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Schedule 2 - Policy Administration 
 

2-19/92 Earned premiums for the reporting year 

2-20-93 +Number of new policies issued during the period 

2-21/94 +Number of policies renewed during the period 

2-22/95 Member months for policies issued during the period 

2-23/96 





Health Market Conduct Annual Statement 

Data Call & Definitions 

 

© 2024 National Association of Insurance Commissioners Page 5 of 14 
Version 2024.0.1 

Updated 10/17/23 

3-60/133 Number of out‐of‐network denied, rejected or returned ‐ Not Medically Necessary 
(Excluding Behavioral Health Benefits 

3-61/134 Number of out‐of‐network denied, rejected or returned ‐ Not Medically Necessary 
(Behavioral Health Benefits Only). 

3-62/135 Number of paid claims for in-network services 

3-63/136 In-network claims paid within 0-30 days 

3-64/137 In-network claims paid within 31-60 days 

3-65/138 In-network claims paid within 61-90 days 

3-66/139 In-network claims paid beyond 90 days 

3-67/140 Number of paid claims for out
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Schedule 5 – Consumer Requested Internal Reviews (Grievances – Including 
Pharmacy) 
  

5-85/158 Number of customer requests for internal reviews of grievances involving adverse 
determinations (Do not include additional voluntary levels of reviews.) 

5-86/159 Number of adverse determinations upheld upon request for internal review (Do 
not include additional voluntary levels of reviews.) 

5-87/160 Number of adverse determinations overturned upon request for internal review 
(Do not include additional voluntary levels of reviews.)   
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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-
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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 – 
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Schedule 1 Definitions: 
 
Rescission – 
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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 rescissions.  Reasonable approximations are allowed when exact 
information is not administratively available to the reporting entity. 
 
Schedule 2 Definitions: 
 
Prior Authorization – A decision by a carrier or its designee in advance of the provision of a 
health care service that the service (including specialist care, habilitation and rehabilitation 
services, and mental health and substance use disorder services), treatment plan, or medical 
device and equipment is medically necessary or a covered service. Sometimes called 
preauthorization, prior approval or precertification. 
 
Behavioral Health Benefits – Benefits to assist those with mental health or substance abuse 
issues. 
 
Mental Health Benefits – Benefits with respect to items or services for mental health 
conditions, as defined under the terms of the plan or health insurance coverage and in 
accordance with applicable Federal and State law. Any condition defined by the plan or 
coverage as being or as not being a mental health condition must be defined to be consistent 
with generally recognized independent standards of current medical practice (for example, the 
most current version of the Diagnostic and Statistical Manual of Mental Disorders (DSM), the 
most current version of the International Classification of Disease (ICD), or State guidelines). 
 
Substance Use Disorders Benefits – Benefits with respect to items or services for substance 
use disorders, as defined under the terms of the plan or health insurance coverage and in 
accordance with applicable Federal and State law. Any disorder defined by the plan as being or 
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