Health Market Conduct Annual Statement
Data Call & Definitions

Line of Business: Health

Reporting Period: January 1, 2022 through December 31, 2022
Filing Deadline: May 31, 2023

Contact Information

MCAS Administrator

company data.

The person responsible for assigning who may view and input

MCAS Contact

The person most knowledgeable about the submitted MCAS data.
This person can be the same as the MCAS Administrator.

MCAS Attestor

MCAS data.

The person who attests to the completeness and accuracy of the

Schedule 1 - Interrogatories

1-01 In-exchange - Does the company have Individual Health insurance Yes/No
coverage other than transitional, grandfathered, multi-state, catastrophic,
or student data to report?

1-02 In-exchange - Does the company have Small Group Health insurance Yes/No
coverage other than transitional, grandfathered, or multi-state policies
data to report?

1-03 In-exchange - Does the company have Catastrophic data to report? Yes/No

1-04 In-exchange - Does the company have Multi-State (Individual) data to Yes/No
report?

1-05 In-exchange - Does the company have Multi-State (Small Group) data to Yes/No
report?

1-06
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General Definitions:

Exchange (Marketplace) - The Affordable Care Act (ACA) creates new “American Health
Benefit Exchanges” in each state to assist individuals and small businesses in comparing and
purchasing qualified health insurance plans. An exchange may be a governmental agency or
non-profit entity that meets the applicable standards of the ACA and makes Qualified Health Plans
(QHPs) available on the marketplace to qualified individuals and/or qualified employers. Unless
otherwise identified, this term includes an Exchange serving the individual market for qualified
individuals and a Small Business Health Options Program (SHOP) serving the small group market
for qualified employers, regardless of whether the Exchange is established and operated by a
State (including a regional Exchange or subsidiary Exchange) or by Health and Human Services
(HHS). The individual Exchange will determine who qualifies for subsidies and make subsidy
payments to insurers on behalf of individuals receiving them.

In-exchange — Health insurance coverage acquired through the Exchange (marketplace)
as described above.

Out-of-exchange — Health insurance coverage acquired outside the Exchange
(marketplace) as described above.

Health Insurance Coverage — Benefits consisting of medical care (provided directly, through
insurance or reimbursement, or otherwise and including items and services paid for as medical
care) under any hospital or medical service policy or certificate, hospital or medical service plan
contract, or health maintenance organization contract offered by a health insurance issuer. This
is not intended to include excepted benefits as defined in 42 U.S.C. § 300gg-91(c). This is also
not intended to include closed blocks not subject to Medical Loss Ratio (MLR) reporting under
Centers for Medicare & Medicaid Services (CMS) guidance nor is it intended to include self-funded
plans.

Metal Level (Bronze) — Health insurance coverage in the bronze level shall provide a level of
coverage that is designed to provide benefits that are actuarially equivalent to 60 percent of the
full actuarial value (with allowable de minimus variations as described in 45 CFD 156.140(c)) of
the benefits provided under the plan.

Metal Level (Silver) — Health insurance coverage in the silver level shall provide a level of
coverage that is designed to provide benefits that are actuarially equivalent to 70 percent of the
full actuarial value (with allowable de minimus variations as described in 45 CFD 156.140(c)) of
the benefits provided under the plan.

Metal Level (Gold) — Health insurance coverage in the gold level shall provide a level of
coverage that is designed to provide benefits that are actuarially equivalent to 80 percent of the
full actuarial value (with allowable de minimus variations as described in 45 CFD 156.140(c)) of
the benefits provided under the plan.

Metal Level (Platinum) — Health insurance coverage in the platinum level shall provide a level
of coverage that is designed to provide benefits that are actuarially equivalent to 90 percent of
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the full actuarial value (with allowable de minimus variations as described in 45 CFD 156.140(c))
of the benefits provided under the plan.

Catastrophic — Health insurance coverage that does not provide a metal level of coverage.
Catastrophic coverage plans pay less than 60% of the total average cost of care and are available
only to people who are under 30 years of age before the beginning of the plan year or who have
received an exemption from the requirement to maintain minimum essential coverage by reason
of hardship or lack of affordability.

Individual Health Insurance Coverage — Health insurance coverage offered in the individual
market, but does not include short-term limited duration insurance.

Grandfathered Plan — Health insurance coverage that an individual was enrolled in prior to
March 23, 2010 either through an individual health insurance coverage or group health insurance
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Number of insured lives impacted on terminations and cancellations initiated by the
consumer — Total number of lives which were no longer covered as a result of policies terminated
at the insured's request. Reasonable approximations are allowed when exact information is not
administratively available to the reporting entity.

Number of insured lives impacted on policies terminated and cancelled due to non-
payment — Total number of lives which were no longer covered as a result of policies terminated
because the insured never paid, or stopped paying, the required premium for coverage.
Reasonable approximations are allowed when exact information is not administratively available
to the reporting entity.

Number of rescissions — Number of policies cancelled as a result of a rescission.

Number of insured lives impacted by rescissions — Total number of lives which were no
longer covered as a result of

© 2022 National Association of Insurance Commissioners Page 11 of 15
Version 2022.2.1
Updated 12/15/2022



Health Market Conduct Annual Statement
Data Call & Definitions

© 2022



Health Market Conduct Annual Statement
Data Call & Definitions

provider (such as a hospital or doctor) that is not contracted to be part of a carrier's network
(such as an HMO or PPO). Note: For the purposes of this data call a claim means any individual
line of service.

Number of claim denials for in-network claims — Number of claims received by a carrier
asking for a payment or reimbursement by or on behalf of an in-network health care provider
(such as a hospital or doctor) that is contracted to be part of the network for a carrier (such as
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Overturned Decision — A reversal of a denial of an adverse determination by a health carrier
or its designee utilization review organization.

Upheld Decision — A denial of an adverse determination that has been found to be supported
by a health carrier or its designee utilization review organization.

Voluntary Review Level — A level of review beyond the normal internal appeals process.
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