria must be made avaflable to any
current or potential insured, participant, beneficiary,
or contracting provider. Also, hesgith plans that pro-
vide coverage for mental health/AODA conditions
and deny coverage for services for that treatment
shall upon request make the reason for the denial
available to the insured, participant, or beneficiary.

Mental health/AODA coverage does not apply to
treatment for autism spectrum disorders.

Federal law may provide additional coverage under
provisions included In the Patient Protection and
Affordable Care Act (PPACA) and Mental Health
Parity and Addiction Equity Act (MHPAEA) of 2008.

The above provisions take effect for health benefit

plans that are Issued or renewed and governmental

self-insured health plans that are established, ex-
tended, modified, or renewed on December 1,2010.

[s. 632.88, Wis. Stat]

Home Health Care

Both group and individual heaith policies that provide
benefits for Inpatient hospital care must provide

coverage for the usual and customary fees for at least
40 home heaith care visits peryear. Home health care
may include intermittent home nursing care, home
heatlth alde services, various types of therapy, medical
supplies, medication prescribed under the home care
plan, and nutrition counseling. If two or more insurers
jointly provide healthinsurance coverageto aninsured




undertwo ormore policies, home health care coverage
is required under only one of the palicies.

Coverage may be limited to cases where
hospitalization or skilled nursing confinement would
be necessary if home care were not provided and the
necessary care cannot be provided by the patient’s
family without undue hardship. Only state-licensed or
Medicare-certified home health agencies or certified
rehabllitation agencies must be covered.

In addition to the 40 visits, insurers must offer buyers
of Medicare supplement polides coverage for up to
385 visits a year, Including those visits paid by
Medicare. (8. 632.895(2), Wis. Stat]

Skilled Nursing Care

Paolicies that cover hospital expenses must cover at
least 30 days of skilled nursing care to patients who
enter a licensed skilled nursing facility within 24 hours
after discharge from a hospital. Coverage may be
limited to care that is medically necessary as certified
by the attending physician every seven days and that
is for the same condition treated In the hospial.
Skilled nursing care is narrowly defined. Many people
in nursing homes are not receiving skilled care.
[s. 632.885(3), Wis. Stat.]

Kidnsy Disease

Policies that cover haspital expenses must provide at
least $30,000 of coverage per year for inpatient and
outpatient treatment of kidney disease, including

dialysis, transplantation, and donor-related servicas.
The coverage is not required to duplicate Medicare
benefits and may be subject to the same limitations
that apply to other covered health conditions.

[s. 632.895(4), Wis. Stat]

Mammography

Allhealth insurance policies except specified disease,
Madicare supplement, or long-term care policies,

must provide women between the ages of 45 and 49
two examinaticns by low-dose mammography.

Insurers may refuse to provide coverage for an

examination by low-dose mammography forawoman
aged 45 to 48 if she has had such an examination
within the previous two years. Insurers may apply any
mammogram cbtalned during that age period, even if
obtained prior to coverage under the policy, toward
the two mandated examinations. Women who are

age 50 to 85 must be covered for annual

mammograms.

Coverage Is required regardless of whetherthe woman
shows any symptoms. Policies may not apply

exclusions or limitations that do not apply to other
radiological examinations covered under the palicy.
The mammography examinations shall be performed
at the direction of a licensed physician or nurse

practitioner unless all of the following apply:

» Thewoman does nothave an assigned or regular
physician or nurse practitioner when the
examination is performed.

« Thewomandesignates a physician toreceive the
results.

* Any previously obtained mammography
examination was obtained at the direction of a
licensed physician or nurse practitioner.

[s. 632.895(8), Wis. Stat]
Newborn Infants

All health insurance policies must provide coverage
from the moment of birth for a newbom child of the
insured. Thenewbomsshall receive the same coverage
that the policy provides for any children covered or
eligibls for coverage under the policy. The only

exception is that walling periocds do not apply. If a
pregnantpersonora personwhose spouseis pregnant
applies for a policy providing hospital or medical

expense benefits, insurers may not issue a policy
that excludes or limits benefits for the expected child.
Insurers must issue the policy without exclusions or
limitations or decline or postpone the application.

Coveragefornewbomchildrenmustindude congenital
defects and bith abnormalittes as an injury or

sickness under the policy.

If the payment of a specific premium or subscription
{eais required to provide coverage for a child, policies
may require that notification of a child’s birth and

paymentofthe required premiums orfees befurnished
to the Insurer within 60 days after the date of birth.
Insurers may refuse to continue coverage beyond the
80-day pericd if such notification is not received,

untess within ane year after the birth of the child the
Insured makes all past due payments with interest at
the rate of 5-1/2% per annum.

If the payment of a specific premium or subscription
fee is not required to provide coverage for a child, the
policy or contract may request notification of the birth
of a child but may not deny or refuse to continue
coverage If such nofification is not fumished. Benefits
may exclude costs associated with a normal defivery.
[s. 632.885(5), Wis. Stat]




Coverage of Grandchildren

Health policies that provide coverage for any child of
the Insured shall provide the same coverage for all
children of that child until that child reaches the age
of 18. [s. 632.895(5m), Wis. Stat)

Diabetes

Policies that cover expenses for the treatment of
diabstes shall provide coverage for insulin infusion
pumps, other equipment and supplies, including

insulin, and diabetic self-management education

programs. Insurers may apply the same deductible
and coinsurance provisions that apply to other

covered expenses. Coverage may be limited to the
purchase of one pump per year, and the insured may
be required to use the pump 30 days before pur-
chase. .

Effective January 1, 2003, all health insurance

policies issued or renewed after that date that

provide coverage of expenses incurred for the treat-
ment of diabetes shall also provide coverage for
expenses Incurred for prescription medication used
in the treatment of diabstes. Insurers may apply the
same exclusions, [imitations, deductibles and coin-
surance provisions that apply to other covered

expenses. [s. 632.8985(6), Wis. Stat]

Matemnity Coverage

if a group health policy provides matemity coverage
for anyone covered under the policy, it must provide
coverage for all persons covered under the palicy.
Insurers may not apply exclusions and limitations to
the mandated matemity coverage that do not apply
to other matemity coverage provided under the
policy. [s. 632.8985(7), Wis. Stat]

Genetic Testing

Insurers, other than Insurers writing life or income
continuation coverage, are prohibited from:

« Requiring an individual or a member of the
individual's family to obtain a genetic test using
DNA from the person's blocd to determine the
presence of a genetic disease or disorder.

»  Requiring an Individual to reveal ifhe ar sheora
member of the family has had a genetictest and
revealing the results of that test.

+  Requiring or requesting a health care providerto
reveal elther that an individual or family member
had a genetic test or the results of a genetic
test.

»  Conditioning coverage on whether a person or
member of a person's famfly has had a genetic
test. t .

+ Basing premium rates or other aspecis of
Insurance coverage on whether a person or a
person’s family member has had a genetic test
and revealing the results of the test.

Insurers thatwrite life or income continuation coverage
who obtaln genetictest information aboutan individual
or family member are prohibited from:

* Using the information in writing any type of
insurance ather than life orincome continuation.

«  Setting rates or coverage conditions that are not
reasonably related to the risk involved. [s. 631.89,
Wis. Stat]

Drugs for Treatment of HIV Infection

All health Insurance policies that provide coverage of
prescription medicine shall provide coverage for
each drug that satisfies all of the following:

+ Is prescribed by the insured's physician for the
treatment of HIV Infection craniliness ormedical
condition arising from or related to HIV Infection.

+ | approved by the Federal Food and Drug
Administration for the treatment of HIV infection
or an illness or medical condition arising from or
related to HIV infection, including each
Investigational new drug that is approved under
21 CFR 312.34 to 312.38 for the treatment of
HIV infection or an illness or medical condition
arising from or related to HIV Infection and that
is In or has completed a phase 3 clinical
Investigation performed in accordance with 21
CFR 31220 t0 312.33.

« If the drug is an investigational new drug
described in subd. 2, is prescribed and
administered in accordance with the treatment
protocol approved for the investigational new
drug under 21 CFR 312.34 to 312.36.

Coverage of these drugs may be subject to any
copayments and deductibles that the health
insurance policy applies generally to other
prescription medication covered by the palicy.

These requirements do not apply to a policy that
covers only certain specified diseases, is issued by
alimited service health organization, or is aMedicare
supplement or Medicare replacement policy.

[s. 832.885(0), Wis. Stat)




Lead Screening

All health insurance poficies and all seif-insured
plans offared by a city, village, or school district are
required to provide coverage for blood lead tests for
childrenunder 6 years of age, according to screening
protocols established by the Department of Health
Services.

This requirement does not apply to a palicy that
covers only certaln specified diseases, policies
offered by a imited service health organization, long-
term care insurance poficies, Medicare supplement
policies, or Medicare replacement policies.

[ss. 609.85 and 632.895 (10), Wis. Stat.]

TMJ Disorders

All group and individual health insurance policies -

issued or renewed on or after January 1, 1988, that
provide coverage of any diagnostic or surgical
procedure invoiving a bone, joint, muscle, or tissue
are required to provide coverage for diagnostic
procedures and medically necessary surgical or
nonsurgical treatment (including prescribedintraoral
splint therapy devices) for the correction of
temporomandibular (TMJ) disorders.

This applies to both group and Individual policies,
except dental-only and Medicare supplement
policies, induding HMOs, PPPs, and LSHOs, and
every self-funded county, municipality, or school
district health plan. [ss. 609.78 and 632.885 (11),
Wis. Stat)]

All health insurance policies issued or renewed on
or after June 17, 1998, may cap coverage of
nonsurgical diagnosis and treatment of TMJ at
$1,250 per year. Plans are permitted to Impose a
prior authorization requirement on surgical or
nonsurgical TMJ services, but not diagnosis.

Hospital and Ambulatory Surgery Center
Charges and Anesthetics for Dental Care

Health policies that are issued or renewed on or after
January 1, 1898, are required to cover hospital or
ambulatory surgery center charges incurred and

anesthetics provided in conjunction with dental care
if any of the following applies:

1. Theindividual is a child under the age of §

2. The individual has a chronic disability that
meets all the conditions in s. 230.04 (8r) (a) 2.
a., b., and c., Wis. Stat.

3. The individual has a medical condition that

requires hospitalization or general anesthesia

for dental care.

This applies to both group and individual policies,
including HMOs, PPPs, and LSHOs, and every
self-funded county, municipality and school district
health plan. [ss. 609.78 and 632.895 (12), Wis.
Stat]

This requirement does not apply to dental-only plans
issued or renewed on or after June 17, 1998.

Breast Reconstruction

Health Insurance policies that are issued or renewad
onorafter January 1, 1998, that provide coverage for
a mastectomy are required to provide coverage of
breast reconstruction of the affected tissue incident
to a mastectomy.

This applles to both group and Individual policies,
including HMOs, PPPs, and LSHOs, and every self-
funded county, municipality and school district
heatth plan. [ss. 609.77 and 632.895 (13), Wis.
Stat)

Child immunizations

All health insurance policies that are issued or
renewed on or after November 1, 2000, and every
self-insured health pian of the state or of a county,
city, town, village, or school district that provides
coverageforadependentofan insured, mustprovide
coverage of appropriate and necessary immuniza-
tions fram birth to the age of 6 years for a dependent
who Is a child of the insured. The coverage may not
be subject to any deductibles, copayments or
coinsurance under the policy or plan, except that a
managed care plan is prohibited from applying such
cost-shasing only with respect to services provided
by network providers.

The mandate does not apply to heatlth insurance
poildasmatprovldecoveragaofonlycenainspedﬁed
diseases, policles that cover only hospital and
surgical charges, policies offered by a limited service
health organization, long-term care policies, and
Medicare supplement or Medicare replacement
policies. fs. 632.895 (14), Wis. Stat]

Coverage of Certaln Health Care Costs in
Cancer Clinical Trials

Health care policies, plans, and contracts are

prohibited from excluding coverage for certain heaith
care services, items, or drugs administered o an
insured In a cancer clinical trial in certain situations
that would be covered under the policy, plan, or
contract if the insured were not enrofled in a cancer
clinical trial. The coverage is subject to all terms,
conditions and restrictions that apply to other




coverage under the policy, including the treatment

and services performed by participating and nonpar-
ticipating providers. This includes policy requirements
that the cancer ciinical trial services be performed by

a participating provider.

These changes apply to insurance policies issued or
renewed con or after November 1, 2008, and self-
insured health plans of the state or of a county, city,
village, town, or school district, established,
extended, modified, or renewed on or after
November 1, 2008. However, if an insurance policy
covers employees under a collective bargaining
agreement containing provisions inconsistent with
these changes, the changes first apply to a policy
issued or renewed on the earlier of: (a) the date the
collective bargaining agreement expires; or (b) the
datethe collective bargaining agreementis extended,
modified, or renewed. If a self-insured plan covers
employees under a collective bargaining agresment
containing provisions inconsistent with the changes,
thechangesfirstapplytoaplan established, extended,
modified, or renewed on the earier of: (a) the date the
collective bargaining agreement expires; or (b) the
datethe collective bargaining agreementis extended,
modified, or renewed.

[ss. 40.51 (8), 66.0137 (4), 120.13 (2) (g), 185.981
(41), 185.983 (1) (intro.), 632.855 (2) (intro.) 632.855
(3). and 832.855 (3) (bm), 632.87 (1), and 632.87 (8),
Wis. Stat]

Coverage of Student on Medical Leave

Every disabllity insurance policy and every self-

insured health plan of the state or of a county, city,
town, village, or school district that provides coverage
for a person as a dependent of the insured because
the person Is a full-time student shall continue to

provide depsndent covarage for the person if, dueto
a medically necessary leave of absencs, he or she
ceases to be a full-ime student.

A student Is required to submit documentation and
certification from the person's attending physician
stating the medical necessity cf the leave ofabsence.

This applies to insurance policies issued or renewed
on orafter July 1, 2008, and self-insured heaith plans
of the state or of a county, city, villags, .town, or
school district, established, extended, modified, or
renswed on or after July 1, 2008. However, if an
insurance policy covers employees undera collective
bargaining agresment containing provisions

inconsistent with this provisicon, it first applies to a
policy issued or renewed on the earflerof: (a) the date
the collsctive bargaining agresment explres; or (b)
the date the collective bargaining agreement is

extended, modified, orrenewed. If a seli-Insured ptan

covers employees under a collective bargaining
agreement containing provisions inconsistent with
this provision, it first applies to a plan established,
extended, modified, or renewed on the earller of:
(a) the date the collective bargalning agreement
expires; or (b) the date the colleclive bargaining
agreement Is extended, modified, or renewed.

[ss. 40.51 (8), 40.51 (8m), 66.0137 (4), 111.91 (2)
(nm), 120.13 (2) (g), 185.981 (4t), 185.983 (1)(intro.),
608.76, and 832.885 (15), Wis. Stat]

Health Insurance Coverage of Depandents

Insurers that offer individual or group disability

Insurance policies (Including vision and dental plans,
but not hospital indemnity, income continuation,

accidentonly, long-term care, and Medigap policies),
and self-insured health plans of the state or of a

county, city, village, town, or school district are

required to provide coverage if requested to an adult
child ofthe applicant orinsured as adependent of the
applicant or insured if all of the following conditions
are met:

- Thechild is over age 17 but less than 27 years
ofage.

+  The child is not married, and the child is either
not eligible for coverage under a group heaith
benefit plan offered by his or her employer, or if
efigible for coverage, the child's premium contri-
bution for the coverage is greater than the
premium amount required to provide coverage to
the child as a dependent under the parent’s plan.

Provided the other conditions are still met, coverage
must be provided to an adult child regardless of age
if the child was under 27 years of age when he or she
was called to federal active duty in the National
Guard or in a reserve component of the U.S. armed
forces while the child was attending, on a full-ime
basis, an institution of higher education and the child
retums to school as a full-time student within
12 months of fulfilling his or her active duty obliga-
tion.

An insurer or self-insured plan is required to dster-
mine the premium for coverage of an adult child who
is over 18 on the same basis as the premium is

determined for a dependsnt who is 17 years of age
or younger.

An insurer or self-insured health plan may require an
applicant or an insured seeking coverage of an adult
child to provide written documentation Initially and
annually thereafter that the adult child meets the
criteria to be covered as a dependant.




The state requirements above take effect for poli-
cles issued or renewed and governmental or school
district self-insured heaith plans that are estab-
lished, extended, modified or renewed, on or after
January 1, 2010. Note there may be state tax

implications for parents utilizing this benefit for their
dependent children. [Section 632.885, Wis. Stat.]

Additionally, provisions in the federal Patient Pro-
tection and Affordable Care Act (PPACA) require
coverage of adult children as dependents under
their parents’ plan or policy up to age 26 years of
age. Bothmarried and unmarried children qualify for
this coverage. The federal requirement is effective
for plan and policy years beginning on or after
September 23, 2010, and applies to all plans inthe
individual market and to new employer plans. Group
plans in existence an March 23, 2010, may exclude
adult children who are eligible to enroll in an
employer-sponsored health plan unless it is the
group health plan of thelr parent. However, begin-
ning with plan or palicy years on or after January 1,
2014, children up to age 26 can stay on their
parent's employer plan even If they have ancther
offer of coverage through an employer.

Autism Spectrum Disorder

All disability insurance policies and self-insured
health ptans of the state or of a county, city, fown,
village, or school district are required to provide
coverage for the treatment of autism spactrum
disorders which includes autism disorder,
Asperger's syndrome, and pervasive developmen-
tal disorder not otherwise specified. This provision
does not apply to a disability policy that covers only
certain specified diseases, a health care plan
offered by alimited service health organization orby
a preferred provider plan that is not a defined
network plan, a long-tenn care insurance policy, or
a Medicare replacement or a Medicare supplement

policy.

Coverage must be provided for the treatment of
autism spectrum disorders if the treatment is pre-
scribed by a physician and provided by qualified
providers. Coverage required includes at least
$50,000 for Intensive-level services per Insured per
year with a minimum of 30 to 35 hours of care per
week for a minimum duration of 4 years and at least
$25,000 for nonintensive-level services per insured
peryear.

Coverage may be subject to deductibles, coinsur-
ance, or copayments that generally apply to other
conditions covered by the policy or plan. The

coverage may not be subject to fimitations or

exclusions, including limitations on the number of
treatment visits.

The above provisions take effect for disability insur-
ance policles that are issued or renswed and
governmental or school district self-insured heaith
plans that are established, extended, medified, or
renewed on or after November 1, 2009. [s. 632.895
(12m), Wis. Stat.]

Board Certified Behavior Analyst

Behavior analysts are added to the list of providers
that may provide physician-prescribed services for
the treatment of autism spectrum disorders re-
quired to be covered by disability insurance policies
and self-insured govemmental and school district
health plans. Paraprofessionals working under a
behavior analyst's supervision are also covered.
The Department of Regulation and Licensing (DRL)
provides licensure and regulation of behavior ana-
lysts engaging in the practice of behavior analysis.

The above provisions teok effect on May 26, 2010,
except for the provisions regarding licensure of
behavior analysts, which took effect on June 24,
2010.

Contraceptive Coverage

All disabllity Insurance policies and self-insured
heatth plans of the state or of a county, city, town,
village, or school district that provide coverage for
outpatient health care services, preventive treat-
ments and services, or prescription drugs and
devices are required to also provide coverage for
contraceptives prescribed by a health care provider,
and outpatient consultations, examinations, proce-
dures, and medical services that are necessary to
prescribe, administer, maintain, or remove a con-
traceptive if covered for any other drug benefits
under the policy or plan. Coverage may only be
subject to the exclusions, limitations, or cost-
gharing provisions that apply generally to the
coverage of outpatient health care services, preven-
tive treatment and services, or prescription drugs
and devices that are provided under the policy or
self-insured heatlth plan.

These provisicns do not apply to a disability policy
that covers only certain specified diseases, a
disabliity policy or self-insured heatth care plan that
provides only limited-scope dental or vigion ben-
afits, a health care plan offered by a limited service
health organization or by a preferred provider plan
that Is not a defined network plan, a long-term care
insurance policy, or a Medicare replacement or a
Medicare supplement policy.

The above provisions took effect for policies issued
or renewed and governmental self-insured health
plans that are established, extended, modified, or




renewed on or after January 1, 2010. [s. 632.895
(17), Wis. Stat.}

Cochlear Implants

Coverage is required for hearing aids, cochlear

implants, and related treatment for infants and

children. This applies to group and individual

disabllity policies and to self-insured health plans of
the state or of a county, city, town, village, or school
districtnewlyissued orrenewed on orafter January 1,
2010.

The following coverage is provided:

+  The cost of hearing aids and cochlear implants
that are prescribed by a physician or by a
licensed audiclogist for a child covered under
the policy or plan who is under 18 years of age
and who s certified as deaf or hearing impaired
by a physician or a licensed audiclogist.

« The cost of treatment related to hearing aids
and cochlear implants, including procedures
for the implantation of cochlear devices, for a
child as described above.

« The cost of hearing aids is not required to
exceed the cost of ane hearing aid per ear per
child more than once every three years.

Coverage may be subject to any cost-sharing

provisions, limitations, or exclusions, other than a
preexisting condition exclusion, that apply gener-
ally under the disability insurance policy or

self-insured health plan.

These provisions do not apply to a disabllity policy
that covers only certain specified diseases, a
disability policy or self-insured health care plan that
provides only limited-scope dental or vision ben-
efits, a health care plan offered by a fimited service
health organization or by a preferred provider plan
that is not a defined network pian, a long-term care
insurance policy, a Medicare replacement or a

. Medicare supplement policy, or a short-term indi-
vidual health benefit plan.

The above provisions take effect for disability insur-
ance policies that are issued or renewed and
governmental or school district self-insured health
plans that are established, extended, modified, or
renewed on or after January 1, 2010.

Colorectal Cancer Screening

All disability insurance policies and self-insured

health plans of the state or of a county, city, town,
village, or school district that cover any diagnostic
or surgical procedures are required to cover

colorectal cancer examinations and laboratory tests
for any insured or enrollee who is 50 years of age or
older or any insured or enrollee who is under 50
years of age and at high risk for colorectal cancer.

Coverage may be subject to any cost-sharing
provisions, limitations, or exclusions that apply
generally under the disability insurance policy or
self-insured health plan.

These provisions do not apply to a disability policy
that covers only certain specified diseases other
than cancer, a disability policy or. self-insured
health care plan that provides only limited-scope
dental or vision benefits, or a health care plan
offered by a limited service health organization or by
a preferred provider plan that Is not a defined
network plan.

The Commissioner of Insurance, in consultation
with the Secretary of the Department of Health
Services and after considering nationally validated
guidelines, including guideiines Issued by the
American Cancer Society for colorectal cancer
screening, is required to promulgate rules that:

»  Specify guldelines for colorectal cancer screen-
ing that must be covered under the law.

+  Specify the factors for determining whether an
individual is at high risk-for colorectal cancer.

+ Periodically update the guidelines and factors,
described above.

The above provisions take effect for disabllity Insur-
ance policies that are issued or renewed and
governmental or school district self-insured health
plans that are established, extended, medified, or
renewed on or after December 1, 2010. [s. 632.885
(16m), Wis. Stat.]




If you have a specific complaint about your insur-
ance, refer it first to the insurance company or agent
involved. If you do not recelve satisfactory answers,
contact the Office of the Commissioner of insurance
(OC).

For information an how to file insurance com-
plainis call:
(608) 268-0103 (In Madiscn)
o
1-800-238-8517 (Statewide)

Office of the Commissioner of Insurance
P.O. Box 7873
Madison, Wl §3707-7873

Electronic Mail
ocicomplaints@wisconsin.gov
Pleass indicate your name, phone number,
and e-mail address.

oci.wi.gov

Deaf, hearing, or speech impalred callers may
reach OC! through Wi TRS

A copy of OCI's complaint form Is available on OCl's
Web site. You can print it, complete it, and retum it
to the above mailing address.

Coples of OCI publications are available on-line on
OCI's Web site.

Disclaimer

This gulde is not a legal analysis of your rights under
any Insurance policy or govemment program. Your
insurance policy, program rules, Wisconsin law,

federal law, and court decisions establish your

rights. You may want to consult an attomey for legal
guidance about your specific rights.

OC! does not represent that the information is
complete, accurate or timely in all instances. All
information is subject to change on a regular basis,
without notica.

Printed copies of publications are updated annuatly
unless otherwise stated. In an effort to provide more
current information, publications available on OCI's
Web site are updated more frequently to reflect any
necessary changes. Visit OCl's Web site at
od.wi.gov.

The Office of the Commissioner of Insurance doses not discriminate on the basis of race, color,
national origin, sex, religion, age, or disabifity in employment or the provision of services.




STATE OF WISCONSIN

FACT SHEET ON
MANDATED BENEFITS FOR THE TREATMENT OF
NERVOUS AND MENTAL DISORDERS,
ALCOHOLISM, AND OTHER DRUG ABUSE

OFFICE OF THE COMMISSIONER OF INSURANCE

Pi-008 (R 12/2008)

The Wisconsin Office of the Commissioner of
Insurance has prepared this guide to assist health
care providers and insurers in undarstanding and
applying Wisconsin's mandated health care
benefits law, as it relates to the treatment of
nervous and mental disorders, alcoholism, and
other drug abuse. This guide also discusses the
federal Mental Health Parity Act of 1996.

Please refer questions to:

Department of Health Services
1 W. Wilson St.
Madison, Wisconsin 53702
(608) 268-1865

or

Office of the Commissioner of Insurance
P.O. Box 7873
Madison, Wisconsin 53707-7873
(808) 286-0103 (In Madison)
11-800-236-8517 (statewide)

Wisconsin law requires that certaln group health
insurance policies Include inpatient, outpatient,
and transitional benefits to treat nervous and
mental disorders, alcoholism, and other drug
abuse problems. [s. 632.89, Wis. Stat]

Q. To what policles or plans does the law
apply?

A This 1w applies cnly to group insurance
policies and contracts issued in Wisconsin
and to comparable policies issued to a group
based in another state if more than 25% of
the insured persons are Wisconsin residents.

These mandated benefits are not required in

« Individual insurance policies;

» Federal employee group plans (e.g., postal
carrier's plans);

+ Self-insured employer group plans falling
within the terms of the federal Employee
Retirement iIncome Sscurity Act (ERISA)
of 1974,

+ Self-insured counties, municipalities, or
school districts;

+ Most policies issued to a group based in
another state if both the policyholder and
group exist primarily for purposes other
than to procure Insurance and fewer than
25% of the insured persons are Wisconsin
residents; and )

« Health maintenance organizations (HMOs)
and limited service health organizations
(LSHOs) formed as cooperatives under
ch. 185, Wis. Stat.

What services are covered by the law?
There are three services covered by the law.

« Inpatient Services. These are services for
the treatment of nervous and mental
disorders or alcoholism and other drug
abuse problems that are provided to a bed
patient in a hospital.

« Outpatient Services. These are
nonresidential services for the treatment of
nervous and mental disorders or
alcohollsm or other drug abuse problems
that are provided to an insured by any of
the following entities or persons or, if for the
purpose of enhancing the treatment of the
insured, a collateral of the insured.




+ A program in an outpatient treatment
facllity that has been approved by the
Department of Health Services and
established and maintalned according to
rules promulgated under s. 51.42 (12),
Wis. Stat.

* A licensed physician who has completed
a residency in psychiatry in an
outpatient treatment facility or in the
physician's office.

* Alicensed psychologist who is listed in
the National Register of Health Service
Providers in Psychology or who Is
certified by the American Board of
Professional Psychology.

+ Transitional Treatment Services. These
are services for the treatment of nervous
or mental disorders or alcoholism or other
drug abuse problems that are provided to
an insured in a less restrictive manner
than are inpatient hospital services but ina
more intensive manner than are outpatient
services.

Must all plans and policles to which the
law applies provide both inpatient and
outpatient services?

No. Group plans that provide only inpatient
hospital treatment coverage are required to
provide coverage for inpatient hospital
treatment and transitional treatment.

Group plans that provide only outpatient
treatment coverage are required to cover
outpatient services and transitional treatment

services.

Agroup policy that covers both inpatient and
outpatient treatment for any condition other
than those covered by the mandates must
provide coverage for inpatient, outpatient, and
transitional treatment services.

What types of coverage must be provided
in plans subject to the law?

Required coverages are for the treatment of
nervous and mental disorders, alcoholism,
and other drug abuse problems.

Q. What Is the minimum coverage that must

be provided In every policy year?

A. A group policy that provides coverage for

inpatient hospital services must cover:

+ Atleast expenses for the first 30 days as
an Inpatient in a hospital; or

* Atleast $7,000 for Inpatient services
minus any cost-sharing amounts
(deductibles, copayments, or coinsurance)
at the level charged under the policy for
other inpatient treatment services or the
equlvalent benefit measured In services
rendered (number of days or visits). If a
policy does not use cost-sharing, itis
$6,300 in equivalent benefits measured in
services rendered.

« Atleast $3,000 for transitional treatment
minus any cost-sharing amounts
(deductibles, copayments, or colnsurance)
at the level charged under the policy for
other transitional treatment services or the
equivalent benefit measured in services
rendered (number of days or visits). If a
policy does not use cost-sharing, it is
$2,700 in equivalent benefits measured in
services rendered.

A group policy that provides coverage for
outpatient services must cover:

+ Atleast $2,000 of services for outpatient
services minus any cost-sharing amounts
(deductibles, copayments, or coinsurance)
at the level charged under the policy for
other outpatient treatment services or the
equivalent benefit measured in services
rendered (number of days or visits); or

+ If a policy does not use cost-sharing, itis
at least $1,800 in equivalent benefits
measured in services rendered.

» Atleast $3,000 for transitional treatment
minus any cost-sharing amounts
(deductibles, copayments, or colnsurance)
at the level charged under the policy for
other transitional treatment services or the
equivalent benefit measured in services
rendered (number of days or visits). If a
policy deas use cost-sharing, it is at least
$2,700 for equivalent benefits measured in
services rendered.




However, total coverage for inpatient,
ocutpatient, and transitional treatment services
need not exceed $7,000 or equivalent benefits
if provided by an HMO or LSHO.

Do copayment requirements and
deductibles of the policy apply to these
mandated benefits?

An insurer may apply the same deductible
amount and/or copayment amount to mental
health and alccholism and other drug abuse
services that apply to all other benefits.

. Outpatient services will cover treatment
provided to a collateral if the treatment
was rendered for the purpose of
enhancing the treatment to the Insured.
What Is the meaning of a “collateral™?

A “collateral® means a member of an
insured’s iImmediate family and is limited to
the gpouse, children, parents, grandparents,
brothers, and sisters of the insured and their
spouses.

Some group policles set waiting periods
for preexisting conditions. How Is the
date of onset of the nervous or mental
disorder, alcoholism, or drug abuse
condition to be determined to judge
whether the condition Is a preexisting
condition for Insurance purposes?

An insurer may apply a waiting pericd fora
preexisting condition if it has evidence that
the disease existed prior to coverage under
the policy. Sufficient evidence would be a
condition for which medical advice, diagnosis,
care, or treatment was recommended or
received within the 6-month period prior to
enrollment in the health plan.

May benefits be pald under more than one
plan?

. Benefits can be paid under more than one
plan. However, most group plans contain a
coordination (or duplication) of benefits
provision that is intended fo limit the payment
of benefits under all coverage to 100% of the
total covered expenses.

Q. Does the requirement for coverage of
outpatient treatment prohibit any
limitation on the amount of a provider's
charge to be covered, e.qg., application of
a "usual and customary fees" limitation
that would be generally applicable to
other covered conditions?

A. No, if the basis an insurar uses to establish
fee reimbursement lavels is reasonable and
equitably applied to all providers.

Q. Are prescription drugs included as part of
the mandated coverage for the treatment
of nervous and mental disorders,
alcoholism, and other drug abuse?

A. Yes, prescription drugs are covered if the
drugs are prescribed for a patient who is
recelving treatment on either an inpatient or

_outpatient basis and If the prescription drugs
are for the treatment of nervous and mental
disorders, alcoholism, or other drug abuse
problems. The costs incurred for the
prescription drugs or diagnostic testing cannot
be applied toward the minimum coverage for
elther inpatient or cutpatient treatment.

Q. When did this law become effective?
Does it apply to policles and contracts
then in force or only to those issued after
that date?

A. This law first became effective July 20, 1985.
Increased benefits for cutpatient treatment
was effective for policies issued or renewed
after May 12, 1992. Coverage for transitional
treatment applies to policies issued or
ranewed on or after November 1, 1992,

The Mental Health Parity Act of 1996—A
Federal Law

Q. What is the Mental Health Parity Act of
19967

A. The federal Mental Haalth Parity Act (MHPA)
was signed into law on September 26, 1936.
MHPA provides for parity in the application of
aggregate [ifetime and annual dollar limits on
mental health benefits with dollar limits on
medical/surgical benefits. MHPA's provisions
are subject to concurrent jurisdiction by the
Departments of Labar, the Treasury, and
Healthand Human Services.




Q. How will the Mental Health Parity Act
affect mental health benefits?

A. Under MHPA, group health plans, insurance
companies, and HMOs offering mental health
benefits will no longer be allowed to set
annual or lifetime dollar limits on mental
health benefits that are lower than any such

dollar limits for medical and surgical benefits.

A plan that does not impose an annual or
lifetime dollar limit on medical and surgical
benefits may not impose such a dollar limit
on mental health benefits offered under the
plan. MHPA's provisions, however, do not
apply to benefits for substance abuse or
chemical dependency.

Q. Do these requirements apply to all group
health plans?

A. No. Health plans are not required to include
mental health in their benefits package. The
requirements under MHPA apply only to
plans offering mental health benefits.

Q. May an Insurer Impose restrictions on
mental health benefits?

A. Yes, insurers will be able to set the terms
and conditions including cost sharing and
limits on the number of visits or days of
coverage, for the amount, duration, and
scope of mental heaith benefits.

Q. Do all group heaith plans offering mental
health benefits have to meet the parity
requirements?

A. No. There are two exceptions to these new
rules.

 The mental health parity requirements do
not apply to small employers who have
fewer than 51 employees.

+ Any group health plan whose costs
increase 1% or more due to the
application of MHPA's requirements may
claim an exemption from MHPA's
requiremants.

Q. When did this law become effectiva?

A. Themental health parity requirements apply
to group health plans for plan years
beginning on or after January 1, 1998. Plans
that have calendar year plan years or plan
years that otherwise begin early in 1998
were provided a transition period until March
31,1998,

The original sunset provision (providing that the
parity requirements would not apply to benefits
for services furnished on or after September 30,
2001) has been extended six imes. The cument
extension runs through December 31, 2007.

If a provider or patient has a question about
whether a claim for insurance benefits has been
handled properly, contact the Office of the
Commissicner of Insurance describing the
problem. Include the name of the insurance
company, the group policy number, and the
subscriber or certificate number. Send complaint
to:

Information and Complaints Section
Office of the Commissioner of Insurance
(GCI)

P. O. Box 7873
Madison, W1 53707-7873
(608) 266-0103 (In Madison)
1-800-238-8517 (Outside Madison)

How to Find Out More

If you have additional questions regarding the
federal Mental Health Parity Act, please contact:

Employee Benefits Security Administration
(EBSA)
U.S. Department of Labor (DOL)

200 Constitution Avenue, N.W.
Washington, DC 20210
1-86868-4-USA-DOL (1-866-487-2365)
1-877-889-5627 TTY
http-/iwww.dol.govi/dol/topic/health-plans/

The Office of the Commissioner of Insurance
daes not discriminate on the basis of race, color,
national origin, sex, refigion, age, or disability in
employment or the provision of services.




For information on how to file insurance complaints call:

(608) 266-0103 (Madison)
or
1-800-238-8517 (statewide)

Office of the Commissioner of Insurance
P.0O.Box 7873
Madison, W1 §3707-7873

Electronic Mall
odinformation@wisconsin.gov

(please indicate your name, phone number, and
e-mall address)

hitp://oci.wi.gov

Deaf, hearing, or speech impaired callers may
reach OCI through WI TRS











































DEFINITIONS

Cop V7

in the poficyfcertificats, faficized words are defined. Words rot Raficized will be given thelr ordinary meaning.

Wherever used In the policy/certificate:

*Acute rehabififation® means two or more different
types of therapy provided by cne or more rehabilita-
tion medical practitioners and performed for three or
more hours per day, five to seven days per week,
while the covered person Is confined as an inpatient
in a hospilal, rehablltation facilly, or extsnded care
facility.

MGRO3384

* At risk for ovarian cancer” means:

(A) A female cowered persen having a family
history of: (1) one cr more first-degree rela-
tives with ovarlan cancer; (2) two or more
female relatives with breast cancer; or (3)
nonpalyposis colorectal cancer; or

(B) A female cowvered person testing positive
for BRCA1 or BRCA2 mutations.

MGR03924

*Coinsurance percontage™ means the percentage of
covered expsnses that are payable by us. The co-
insurance perceniage will vary, as shown In Section
1.

MGR03477

*Complications of pregnancy” means: (A) conditions
whoss diagnoses are distinct from pregnancy, but
are adversely affected by pregnancy cor are caused
by pregnancy and not, from a medical viewpoint,
assoclated with a normal pregnancy. This Includes:
ectopic pregnancy, spontaneous abortion, severe
preeclampsia, eclampsia, missed abortion, and simi-
lar medical and surgical conditions of comparable

severity; but it' does not ‘Include: faise labor, mild -

preeclampsla, edema, prolonged labor, doctor pre-
scribed rest during the period of pregnancy, moming
sickness, and conditions of comparable sevetity as-
soclated with management of a difficult pregnancy,
and not constituting a medically classifiable distinct
complication of pregnancy; and (B) an emergency or
non-elgctive cassarean section.

MGRD34358

" *Cosmetic troatment” means treatments, procedures
or services that change or improve appearance with-
out significantly improving physiclogical function and
without regard to any asserted improvement to the

psychological consequences or soclally avoldant be-
havior resuling from an injury, finess or congenital
anomaly.

"Covered expense” means an expense: (A) incurred
while you or your dependent's Insurance Is In force
under the palicy; (B) covered by a specific benefit
pmvislmofﬂlepoﬂcyand((:)notem!udedm
where In the poficy.

MGRO4051

*Cowered person” means you, your lawful spouse
and each eligible child: (A) named In the appfication
and not excluded by us; or (B) whom we agres in
writing to add as a covered person.

MGRO3477

“Cusfodfal care” means care which Is administered
for assistance (rather than for training or education)
of the patient in performing the activities of dafly
living. Custodial care &iso Includes nonacute care for
the comatose, semicomatose, paralyzed or mentally
incompetent patient.

MGR00131

*Deductible amount® means the amount of covered
expenses, shown In Section 1, which must be pald
by all covered persons during any calendsr year

. before any banefits are payable.

"Dental expenses” means surgery or services pro-
vided to diagnose, prevent, or comect any allments
or defects of the teeth and supporting tissus and any
related supplies or oral epplisnces. Expenses for
such treatment are considered dental expenses re- -
gardless of the reason for the services.

*Dependent” means: (A) your lawful spouse; or (B)
an eligible child.
MGRO3477

"Diabetes self-management {(raining services®
means services provided by a health care profes-
sional who: (A) Is licensed, registered ar certified by
the state in which he or she practices; and (B) has
expertise in dlabetes management.

MGRO3081

2-84DEFI050
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DEFINITIONS (Continued)

*Doclor” means a duly licensed practitioner of the
medical arts, limited to a physician holding a M.D. or
D.O. degree, cptometrist, dentist, podiatrist, chiro-
prector, and clinical psychologist With regard to
medical services provided to a covered person, a
doclor must be currently ficensed by the state in
which the services are provided, and the services
must be provided within the scope of that license.
with regard to consulting services provided to us, a
doctor must be cumently [censed by the state In
which the consulting services are provided.

MGRD3401

. *Durable medical equipment" means Items which
are used to serve a specific dlagnostic or therapeutic
purpose In the treatment of an Hiness or injury, can
withstand repeated use, are generally not useful to a
person in the absence of ifness or injury, and are
appropriate for use in the patient’s home.

MGR03081

*Effactive date® means the applicable date a cow
ered person becomes insured for Hness or Injury.
The applicable effective date is shown: (A) on the
.. face page for initial covered persons; and (B) cn the

rider edding any new covered person.

The effoctive date for finess will always be cn the
15th day after the effective date for Infury.

MGR00131

"Eligible child® means your or your dependent’s
child, If that child is: (A) not maried; and (B) under
28 years of age.

As used In this definion, "child® means: (A) a
naturel child; (B) a legally adopted child; (C) a child
placed with you for adoption; or (D) a child for whom
legal guardianship has been awarded to you or your.
spouss.

it is your responsiblity to notify us if your child
ceasses to be an efigible chiid. You must reimburse
us for any bensfits that we pay for a child at a time
when the child did not qualify as an eligible chid.

MGR04128

*Emergency” means an unforesesn or sudden medl-
cal condition manifesting itself by acute signs or
symptoms which could reascnably resuit in death or
serious disabliity if medical attention is not provided
within 24 hours.

COpy-

“Extended care faciily" means an institution, or a
distinct part of an Institution, which: (A) is licensed
as a hospital, extended care facilily or rehabilitation
Bchymastatemwlﬂchttopemm;(B) is
regularty engaged In providing 24-hour skilled nurs-
mscaramdermemmdarmvlslmofadoctar
and the direct supervision of a registered nurse; (C)
malntains a dally record on each patient; (D) has an
effective utilization revisw plan; (E) provides each
patient with a planned program of cbservation pre-
scribed by a doctor; and (F) provides each patient
with active treatment of an iiness or Infury, or related
rehabiftation, In accordance with existing standards
of medlcal practice for that condition.

Extended cere faciy does not Include a facllity
primarily for rest, the aged, substance abuse, cusfo-
dial care, nursing care, or for care of mentsl dis-
arders or the mentally incompetent.

MGRO0131

*Hospilal" means an Institution which: (A) cperates
as a hospital pursuant to law; (B) operates primarily
for the reception, care, and treatment of sick or
injured persons as inpatients; (C) provides 24-hour
nursing service by registered nurses on duty or call;
(D) has steff of one or mare doctors available at all
times; (E) provides arganized facilites and equip-
ment for diagnosis and treatment of acute medical,
surgical, or mental conditions elther cn its premises
or In facilities available to it on a preamanged basis;
and (F) Is not primarly a long-term care faclity;
aextended care faclily, nursing, rest, custodial care,
or convalescent homs; a place for the aged, drug
addicts, alccholics, or runaways; or a similar estab-
lishment.

While confined In a separate Identifiable hospita/ unit,
section or ward used primarily as a nursing, rest,

- custodial care or convalescent home, rehabiiftation

faciiily or extended care faclfily, a covered person
will be deemed not to be confined in a hospital for
purposes of the pofcy.

"iiness® means a sickness, disease, disorder or-
abnormal condition of a covered person. Hness does
not Include pregnancy, leaming disabifities, attitudinal
disorders, or discipiinary problems, All finesses that
exist at the same time and which are dus to the
same or related causes are deemed io be cne
fliness. Further, if an finess Is due to causes which
are the same as, or related fo, the causes of a prior
finess, the Hiness will be deemed a confinuation or

2M-DEFI-O5D
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WISCONSIN ENDORSEMENT

By attachment of this endorsement, the poficy/certificate is amended to the extent of any conflict with the
following: )

A. The Definitlons section Is amended as follows: ?

1. The following dsfinition is added:

*Child immunizations® means the specified vaccines provided between a covered person’s
date of birth and 6th birthday In a manner and frequency conforming to recognized standards
of medical practice. Child Immunizations are limited to vaccines against Diphtheria, Pertussis,
Tetanus, Pollo, Measles; Mumps, Rubella, Hemophilus Influenza B, Hepatitis B, and Varicella.

2. The definition of compfications of pregnancy Is amended to include acute nephiitis, nephrosis
and cardiac decompensation. :
3. The definitiop of diabetes self-management training services is hereby delsted and replaced

“Diabetic outpatient seif-management education program® means a program which:

(a). MMMWMWMIBMMMmdmwmmmW an
undemndlngofmediabeﬂcdlseasepmmdmadaﬂymmgmnemddlabeﬁc,
therapy;

(b) Meets the slandaldsdeve!opedbymestatadapamnantofheamlforoemwaﬁonof
outpatient diabetes education programs;

_(c) la directsd and supervised by a ficensed doctor knowledgeable in the treatment of
diabetes; and . .

(d) Is provided by health care professionals, including, but not fimited to, doctors, registered
. numas.andphannadstswhomhm\wedgeableabommedlseasepmmddiabem
andlnmetmahnento?dlabetlcpaﬁems. '
MGRD3698
4. The definition of extended care facilily Is amended to include an_institution which Is approved
for Medicare bensfits, or qualified to receive this approval upon request.

MGR03657

5. " An Investigational new drug that is approved under federal regulations for the treatment of
HIV infection or for an /liness or medical condition arising from or related to HIV infection and
that Is in or has completed, a phass lli ciinical Investigation performed in accordance 21 CFR
31220 to 312.33 and is prescribed in accordance with the treatment protocol approved for
investigational new drugs under 21 CFR 312.34 to 312.38 shall not be considersd

lnvastfgaﬂona! trealment.
B. Under Policyholder Provisions, the subsaction entitied Premium is amended to require 60 days
notice of any change in premium if the premiums are increased by 25% or more.
MAR03639

'C. The terms and conditions in the Temmination of insurance and Renewability provision shall prevail
over any other reference in the policy/certificate regarding our right to terminate coverage.
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" 2. The subsection entiled Limitation on Mental Disorders (anc SUDSWENCe AOUSE) IS niwievy
deleted and replaced with:

~ LIMITATION ON MENTAL DISORDERS AND SUBSTANCE ABUSE: If a covered person
incurs an expense as an inpatisnt in a hospltal for the treatment of a mental disorder, mental
incapagily, or substance abuss, we will provide’ benefits for coverad expenses the lesser of:

. (a) 30 days of treatment per policy year, or (b) $7,000 for any combination of these
conditions.

If & coverad persan or coflateral incurs an expsnse as an oufpatient for the treatment of a
. " mental disorder, mental Incapacity, or substance abus, benefits will be mited to $2,000 per
. Benefits. will be provided for the treatment .of mental disorders, mental Incapacity, or.
substance abuse in transitional treatment arrangements offered by a provider or program
cexﬁﬁedbyheDepaWnaddHaal&andFmﬂySewbesorpmﬂdedMaowtdamewiﬂi
criteria of the American Society of Addiction Medicine. Benefits for transitional treatment
arrangements will be limited to a maximum annual bensfit of $3,000 per coverad person.

" Our total ﬂabmtyfor covered expensss Incurred for the diaghosls’ or treatment of mental
disorders, mental Incapacity, and substance abuse will be limited to $7,000 per policy year,
per covered person. . . o .

" All enfits under this provision are subject to the deductible provisions of Section 1. ,

MGROSTIS .

- The maximum annual benefit mit does not apply to covered expensss for diagnostic testing
or prescription drugs incurmred for the diagnosis or treatment of mental disorders. o

DEFINITIONS: As used In this provision: _ -

* *Collataral® means a member of the covered pérson's immediate famfly-who seeks outpatient
counseling to enhance the treatment of the covered persen. A coliateral Is limited to the
spouss, children, parents, grandparents, brothers and sisters of the covered person and their

" . *"Policy year" means a 12-month period beginning on each anniversary of a certificate.

* *Transitional treatment amangement” means sarvices for the treatment of mental disorders,
mental-incapacily, or substance abuse that are provided to an .insured in a less restictive
manner than are inpatient hospital services, but in a more intensive manner than are

. outpatient services. : 3 ) ]

MGROG718 o
3. Covered Expenses are expanded to include: - ) ' )
(a) Child- immunizations, exempt from any deductible amount, copayments, and/or
coinsuranice provisions stated in the policylcertificate; and B o
(b) Non-surgical treatment for the comection of temporomandibular disorders If the disorder is
the result of congenttal, developmental or acquired deformity, disease or /njury and the
treatment is designed to control or eliminate infecticn, pain, disease or dysfunction.
Benefits for non-surgical treatment of temporomandibular disorders are limited to $1250

- per calendar year for each covered person and do not include coverage for cosmetic or
elective orthodontic care, periodontic care or general dental care. -

MGROS717

(c) Services, _itéms or drugs for the treatment of cancer whlch are administered under a
clinical trial if: .

~ () The service, item or drug would be consldére& a covered expense under the policy if
not provided in conjunction with a clinical trial; and

COPY-—
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