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Title 20—DEPARTMENT OF

INSURANCE
Division 400—Life, Annuities and Health

Chapter 3—Medicare Supplement

Insurance

20 CSR 400-3.100 Rule to Implement

Transitional Requirements for the Conver-

sion of Medicare Supplement Insurance

Benefits and Premiums to Conform to

Medicare Program Revisions

PURPOSE: This rule attempts to assure

the orderly implementation and conver-

sion of Medicare supplement insurance

benefits and premiums due to changes

in the federal Medicare program; pro-

vides for the reasonable standardization

of the coverage, terms and benefits of

Medicare supplement policies or con-

tracts; facilitates public understanding

of these policies or contracts; eliminates

provisions contained in these policies or

contracts which may be misleading or

confusing in connection with the pur-

chase of these policies or contracts to

eliminate policy or contract provisions

which may duplicate Medicare benefits;

provides full disclosure of policy or con-

tract benefits and benefit changes; and

provides for refunds of premiums asso-

ciated with benefits duplicating Medi-

care program benefits. This rule is pro-

mulgated pursuant to sections

376.850—376.890, RSMo.

(1) Applicability and Scope. This regulation
shall take precedence over other rules and
requirements relating to Medicare supple-
ment policies or contracts only to the extent
necessary to assure that benefits are not
duplicated, that applicants receive adequate
notice and disclosure of changes in Medicare
supplement policies and contracts, that
appropriate premium adjustments are made
in a timely manner and that premiums are
reasonable in relation to benefits. Except as
otherwise provided, this rule shall apply to—

(A) All Medicare supplement policies and
contracts delivered, or issued for delivery, or
which are otherwise subject to the jurisdic-
tion of this state on or after October 27,
1988; and

(B) All certificates issued under group
Medicare supplement policies as provided in
subsection (1)(A).

(2) Definitions. For purposes of this rule—
(A) Applicant means—

1. In the case of an individual Medicare
supplement policy or contract, the person

who seeks to contract for insurance benefits;
and

2. In the case of a group Medicare poli-
cy or contract, the proposed certificate hold-
er;

(B) Certificate means any certificate issued
under a group Medicare supplement policy,
which policy has been delivered, or issued
for delivery, in this state; and

(C) Medicare supplement policy means a
group or individual policy of accident and
health insurance, or a subscriber contract of
health service corporations, which is adver-
tised, marketed or designed primarily to sup-
plement coverage for hospital, medical or
surgical expenses incurred by an insured per-
son which are not covered by Medicare.  This
term does not include:

1. A policy or contract of one (1) or
more employers or labor organizations, or of
the trustees of a fund established by one (1)
or more employers or labor organizations, or
combination of them, for employees or for-
mer employees, or combination of them, or
for members or former members, or combi-
nation of them, of the labor organizations;

2. A policy or contract of any profes-
sional, trade or occupational association for
its members or former or retired members, or
combination of them, if the association—

A. Is composed of individuals all of
whom are actively engaged in the same pro-
fession, trade or occupation;

B. Has been maintained in good faith
for purposes other than obtaining insurance;
and

C. Has been in existence for at least
two (2) years prior to the date of its initial
offering of the policy or plan to its members;
or

3. Individual policies or contracts issued
pursuant to a conversion privilege under a
policy or contract of group or individual
insurance when the group or individual poli-
cy or contract includes provisions which are
inconsistent with the requirements of sections
376.850–376.885, RSMo nor to Medicare
supplement policies being issued to employ-
ees or members as additions to franchise
plans in existence on July 1, 1982.

(3) Benefit Conversion Requirements.
(A) Effective January 1, 1989, no Medi-

care supplement insurance policy, contract or
certificate in force in this state shall contain
benefits which duplicate benefits provided by
Medicare.

(B) General Requirements.
1. No later than thirty (30) days prior to

the annual effective date of Medicare benefit
changes mandated by the Medicare Catas-
trophic Coverage Act of 1988, every insurer,

health care service plan or other entity pro-
viding Medicare supplement insurance or
benefits to a resident of this state shall notify
its policyholders, contract holders and certifi-
cate holders of modifications it has made to
Medicare supplement insurance policies or
contracts. This notice shall be in a format
prescribed by the director or in a format
adopted by the National Association of Insur-
ance Commissioners (NAIC) in June of 1988
if no other format is prescribed by the direc-
tor.

2. No modifications to any existing
Medicare supplement contract or policy shall
be made at the time of or in connection with
the notice requirements of this regulation,
except to the extent necessary to eliminate
duplication of Medicare benefits and any
modifications necessary under the policy or
contract to provide indexed benefit adjust-
ment.

3. As soon as practicable, but no longer
than forty-five (45) days after the effective
date of the Medicare benefit changes, every
insurer, health care service plan or other enti-
ty providing Medicare supplement insurance
or contracts in this state shall file with the
division, in accordance with the applicable
filing procedures of this state—

A. Appropriate premium adjustments
necessary to produce loss ratios as originally
anticipated for the applicable policies or con-
tracts. Supporting documents as necessary to
justify the adjustment shall accompany the
filing; and

B. Any appropriate riders, endorse-
ments or policy forms needed to accomplish
the Medicare supplement insurance modifica-
tions necessary to eliminate benefit duplica-
tions with Medicare. Any such riders,
endorsements or policy forms shall provide a
clear description of the Medicare supplement
benefits provided by the policy or contract.

4. Upon satisfying the filing and
approval requirements of this state, every
insurer, health care service plan or other enti-
ty providing Medicare supplement insurance
in this state shall provide each covered person
with any rider, endorsement or policy form
necessary to eliminate any benefit duplica-
tions under the policy or contract with bene-
fits provided by Medicare. In the event a cov-
ered person must be issued a new policy,
contract or certificate to eliminate benefit
duplications, the insurer shall credit the cov-
ered person with all deductible amounts
which have been incurred under the prior
policy, contract or certificate and with all
time periods for pre-existing condition satis-
fied under the prior coverage.

5. No insurer, health care service plan
or other entity shall require any person cov-
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ered under a Medicare supplement policy or
contract which was in force prior to January
1, 1989 to purchase additional coverage
under the policy or contract unless additional
coverage was provided for in the policy or
contract.

6. Every insurer, health care service
plan or other entity providing Medicare sup-
plement insurance or benefits to a resident of
this state shall make the premium adjust-
ments that are necessary to produce an
expected loss ratio under the policy or con-
tract as will conform with minimum loss ratio
standards for Medicare supplement policies
and which is expected to result in a loss ratio
at least as great as that originally anticipated
by the insurer, health care service plan or
other entity for Medicare supplement insur-
ance policies or contracts. No premium
adjustment which would modify the loss ratio
experience under the policy other than the
adjustments described in this rule should be
made with respect to a policy at any time
other than upon its renewal date. Premium
adjustments shall be in the form of refunds or
premium credits and shall be made no later
than upon renewal if a credit is given, or
within sixty (60) days of the renewal date if a
refund is provided to the premium payer.

(4) Requirements for New Policies and Cer-
tificates.

(A) Effective January 1, 1989 no Medi-
care supplement insurance policy, contract or
certificate shall be issued or issued for deliv-
ery in this state which provides benefits
which duplicate benefits provided by Medi-
care. No medicare supplement insurance pol-
icy, contract or certificate shall provide fewer
benefits than those required under existing
Medicare Supplement Minimum Standards
Act or regulations except where duplication
of Medicare benefits would result.

(B) General Requirements.
1. Within ninety (90) days (January 25,

1989) of the effective date of this rule (Octo-
ber 27, 1988), every insurer, health care ser-
vice plan or other entity required to file its
policies or contracts with this state shall file
new Medicare supplement insurance policies
or contracts which eliminate any duplication
of Medicare supplement benefits with bene-
fits provided by Medicare and which provide
a clear description of the policy or contract
benefit.

2. The filing required under paragraph
(4)(B)1. shall provide for loss ratios which
are in compliance with all minimum stan-
dards.

3. Every applicant for a Medicare sup-
plement insurance policy, contract or certifi-
cate shall be provided with an outline of cov-

erage which simplifies and accurately
describes benefits provided by Medicare and
policy or contract benefits along with benefit
limitations.

(5) Filing Requirements for Advertising.
Every insurer, health care service plan or
other entity providing Medicare supplement
insurance or benefits in this state shall pro-
vide a copy of any advertisement intended for
use in this state whether through written,
radio or television medium to the director of
insurance of this state for review by the direc-
tor. This advertisement shall be submitted to
the director no later than the first day on
which the advertisement is used. The depart-
ment shall stamp each advertisement in a
manner which indicates that it has been
reviewed but that the review does not consti-
tute approval by the department. All Medi-
care supplement advertisements will be
retained for thirty (30) days before being
returned to the company. The advertisement
shall comply with all applicable laws and
rules of this state.

(6) Buyer’s Guide. No insurer, health care
service plan or other entity shall make use of
or otherwise disseminate any buyer’s guide
or informational brochure which does not
accurately outline current Medicare benefits
and which has not been adopted by the direc-
tor.

(7) Separability. If any provision of this regu-
lation or the application of it to any persons
or circumstances is for any reason held to be
invalid, the remainder of the regulation and
the application of that provision to other per-
sons or circumstances shall not be affected by
it.

AUTHORITY: section 374.045, RSMo

(1986).* This rule was previously filed

as 4 CSR 190-14.112. Original rule

filed July 5, 1988, effective Oct. 27,

1988.

*Original authority 1967.

20 CSR 400-3.200 Medicare Supplement

Insurance Minimum Standards

PURPOSE: This rule provides for the

reasonable standardization of coverage

and simplification of terms and bene-

fits of Medicare supplement policies;

facilitates public understanding and

comparison of these policies; elimi-

nates provisions contained in the poli-

cies which may be misleading or con-

fusing in connection with the purchase

of the policies or with the settlement of

claims; and provides for full disclosure

in the sale of accident and sickness

insurance coverages to persons eligible

for Medicare by reason of age.

(1) Applicability and Scope. Except as other-
wise specifically provided, this rule shall—

(A) Apply to all Medicare supplement
policies and subscriber contracts delivered or
issued for delivery in this state on or after
November 1, 1989;

(B) Apply to all certificates issued under
group Medicare supplement policies or sub-
scriber contracts, which certificates have
been delivered or issued for delivery in this
state; and

(C) Not apply to a policy or contract of
one (1) or more employers or labor organiza-
tions, or of the trustees of a fund established
by one (1) or more employers or labor orga-
nizations or combination of them, for
employees or former employees or a combi-
nation of them, or for members or former
members or combination of them of the labor
organizations.

(2) Definitions. For the purposes of this
rule—

(A) Applicant means—
1. In the case of an individual Medicare

supplement policy or subscriber contract, the
person who seeks to contract for insurance
benefits; and

2. In the case of a group Medicare sup-
plement policy or subscriber contract, the
proposed certificate holder;

(B) Certificate means any certificate issued
under a group Medicare supplement policy,
which certificate had been delivered or issued
for delivery in this state; and

(C) Medicare supplement policy means a
group or individual policy of accident and
sickness insurance or a subscriber contract of
a health services corporation or health main-
tenance organization (HMO) which is adver-
tised, marketed or designed primarily as a
supplement to reimbursements under Medi-
care for the hospital, medical or surgical
expenses of persons eligible for Medicare by
reason of age.

(3) Policy Definitions and Terms. No insur-
ance policy or subscriber contract may be
advertised, solicited or issued for delivery in
this state as a Medicare supplement policy
unless that policy or subscriber contract con-
tains definitions or terms which substantially
conform to the requirements of this section.

(A) Accident or accidental injury shall
be defined to employ result language and
shall not include words which establish an
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accidental means test or use words such as
external, violent, visible wounds or similar
words of description or characterization.

1. The definition shall not be more
restrictive than the following: Injury(ies) for
which benefits are provided means accidental
bodily injury sustained by the insured person
which is the direct result of an accident, inde-
pendent of disease or bodily infirmity or any
other cause, and occurs while insurance cov-
erage is in force.

2. The definition may provide that
injuries shall not include injuries for which
benefits are provided or available under any
Workers’ Compensation, employer’s liability
or similar law or motor vehicle no-fault plan,
unless prohibited by law.

(B) Benefit period or Medicare benefit
period shall not be defined as more restrictive
than that defined in the Medicare program.

(C) Convalescent nursing home, extended
care facility or skilled nursing facility shall be
defined in relation to its status, facilities and
available services.

1. A definition of such home or facility
shall not be more restrictive than one requir-
ing that it—

A. Be operated pursuant to law;
B. Be primarily engaged in providing,

in addition to room and board accommoda-
tions, skilled nursing care under the supervi-
sion of a duly licensed physician;

C. Provide continuous twenty-four
(24) hour-a-day nursing service by care under
the supervision of a registered graduate pro-
fessional nurse (RN); and

D. Maintain a daily medical record of
each patient.

2. The definition of such home or facil-
ity may provide that the term not be inclusive
of—

A. Any home, facility or part of it
used primarily for rest;

B. A home or facility used for the
aged or for the care of drug addicts or alco-
holics; or

C. A home or facility primarily used
for the care and treatment of mental diseases
or disorders, or custodial or educational care.

(D) Health care expenses means expenses
of HMOs associated with the delivery of
health care services which are analogous to
incurred losses of insurers. These expenses
shall not include:

1. Home office or overhead costs;
2. Advertising costs;
3. Commissions and other acquisition

costs;
4. Taxes;
5. Capital costs;
6. Administrative costs; or
7. Claims processing costs.

(E) Hospital may be defined in relation to
its status, facilities and available services or
to reflect its accreditation by the Joint Com-
mission on Accreditation of Hospitals.

1. The definition of the term hospital
shall not be more restrictive than one requir-
ing that the hospital—

A. Be an institution operated pursuant
to law;

B. Be primarily and continuously
engaged in providing or operating, either on
its premises or in facilities available to the
hospital on a prearranged basis and under the
supervision of a staff of duly licensed physi-
cians, medical, diagnostic and major surgical
facilities for the medical care and treatment of
sick or injured persons on an inpatient basis
for which charge is made; and

C. Provide twenty-four (24) hour
nursing service by or under the supervision of
RNs.

2. The definition of the term hospital
may state that the term shall not be inclusive
of—

A. Convalescent homes or convales-
cent, rest or nursing facilities;

B. Facilities primarily affording cus-
todial, educational or rehabilitative care;

C. Facilities for the aged, drug
addicts or alcoholics; or

D. Any military or veterans’ hospital
or soldiers’ home or any hospital contracted
for or operated by any national government or
agency of it for the treatment of members or
ex-members of the armed forces, except for
services rendered on an emergency basis
where a legal liability exists for charges made
to the individual for those services.

(F) Medicare shall be defined in the poli-
cy. Medicare may be substantially defined as
The Health Insurance for the Aged Act, Title
XVIII of the Social Security Amendments of
1965  or Title I, Part I of P.L. 89-97, as
enacted by the Eighty-Ninth Congress of the
United States of America and popularly
known as the Health Insurance for the Aged
Act, or words of similar import.

(G) Medicare-eligible expenses shall mean
health care expenses of the kinds covered by
Medicare, to the extent recognized as reason-
able by Medicare. Payment of benefits by
insurers for Medicare-eligible expenses may
be conditioned upon the same or less restric-
tive payment conditions, including determi-
nations of medical necessity as are applicable
to Medicare claims.

(H) Mental or nervous disorders shall not
be defined more restrictively than a definition
including neurosis, psychoneurosis, psy-
chopathy, psychosis or mental or emotional
disease or disorder of any kind.

(I) Nurses may be defined so that the
description of nurse is restricted to a type of
nurse, such as an RN, a licensed practical
nurse (LPN) or a licensed vocational nurse
(LVN). If the words nurse, trained nurse or
registered nurse are used without specific
instruction, then the use of the terms requires
the insurer to recognize the services of any
individual who qualifies under the terminolo-
gy in accordance with the applicable statutes
or administrative rules of the licensing or reg-
istry board of the state.

(J) Physician may be defined by including
words such as duly qualified physician or
duly licensed physician. The use of these
terms requires an insurer to recognize and to
accept, to the extent of its obligation under
the contract, all providers of medical care and
treatment when these services are within the
scope of the provider’s licensed authority and
are provided pursuant to applicable laws.

(K) Sickness shall not be defined to be
more restrictive than the following: sickness
means sickness or disease of an insured per-
son which first manifests itself after the
effective date of insurance and while the
insurance is in force. The definition may be
further modified to exclude sickness or dis-
eases for which benefits are provided under
any Workers’ Compensation, occupational
disease, employer’s liability or similar law.

(4) Prohibited Policy Provisions.
(A) No insurance policy or subscriber con-

tract may be advertised, solicited or issued
for delivery in this state as a Medicare sup-
plement policy if the policy or subscriber
contract limits or excludes coverage by type
of illness, accident, treatment or medical con-
dition, except as follows:

1. Foot care in connection with corns,
calluses, flat feet, fallen arches, weak feet,
chronic foot strain or symptomatic com-
plaints of the feet;

2. Mental or emotional disorders, alco-
holism and drug addiction;

3. Illness, treatment or medical condi-
tion arising out of—

A. War or act of war (whether
declared or undeclared); participation in a
felony, riot or insurrection; or service in the
armed forces or auxiliary units of it;

B. Suicide or attempted suicide (while
sane) or intentionally self-inflicted injury;
and

C. Aviation;
4. Cosmetic surgery, except that cosmet-

ic surgery shall not include reconstructive
surgery when that service is incidental to or
follows surgery resulting from trauma, infec-
tion or other diseases of the involved part;
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5. Care in connection with the detection
and correction by manual or mechanical
means of structural imbalance, distortion or
subluxation in the human body for purposes
of removing nerve interference and the effect
of it, where that interference is the result of
or related to distortion, misalignment or sub-
luxation of or in the vertebral column;

6. Treatment provided in a governmental
hospital; benefits provided under Medicare or
other governmental program (except Medi-
caid), any state or federal Workers’ Compen-
sation, employer’s liability or occupational
disease law or any motor vehicle no-fault
law; services rendered by employees of hos-
pitals, laboratories or other institutions; ser-
vices performed by a member of the covered
person’s immediate family and services for
which no charge is normally made in the
absence of insurance;

7. Dental care or treatment;
8. Eyeglasses, hearing aids and exami-

nation for the prescription or fitting of these;
9. Rest cures, custodial care, transporta-

tion and routine physical examinations; and
10. Territorial limitations outside the

United States. Provided, however, supple-
mental policies may not contain, when
issued, limitations or exclusions of the type
enumerated in paragraph (4)(A)1., 2., 5., 9.
or 10. that are more restrictive than those of
Medicare. Medicare supplement policies may
exclude coverage for any expense to the
extent of any benefit available to the insured
under Medicare.

(B) No Medicare supplement policy may
use waivers to exclude, limit or reduce cover-
age or benefits for specifically named or
described preexisting diseases or physical
conditions.

(C) The terms Medicare supplement,
Medigap and words of similar import shall
not be used unless the policy is issued in
compliance with this rule.

(D) No Medicare supplement insurance
policy, contract or certificate in force in the
state shall contain benefits which duplicate
benefits provided by Medicare.

(5) Minimum Benefit Standards. No insur-
ance policy or subscriber contract may be
advertised, solicited or issued for delivery in
this state as a Medicare supplement policy
which does not meet the following minimum
standards. These are minimum standards and
do not preclude the inclusion of other provi-
sions or benefits which are not inconsistent
with these standards:

(A) General Standards. The following stan-
dards apply to Medicare supplement policies
and are in addition to all other requirements
of this rule:

1. A Medicare supplement policy may
not deny a claim for losses incurred more
than six (6) months from the effective date of
coverage for a preexisting condition. The pol-
icy may not define a preexisting condition
more restrictively than a condition for which
medical advice was given or treatment was
recommended by or received from a physi-
cian within six (6) months before the effec-
tive date of coverage;

2. A Medicare supplement policy may
not indemnify against losses resulting from
sickness on a different basis than losses
resulting from accidents;

3. A Medicare supplement policy shall
provide that benefits designed to cover cost
sharing amounts under Medicare will be
changed automatically to coincide with any
changes in the applicable Medicare
deductible amount and copayment percentage
factors. Premiums may be modified to corre-
spond with these changes;

4. A noncancelable, guaranteed renew-
able or noncancelable and guaranteed renew-
able Medicare supplement policy shall not—

A. Provide for termination of cover-
age of a spouse solely because of the occur-
rence of an event specified for termination of
coverage of the insured, other than the non-
payment of premium; or

B. Be cancelled or nonrenewed by the
insurer solely on the grounds of deterioration
of health; and

5. Termination of a Medicare supple-
ment policy shall be without prejudice to any
continuous loss which commenced while the
policy was in force, but the extension of ben-
efits beyond the period during which the pol-
icy was in force may be predicted upon the
continuous total disability of the insured, lim-
ited to the duration of the policy benefit peri-
od, if any, or payment of the maximum ben-
efits;

(B) Minimum Benefit Standards.
1. Coverage for either all or none of the

Medicare Part A inpatient hospital deductible
amount.

2. Coverage for the daily copayment
amount of Medicare Part A eligible expenses
for the first eight (8) days per calendar year
incurred for skilled nursing facility care.

3. Coverage for the reasonable cost of
the first three (3) pints of blood (or equivalent
quantities of packed red blood cells, as
defined under federal regulations) under
Medicare Part A unless replaced in accor-
dance with federal regulations.

4. Until January 1, 1990, coverage for
twenty percent (20%) of the amount of Medi-
care-eligible expenses under Part B regard-
less of hospital confinement, subject to a
maximum calendar year out-of-pocket

deductible of two hundred dollars ($200) of
expenses and to a maximum benefit of at least
five thousand dollars ($5000) per calendar
year. Effective January 1, 1990 coverage for
the copayment amount of Medicare-eligible
expenses excluding outpatient prescription
drugs under Medicare Part B regardless of
hospital confinement up to the maximum out-
of-pocket amount for Medicare Part B after
the Medicare deductible amount.

5. Effective January 1, 1990, coverage
under Medicare Part B for the reasonable cost
of the first three (3) pints of blood (or equiv-
alent quantities of packed red blood cells as
defined under federal regulations) unless
replaced in accordance with federal regula-
tions.

6. Effective January 1, 1990, coverage
for the copayment amount of Medicare-eligi-
ble expenses for covered home intravenous
(I.V.) therapy drugs (as determined by the
secretary of Health and Human Services)
subject to the Medicare outpatient prescrip-
tion drug deductible amount, if applicable.

7. Effective January 1, 1990, coverage
for the copayment amount of Medicare-eligi-
ble expenses for outpatient drugs used in
immunosuppressive therapy subject to the
Medicare outpatient prescription drug
deductible if applicable; and

(C) Medicare-Eligible Expenses. Medi-
care-eligible expenses shall mean health care
expenses of the kinds covered by Medicare to
the extent recognized as reasonable by Medi-
care. Payment of benefits by insurers for
Medicare-eligible expenses may be condi-
tioned upon the same or less restrictive pay-
ment conditions, including determinations of
medical necessity as are applicable to Medi-
care claims.

(6) Standards for Claims Payment.
(A) Every entity providing Medicare sup-

plement policies or contracts shall comply
with all provisions of Section 4081 of the
Omnibus Budget Reconciliation Act of 1987
(P.L. 100-203).

(B) Compliance with the requirements set
forth in subsection (6)(A) must be certified
on the Medicare Supplement Insurance Expe-
rience exhibit attached to the annual state-
ment.

(C) No policy or certificate may contain a
provision reducing benefit payments due to
the existence of other Medicare supplement
coverage. Coverage must provide that
insureds are entitled to a return of all premi-
ums paid for duplicate coverage with the
same insurer.

(7) Loss Ratio Standards.
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(A) Medicare supplement policies shall
return to policyholders in the form of aggre-
gate benefits under the policy, for the entire
period for which rates are computed to pro-
vide coverage, on the basis of incurred claims
experience or incurred health care expenses
where coverage is provided by an HMO on a
service rather than reimbursement basis and
earned premiums for that period and in
accordance with accepted actuarial principles
and practices—

1. At least seventy-five percent (75%) of
the aggregate amount of premiums earned in
the case of group policies, or direct response
policies issued on or after January 1, 1990;
and

2. At least sixty percent (60%) of the
aggregate amount of premiums earned in the
case of individual policies.

(B) All filings of rates and rating schedules
shall demonstrate that actual and expected
losses in relation to premiums comply with
the requirements of this section.

(C) Every entity providing Medicare sup-
plement policies in this state annually shall
file its rates, rating schedule and any sup-
porting documentation requested by the
director, including ratios of incurred losses to
earned premiums by number of years of pol-
icy duration, demonstrating that it is in com-
pliance with the previously mentioned appli-
cable loss ratio standards and that the period
for which the policy is rated is reasonable in
accordance with accepted actuarial principles
and experience. For the purposes of this sec-
tion, policy forms shall be deemed to comply
with the loss ratio standards if—i) for the
most recent year, the ratio of the incurred
losses to earned premiums for policies or cer-
tificates which have been in force for three
(3) years or more is greater than or equal to
the applicable percentages contained in this
section and ii) the expected losses in relation
to premiums over the entire period for which
the policy is rated comply with the require-
ments of this section. An expected third-year
loss ratio which is greater than or equal to the
applicable percentage shall be demonstrated
for policies or certificates in force less than
three (3) years.

(D) In determining compliance with the
loss ratio standards in subsections (7)(A)—
(C) actual and expected incurred losses shall
not include:

1. Loss adjustment expense incurred in
settling claims; or

2. Claim reserves that would be found
unreasonably excessive or unacceptable by
actuarial standards, procedures and practices.

(E) As soon as practicable, but no later
than sixty (60) days prior to the effective date
of Medicare benefit changes required by the
Medicare Catastrophic Coverage Act of 1988,
every insurer, health care service plan or

other entity providing Medicare supplement
insurance or contracts in this state (except
employers subject to the requirements of Sec-
tion 421 of the Medicare Catastrophic Cover-
age Act of 1988) shall file with the director in
accordance with the applicable filing proce-
dures of this state—

1. Appropriate premium adjustments
necessary to produce loss ratios as originally
anticipated for the applicable policies or con-
tracts. These supporting documents, as nec-
essary to justify the adjustment, shall accom-
pany the filing. Every insurer, health care
service plan or other entity providing Medi-
care supplement insurance or benefits to a
resident of this state pursuant to Section 2 of
the Medicare Supplement Insurance Mini-
mum Standards Model Act shall make what-
ever premium adjustments are necessary to
produce an expected loss ratio under the pol-
icy or contract that will conform with mini-
mum loss ratio standards for Medicare sup-
plement policies and which are expected to
result in a loss ratio at least as great as that
originally anticipated in the rates used to pro-
duce current premiums by the insurer, health
care service plan or other entity for those
Medicare supplement insurance policies or
contracts. No premium adjustment which
would modify the loss ratio experience under
the policy other than the adjustments
described in this rule should be made with
respect to a policy at any time other than
upon its renewal date or anniversary date.
Premium adjustments shall be in the form of
refunds or premium credits and shall be made
no later than upon renewal if a credit is given,
or within sixty (60) days of the renewal date
or anniversary date if a refund is provided to
the premium payer. Premium adjustments
shall be calculated for the period commenc-
ing with Medicare benefit changes; and

2. Any appropriate riders, endorsements
or policy forms needed to accomplish the
Medicare supplement insurance modifica-
tions necessary to eliminate benefit duplica-
tions with Medicare. Any such riders,
endorsements or policy forms shall provide a
clear description of the Medicare supplement
benefits provided by the policy or contract.

(8) Filing Requirements for Out-of-State
Group Policies. Every insurer providing
group Medicare supplement insurance bene-
fits to a resident of this state pursuant to Sec-
tion 2 of the Medicare Supplement Insurance
Minimum Standards Model Act shall file a
copy of the master policy and any certificate
used in this state in accordance with the fil-
ing requirements and procedures applicable
to group Medicare supplement policies issued
in this state; provided, however, that no insur-
er shall be required to make a filing earlier
than thirty (30) days after insurance was pro-

vided to a resident of this state under a mas-
ter policy issued for delivery outside this
state.

(9) Prohibited Compensation for Replace-
ment with the Same Company. No entity
shall provide compensation to its agents or
other producers which is greater than the
renewal compensation which would have
been paid on an existing policy if the existing
policy is replaced by another policy with the
same company where the new policy benefits
are substantially similar to the benefits under
the old policy and the old policy was issued
by the same insurer or insurer group.

(10) Required Disclosure Provisions.
(A) General Rules.

1. Medicare supplement policies shall
include a renewal, continuation or nonrenew-
al provision. The language or specifications
of the provision must be consistent with the
type of contract to be issued. The provision
shall be appropriately captioned, shall appear
on the first page of the policy and clearly
shall state the duration, where limited or
renewability and the duration of the term of
coverage for which the policy is issued and
for which it may be renewed.

2. Except for riders or endorsements by
which the insurer effectuates a request made
in writing by the insured or exercises a
specifically reserved right under a Medicare
supplement policy, or is required to reduce or
eliminate benefits to avoid duplication of
Medicare benefits, all riders or endorsements
added to a Medicare supplement policy after
the date of issue or at reinstatement or renew-
al which reduce or eliminate benefits or cov-
erage in the policy shall require a signed
acceptance by the insured. After the date of
policy issue, any rider or endorsement which
increases benefits or coverage with a con-
comitant increase in premium during the pol-
icy term must be agreed to in writing signed
by the insured unless the benefits are required
by the minimum standards for Medicare sup-
plement insurance policies or if the increased
benefits or coverage is required by law.
Where a separate additional premium is
charged for benefits provided in connection
with riders or endorsements, the premium
charge shall be set forth in the policy.

3. A Medicare supplement policy which
provides for the payment of benefits based on
standards described as usual and customary,
reasonable and customary or words of similar
import shall include definitions and explana-
tions of the terms in its accompanying outline
of coverage.

4. If a Medicare supplement policy con-
tains any limitations with respect to pre-exist-
ing conditions, the limitations must appear as

CODE OF STATE REGULATIONS 7Rebecca McDowell Cook    (9/30/96)
Secretary of State

Chapter 3—Medicare Supplement Insurance 20 CSR 400-3



a separate paragraph of the policy and be
labeled as preexisting condition limitations.

5. Medicare supplement policies or cer-
tificates shall have a notice prominently print-
ed on the first page of the policy or certifi-
cate, or attached to it stating in substance that
the policyholder or certificate holder shall
have the right to return the policy or certifi-
cate within thirty (30) days of its delivery and
to have the premium refunded if, after exam-
ination of the policy or certificate, the insured
person is not satisfied for any reason.

6. Insurers issuing accident and sickness
policies, certificates or subscriber contracts
which provide hospital or medical expense
coverage on an expense-incurred or indemni-
ty basis, other than incidentally, to a per-
son(s) eligible for Medicare by reason of age
shall provide to all applicants a Medicare
supplement Buyer’s Guide in the form devel-
oped jointly by the National Association of
Insurance Commissioners and the Health
Care Financing Administration. Delivery of
the Buyer’s Guide shall be made whether or
not the policies, certificates or subscriber
contracts are advertised, solicited or issued as
Medicare supplement policies as defined in
this regulation. Except in the case of direct
response insurers, delivery of the Buyer’s
Guide shall be made to the applicant at the
time of application and acknowledgment of
receipt of the Buyer’s Guide shall be obtained
by the insurer. Direct response insurers shall
deliver the Buyer’s Guide to the applicant
upon request but not later than at the time the
policy is delivered.

(B) Notice Requirements.
1. As soon as practicable, but no later

than thirty (30) days prior to the annual effec-
tive date of any Medicare benefit changes,
every insurer, health care service plan or
other entity providing Medicare supplement
insurance or benefits to a resident of this state
shall notify its policyholders, contract holders
and certificate holders of modifications it has
made to Medicare supplement insurance poli-
cies or contracts in a format acceptable to the
director. For the years 1989 and 1990, and if
prescription drugs are covered in 1991, the
notice shall be in a format prescribed by the
director or in the format prescribed in
Appendices A, B and C if no other format is
prescribed by the director. In addition, the
notice shall—

A. Include a description of revisions
to the Medicare program and a description of
each modification made to the coverage pro-
vided under the Medicare supplement insur-
ance policy or contract; and

B. Inform each covered person as to
when any premium adjustment is to be made
due to changes in Medicare.

2. The notice of benefit modifications
and any premium adjustments shall be in out-

line form and in clear and simple terms to
facilitate comprehension.

3. The notices shall not contain or be
accompanied by any solicitation.

(C) Outline of Coverage Requirements for
Medicare Supplement Policies.

1. Insurers issuing Medicare supplement
policies or certificates for delivery in this
state shall provide an outline of coverage to
all applicants at the time application is made
and, except for direct response policies, shall
obtain an acknowledgment of receipt of the
outline from the applicant.

2. If an outline of coverage is provided
at the time of application and the Medicare
supplement policy or certificate is issued on a
basis which would require revision of the out-
line, a substitute outline of coverage properly
describing the policy or certificate must
accompany the policy or certificate when it is
delivered, and contain the following state-
ment, in no less than twelve (12)-point type,
immediately above the company name:
NOTICE: Read this outline of coverage care-
fully. It is not identical to the outline of cov-
erage provided upon application and the cov-
erage originally applied for has not been
issued.

(D) Notice Regarding Policies or Sub-
scriber Contracts Which Are Not Medicare
Supplement Policies. Any accident and sick-
ness insurance policy or subscriber contract
other than a Medicare supplement policy, dis-
ability income policy, basic, catastrophic or
major medical expense policy, single premi-
um nonrenewable policy or other policy iden-
tified in subsection (1)(B) of this rule, issued
for delivery in this state to persons eligible
for Medicare by reason of age shall notify
insureds under the policy or subscriber con-
tract that the policy or subscriber contract is
not a Medicare supplement policy. The notice
shall either be printed or attached to the first
page of the outline of coverage delivered to
insureds under the policy or subscriber con-
tract or, if no outline of coverage is delivered,
to the first page of the policy, certificate or
subscriber contract delivered to insureds. The
notice shall be in no less than twelve (12)-
point type and shall contain the following lan-
guage: “THIS (POLICY, CERTIFICATE OR
SUBSCRIBER CONTRACT) IS NOT A
MEDICARE SUPPLEMENT (POLICY OR
CONTRACT). If you are eligible for Medi-
care, review the Medicare Supplement
Buyer’s Guide available from the company.”

(11) Requirements for Replacement.
(A) Application forms shall include a ques-

tion designed to elicit information as to
whether a Medicare supplement policy or
certificate is intended to replace any other
accident and sickness policy or certificate
presently in force. A supplementary applica-

tion or other form to be signed by the appli-
cant containing such a question may be used.

(B) Upon determining that a sale will
involve replacement, an insurer, other than a
direct response insurer or its agent, shall fur-
nish the applicant, prior to issuance or deliv-
ery of the Medicare supplement policy or cer-
tificate, a notice regarding replacement of
accident and sickness coverage. One (1) copy
of the notice shall be provided to the appli-
cant and an additional copy signed by the
applicant shall be retained by the insurer. A
direct response insurer shall deliver to the
applicant at the time of the issuance of the
policy the notice regarding replacement of
accident and sickness coverage. In no event,
however, will this notice be required in the
solicitation of accident-only and single pre-
mium nonrenewable policies.

(C) The notice required by subsection
(11)(B) for an insurer, other than a direct
response insurer, shall be provided in sub-
stantially the form as indicated in Appendix
B.

(D) The notice required by subsection
(11)(B) for a direct response shall be as indi-
cated in Appendix C.

(12) Filing Requirements for Advertising.
Every insurer, health care service plan or
other entity providing Medicare supplement
insurance or benefits in this state shall pro-
vide a copy of any Medicare supplement
advertisement intended for use in this state
whether through written, radio or television
medium to the (director) of insurance of this
state for review or approval by the (director)
to the extent it may be required under state
law.

(13) Separability. If any provision of this rule
or the application of it to any person or cir-
cumstance is for any reason held to be
invalid, the remainder of the rule and the
application of that provision to other persons
or circumstances shall not be affected by it.

(14) Effective Date. This rule shall be effec-
tive on November 1, 1989.

AUTHORITY: sections 376.864,

376.869, 376.874 and 376.879, RSMo

(Cum. Supp. 1989). This rule was pre-

viously filed as 4 CSR 190-14.113.

Emergency rule filed July 18, 1989,

effective Sept. 1, 1989, expired Oct.

31, 1989. Original rule filed July 18,

1989, effective Nov. 1, 1989.

*Original authority: 376.864, RSMo (1989),

amended 1992; 376.869 and 376.874, RSMo

(1989); and 376.879, RSMo (1989), amended

1992.
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20 CSR 400-3.300 Medicare Supplement

Loss Ratio Standards

(Rescinded August 28, 1994)

20 CSR 400-3.400 Model Rule to Imple-

ment Transitional Requirements for the

Conversion of Medicare Supplement

Insurance Benefits and Premiums to Con-

form to Repeal of Medicare Catastrophic

Coverage Act

PURPOSE: This rule assures the

orderly implementation and conversion

of Medicare supplement insurance

benefits, coverage and premiums due

to changes in the federal Medicare

program.

Editor’s Note: The secretary of state has

determined that the publication of this rule in

its entirety would be unduly cumbersome or

expensive. The entire text of the material ref-

erenced has been filed with the secretary of

state. This material may be found at the

Office of the Secretary of State or at the head-

quarters of the agency and is available to any

interested person at a cost established by

state law.

(1) This rule shall apply to all Medicare sup-
plement coverage delivered or issued for
delivery in this state. The provisions of this
rule shall have precedence over the provisions
of any other regulation of this state to the
extent necessary to assure that—

(A) Benefits do not duplicate benefits
payable by Medicare;

(B) Benefits are adjusted to reflect changes
in Medicare benefits;

(C) Applicants receive adequate notice and
disclosure of changes in their Medicare sup-
plement coverage; and

(D) Appropriate premium adjustments are
made in a timely manner.

(2) Definitions. For the purposes of this
rule—

(A) Applicant means—
1. In the case of an individual Medicare

supplement policy or contract, the person
who seeks to contract for insurance benefits;
and

2. In the case of a group Medicare sup-
plement policy or contract, the proposed cer-
tificate holder;

(B) Certificate means any certificate issued
under a group Medicare supplement policy
which has been delivered or issued for deliv-
ery in this state; and

(C) Medicare supplement policy means a
group or individual policy of accident and

health insurance, or a subscriber contract of
health service corporations, which is adver-
tised, marketed or designed primarily to sup-
plement coverage for hospital, medical or
surgical expenses incurred by an insured per-
son which are not covered by Medicare. This
term does not include:

1. A policy or contract of one (1) or more
employers or labor organizations, or of the
trustees of a fund established by one (1) or
more employers or labor organizations, or a
combination of them for employees or former
employees or a combination of them, or for
members or former members or a combina-
tion of them of the labor organization;

2. A policy or contact of any profession-
al, trade or occupational association for its
members, former or retired members or a
combination of them if the association—

A. Is composed of individuals all of
whom are actively engaged in the same pro-
fession, trade or occupation;

B. Has been maintained in good faith
for purposes other than obtaining insurance;
and

C. Has been in existence for at least
two (2) years prior to the date of its initial
offering of the policy or plan to its members;
or

3. Individual policies or contracts issued
pursuant to a conversion privilege under a
policy or contract of group or individual
insurance when the group or individual poli-
cy or contract includes provisions which are
inconsistent with the requirements of sections
376.850—376.885, RSMo nor to Medicare
supplement policies being issued to employ-
ees or members as additions to franchise
plans in existence on July 1, 1982.

(3) Benefit Conversion Requirements.
(A) Effective January 1, 1990 no Medicare

supplement insurance policy, contract or cer-
tificate in force in this state shall contain ben-
efits which duplicate benefits provided by
Medicare.

(B) Benefits eliminated by operation of the
Medicare Catastrophic Coverage Act of 1988
transition provisions shall be restored.

(C) For Medicare supplement policies sub-
ject to the minimum standards adopted by the
states pursuant to Medicare Catastrophic
Coverage Act of 1988, the minimum benefits
shall be—

1. Coverage of Part A Medicare-eligible
expenses for hospitalization to the extent not
covered by Medicare from the sixty-first day
through the ninetieth day in any Medicare
benefit period;

2. Coverage for either all or none of the
Medicare Part A inpatient hospital deductible
amount;

3. Coverage for Part A Medicare-eligi-
ble expenses incurred as daily hospital
charges during use of Medicare’s lifetime
hospital inpatient reserve days;

4. Upon exhaustion of all Medicare hos-
pital inpatient coverage including the lifetime
reserve days, coverage of ninety percent
(90%) of all Medicare Part A eligible expens-
es for hospitalization not covered by Medi-
care subject to a lifetime maximum benefit of
an additional three hundred sixty-five (365)
days;

5. Coverage under Medicare Part A for
the reasonable cost of the first three (3) pints
of blood (or equivalent quantities of packed
red blood cells, as defined under federal reg-
ulations) unless replaced in accordance with
federal regulations or already paid for under
Part B;

6. Coverage for coinsurance amount of
Medicare-eligible expenses under Part B
regardless of hospital confinement, subject to
a maximum calendar year out-of-pocket
amount equal to the Medicare Part B
deductible (seventy-five dollars ($75)); and

7. Effective January 1, 1990 coverage
under Medicare Part B for the reasonable cost
of the first three (3) pints of blood (or equiv-
alent quantities of packed red blood cells, as
defined under federal regulations), unless
replaced in accordance with federal regula-
tions or already paid for under Part A, sub-
ject to the Medicare deductible amount.

(D) General Requirements.
1. No later than January 31, 1990, every

insurer, health care service plan or other enti-
ty providing Medicare supplement insurance
or benefits to a resident of this state shall
notify its policyholders, contract holders and
certificate holders of modifications it has
made to Medicare supplement insurance poli-
cies or contracts. This notice shall be in the
format prescribed in Appendix A.

A. The notice shall include a descrip-
tion of revisions to the Medicare program and
a description of each modification made to
the coverage provided under the Medicare
supplement insurance policy or contract.

B. The notice shall inform each cov-
ered person as to when any premium adjust-
ment due to changes in Medicare benefits
will be effective.

C. The notice of benefit modifications
and any premium adjustments shall be in out-
line form and in clear and simple terms so as
to facilitate comprehension.

D. The notice shall not contain or be
accompanied by any solicitation.

2. No modifications to an existing Medi-
care supplement contract or policy shall be
made at the time of or in connection with the
notice requirements of this regulation except
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to the extent necessary to accomplish the pur-
pose of this regulation.

(4) Form and Rate Filing Requirements.
(A) As soon as practicable, but no longer

than forty-five (45) days after the effective
date of the Medicare benefit changes, every
insurer, health care service plan or other enti-
ty providing Medicare supplement insurance
or contracts in this state shall file with the
Department of Insurance, in accordance with
the applicable filing procedures of this state—

1. Appropriate premium adjustments
necessary to produce loss ratios as originally
anticipated for the applicable policies or con-
tracts. Supporting documents as necessary to
justify the adjustment shall accompany the
filing; and

2. Any appropriate riders, endorsements
or policy forms needed to accomplish the
Medicare supplement insurance modifica-
tions necessary to eliminate benefit duplica-
tions with Medicare and to provide the bene-
fits required by section (3). These riders,
endorsements or policy forms shall provide a
clear description of the Medicare supplement
benefits provided by the policy or contract.

(B) Upon satisfying the filing and approval
requirements of this state, every insurer,
health care service plan or other entity pro-
viding Medicare supplement insurance in this
state shall provide each covered person with
any rider, endorsement or policy form neces-
sary to make the adjustments outlined in sec-
tion (4).

(C) Any premium adjustments shall pro-
duce an expected loss ratio under the policy
or contract as will conform with minimum
loss ratio standards for Medicare supplement
policies and shall result in an expected loss
ratio at least as great as that originally antic-
ipated by the insurer, health care service plan
or other entity for the Medicare supplement
insurance policies or contracts. Premium
adjustments may be calculated for the period
commencing with Medicare benefits changes.

(5) Offer of Reinstitution of Coverage.
(A) Except as provided in subsection

(5)(B), in the case of an individual who had
in effect, as of December 31, 1988, a Medi-
care supplemental policy with an insurer (as
a policyholder or, in the case of a group pol-
icy, as a certificate holder) and the individual
terminated coverage under this policy before
the date of the enactment of the repeal of the
Medicare Catastrophic Coverage Act of 1988,
the insurer shall—

1. Provide written notice no earlier than
December 15, 1989 and no later than January
30, 1990 to the policyholder or certificate

holder (at the most recent available address)
of the offer described in this rule; and

2. Offer the individual, during a period
of at least sixty (60) days beginning not later
than February 1, 1990, reinstitution of cover-
age (with coverage effective as of January 1,
1990) under terms which—

A. Do not provide for any waiting
period with respect to treatment of preexist-
ing conditions;

B. Provide for coverage which is sub-
stantially equivalent to coverage in effect
before the date of the termination; and

C. Provide for classification of premi-
ums which are at least as favorable to the pol-
icyholder or certificate holder as the premi-
um classification terms that would have
applied to the policyholder or certificate
holder had the coverage never terminated.

(B) An insurer is not required to make the
offer under paragraph (5)(A)2. in the case of
an individual who is a policyholder or certifi-
cate holder in another Medicare supplement
policy as of January 1, 1990 if the individual
is not subject to a waiting period with respect
to treatment of a preexisting condition under
the other policy.

(6) Requirements for New Policies and Cer-
tificates.

(A) Effective January 1, 1990 no Medicare
supplement insurance policy, contract or cer-
tificate shall be delivered or issued for deliv-
ery in this state which provides benefits
which duplicate benefits provided by Medi-
care. No medicare supplement insurance pol-
icy, contract or certificate shall provide less
benefits than those required under the exist-
ing Medicare Supplement Insurance Mini-
mum Standards Model Act or Regulation
except where duplication of Medicare bene-
fits would result and except as required by
transition provisions.

(B) General Requirements.
1. Within ninety (90) days of April 16,

1990, every insurer, health care service plan
or other entity required to file its policies or
contracts with this state shall file new Medi-
care supplement insurance policies or con-
tracts which eliminate any duplication of
Medicare supplement benefits with benefits
provided by Medicare, which adjust mini-
mum required benefits to changes in Medi-
care benefits and which provide a clear
description of the policy or contract benefit.

2. The filing required under paragraph
(6)(B)1. shall provide for loss ratios which
are in compliance with all minimum stan-
dards.

3. Every applicant for a Medicare sup-
plement insurance policy, contract or certifi-
cate shall be provided with an outline of cov-

erage which simplifies and accurately
describes benefits provided by Medicare and
policy or contract benefits along with benefit
limitations.

(7) Filing Requirements for Advertising.
Every insurer, health service plan or other
entity providing Medicare supplement insur-
ance or benefits in this state shall provide a
copy of any advertisement intended for use in
this state whether through written, radio or
television medium to the director of insur-
ance of this state for review or approval by
the director to the extent it may be required
under state law. This advertisement shall
comply with all applicable laws of this state.

(8) Buyer’s Guide. No insurer, health care
service plan or other entity shall make use of
or otherwise disseminate any buyer’s guide
or informational brochure which does not
accurately outline current Medicare benefits
and which has not been adopted by the direc-
tor.

(9) Separability. If any provision of this rule
or the application of it to any person or cir-
cumstance is for any reason held to be
invalid, the remainder of the regulation and
the application of that provision to other per-
sons or circumstances shall not be affected by
it.

AUTHORITY: sections 374.045 and

376.850—376.890, RSMo (1986).*

This rule was previously filed as 4 CSR

190-14.620. Emergency rule filed Dec.

22, 1989, effective Jan. 1, 1990,

expired April 15, 1990. Original rule

filed Jan. 17, 1990, effective April 16,

1990.

*Original authority: 374.045, RSMo (1967);

376.850, RSMo (1981), amended 1989; 376—

376.864, RSMo (1989), amended 1992;

376.869—376.874, RSMo (1989), amended 1990,

1992; 376.879—376.889, RSMo (1989), amended

1992; and 376.890, RSMo (1981), amended 1988.
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20 CSR 400-3.500 Medicare Supplement

Insurance Minimum Standards—Decem-

ber 31, 1990 to July 29, 1992

PURPOSE: This rule provides for the
reasonable standardization of coverage
and simplification of terms and bene-
fits of Medicare supplement policies;
facilitates public understanding and
comparison of these policies; elimi-
nates provisions contained in the poli-
cies which may be misleading or con-
fusing in connection with the purchase
of the policies or with the settlement of
claims; and provides for full disclo-
sures in the sale of accident and sick-
ness insurance coverages to persons
eligible for Medicare by reason of age. 

Editor’s Note: The secretary of state has
determined that the publication of this rule in
its entirety would be unduly cumbersome or
expensive. The entire text of the material ref-
erenced has been filed with the secretary of
state. This material may be found at the
Office of the Secretary of State or at the head-
quarters of the agency and is available to any
interested person at a cost established by
state law.

(1) Applicability and Scope. Except as other-
wise specifically provided in sections (8) and
(9), this rule shall—

(A) Apply to all Medicare supplement
policies and subscriber contracts delivered or
issued for delivery in this state on or after the
effective date of this rule, December 31,
1990 and before July 30, 1992 except to the
extent modified by 20 CSR 400-3.600(5); 

(B) Apply to all certificates delivered or
issued for delivery in this state under group
Medicare supplement policies or subscriber
contracts; and 

(C) Not apply to a policy or contract of one
(1) or more employers or labor organizations,
or of the trustees of a fund established by one
(1) or more employers or labor organizations,
or a combination of them, for employees or
former employees or a combination of them,
or for members or former members, or a
combination of them, of the labor organiza-
tions. 

(2) Definitions. For the purposes of this
rule—

(A) Applicant means—
1. In the case of an individual Medicare

supplement policy or subscriber contract, the
person who seeks to contract for insurance
benefits; and 

2. In the case of a group Medicare sup-
plement policy or subscriber contract, the
proposed certificate holder; 

(B) Certificate means any certificate deliv-
ered or issued for delivery in this state under
a group Medicare supplement policy or sub-
scriber contract; and 

(C) Medicare supplement policy means a
group or individual policy of accident and
sickness insurance or a subscriber contract of
a health service corporation or health mainte-
nance organization (HMO) which is adver-
tised, marketed or designed primarily as a
supplement to reimbursements under Medi-
care for the hospital, medical or surgical
expenses of persons eligible for Medicare by
reason of age. A contract or certificate of an
HMO which provides coverage to Medicare
enrollees in connection with the HMO’s con-
tract with the Health Care Financing Admin-
istration (HCFA) is not considered a Medi-
care supplement policy for the purposes of
this regulation. 

(3) Policy Definitions and Terms. No insur-
ance policy or subscriber contract may be
advertised, solicited or issued for delivery in
this state as a Medicare supplement policy
unless the policy or subscriber contract con-
tains definitions or terms which conform to
the requirements of this section. 

(A) Accident or accidental injury shall be
defined to employ result language and shall
not include words which establish an acci-
dental means test or use words such as exter-
nal, violent, visible wounds or similar words
of description or characterization. 

1. The definition shall not be more
restrictive than the following: Injury(ies) for
which benefits are provided means accidental
bodily injury sustained by the insured person
which is the direct result of an accident, inde-
pendent of disease or bodily infirmity or any
other cause and occurs while insurance cov-
erage is in force. 

2. The definition may provide that
injuries shall not include injuries for which
benefits are provided or available under any
Workers’ Compensation, employer’s liability
or similar law, or motor vehicle no-fault plan,
unless prohibited by law. 

(B) Benefit period or Medicare benefit
period shall not be defined more restrictively
than it is defined in the Medicare program. 

(C) Convalescent nursing home, extended
care facility or skilled nursing facility shall be
defined in relation to its status, facilities and
available services. 

1. No definition shall be more restrictive
than one requiring that it—

A. Be operated pursuant to law;
B. Be primarily engaged in providing,

in addition to room and board accommoda-
tions, skilled nursing care under the supervi-
sion of a duly licensed physician; 

C. Provide continuous twenty-four
(24)-hour-a-day nursing service by or under
the supervision of a registered graduate pro-
fessional nurse (RN); and

D. Maintain a daily medical record of
each patient. 

2. The definition may exclude—
A. Any home, facility or any part of a

home or facility used primarily for rest; 
B. A home or facility for the aged or

for the care of drug addicts or alcoholics; or 
C. A home or facility primarily used

for the care and treatment of mental diseases
or disorders, or custodial or educational care. 

(D) Health care expenses means expenses
of HMOs associated with the delivery of
health care services which are analogous to
incurred losses of insurers. These expenses
shall not include: 

1. Home office or overhead costs; 
2. Advertising costs; 
3. Commissions and other acquisition

costs; 
4. Taxes; 
5. Capital costs; 
6. Administrative costs; or 
7. Claims processing costs. 

(E) Hospital may be defined in relation to
its status, facilities and available services or
to reflect its accreditation by the Joint Com-
mission on Accreditation of Hospitals. 

1. The definition of the term hospital
shall not be more restrictive than one requir-
ing that the hospital—

A. Operate pursuant to law; 
B. Primarily and continuously engage

in providing or operating, either on its
premises or in facilities available to the hos-
pital on a prearranged basis and under the
supervision of a staff of duly licensed physi-
cians, medical, diagnostic and major surgical
facilities for the medical care and treatment of
sick or injured persons on an inpatient basis
for which a charge is made; and 

C. Provide twenty-four (24)-hour
nursing service by or under the supervision of
RNs. 

2. The definition of the term hospital
may state that the term shall not include: 

A. Convalescent homes, convales-
cent, rest or nursing facilities; 

B. Facilities primarily affording cus-
todial, educational or rehabilitory care; 

C. Facilities for the aged, drug
addicts or alcoholics; or 

D. Any military or veterans’ hospital
or soldiers’ home or any hospital contracted
for or operated by any national government or
its agency for the treatment of members or
ex-members of the armed forces, except for
services rendered on an emergency basis
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where a legal liability exists for charges made
to the individual for those services.

(F) Medicare shall be defined in the poli-
cy. Medicare may be substantially defined as
The Health Insurance for the Aged Act, Title
XVIII of the Social Security Amendments of
1965 or Title I, Part I of P.L. 89-97, as enact-
ed by the Eighty-Ninth Congress of the Unit-
ed States of America and popularly known as
The Health Insurance for the Aged Act.

(G) Medicare-eligible expenses shall mean
health care expenses of the kinds covered by
Medicare, to the extent recognized as reason-
able by Medicare. Payment of benefits by
insurers for Medicare-eligible expenses may
be conditioned upon the same or less restric-
tive payment conditions, including determi-
nations of medical necessity as are applicable
to Medicare claims. 

(H) Mental or nervous disorders shall not
be defined more restrictively than a definition
including neurosis, psychoneurosis, psy-
chopathy, psychosis or mental or emotional
disease, or disorder of any kind. 

(I) Nurses may be defined so that the
description of nurse is restricted to a type of
nurse, such as an RN, a licensed practical
nurse (LPN) or a licensed vocational nurse
(LVN). If the words nurse, trained nurse or
registered nurse are used without specific
instruction, then the use of those terms
requires the insurer to recognize the services
of any individual who qualified under the
terminology in accordance with the applica-
ble statutes or administrative rules of the
State Board of Nursing. 

(J) Physician may be defined by including
words such as duly qualified physician or
duly licensed physician. The use of these
terms requires an insurer to recognize and to
accept, to the extent of its obligation under
the contract, all providers of medical care and
treatment when those services are within the
scope of the provider’s licensed authority and
are provided pursuant to applicable laws. 

(K) Sickness shall not be defined to be
more restrictive than the following: Sickness
means sickness or disease of an insured per-
son which first manifests itself after the
effective date of insurance and while the
insurance is in force. The definition may be
further modified to exclude sicknesses or dis-
eases for which benefits are provided under
any Workers’ Compensation, occupational
disease, employer’s liability or similar law. 

(4) Prohibited Policy Provisions. 
(A) No insurance policy or subscriber con-

tract may be advertised, solicited or issued
for delivery in this state as a Medicare sup-
plement policy if that policy or subscriber
contract limits or excludes coverage by type

of illness, accident, treatment or medical con-
dition, except as follows: 

1. Foot care in connection with corns,
calluses, flat feet, fallen arches, weak feet,
chronic foot strain or symptomatic com-
plaints of the feet; 

2. Mental or emotional disorders, alco-
holism and drug addiction; 

3. Illness, treatment or medical condi-
tion arising out of—

A. War or act of war (whether
declared or undeclared); participation in a
felony, riot or insurrection; service in the
armed forces or their auxiliary units; 

B. Suicide or attempted suicide, while
sane, or intentionally self-inflicted injury; or 

C. Aviation; 
4. Cosmetic surgery, except that cosmet-

ic surgery shall not include reconstructive
surgery when that service is incidental to or
follows surgery resulting from trauma, infec-
tion or other diseases of the involved part; 

5. Care in connection with the detection
and correction by manual or mechanical
means of structural imbalance, distortion or
subluxation in the human body for purposes
of removing nerve interference and its effect,
where that interference is the result of or
related to distortion, misalignment or sublux-
ation of, or in, the vertebral column; 

6. Treatment provided in a governmental
hospital; benefits provided under Medicare or
other governmental program (except Medi-
caid), any state or federal Workers’ Compen-
sation, employer’s liability or occupational
disease law, or any motor vehicle no-fault
law; services rendered by employees of hos-
pitals, laboratories or other institutions; ser-
vices performed by a member of the covered
person’s immediate family and services for
which no charge is normally made in the
absence of insurance; 

7. Dental care or treatment; 
8. Eye glasses, hearing aids and exami-

nation for prescribing or fitting them; 
9. Rest cures, custodial care, transporta-

tion and routine physical examinations; and 
10. Territorial limitations outside the

United States. 
(B) Medicare supplement policies may not

contain limitations or exclusions of the type
enumerated in paragraph (4)(A)1., 2., 5., 7.
or 10. that are more restrictive than those of
Medicare. Medicare supplement policies may
exclude coverage for any expense to the
extent of any benefit available to the insured
under Medicare. 

(C) No Medicare supplement policy may
use waivers to exclude, limit or reduce cover-
age or benefits for specifically named or
described preexisting diseases or physical
conditions. 

(D) The terms Medicare supplement,
Medigap and words of similar import shall
not be used unless the policy is issued in
compliance with this rule. 

(5) Benefit Conversion Requirements. 
(A) Effective January 1, 1990 no Medicare

supplement insurance policy, contract or cer-
tificate in force in this state shall contain ben-
efits which duplicate benefits provided by
Medicare. 

(B) Benefits eliminated by operation of the
Medicare Catastrophic Coverage Act of 1988
transition provisions shall be restored. 

(C) For Medicare supplement policies sub-
ject to the minimum standards adopted by the
states pursuant to Medicare Catastrophic
Coverage Act of 1988, the minimum benefits
shall be—

1. Coverage of Part A Medicare-eligible
expenses for hospitalization to the extent not
covered by Medicare from the sixty-first
through the ninetieth day in any Medicare
benefit period; 

2. Coverage for either all or none of the
Medicare Part A inpatient hospital deductible
amount; 

3. Coverage of Part A Medicare-eligible
expenses incurred as daily hospital charges
during use of Medicare’s lifetime hospital
inpatient reserve days; 

4. Upon exhaustion of all Medicare hos-
pital inpatient coverage including the lifetime
reserve days, of ninety percent (90%) of all
Medicare Part A-eligible expenses for hospi-
talization not covered by Medicare subject to
a lifetime maximum benefit of an additional
three hundred sixty-five (365) days; 

5. Coverage under Medicare Part A for
the reasonable cost of the first three (3) pints
of blood (or equivalent quantities of packed
red blood cells, as defined under federal reg-
ulations) unless replaced in accordance with
federal regulations or already paid for under
Part A; 

6. Coverage for the coinsurance amount
of Medicare-eligible expenses under Part B
regardless of hospital confinement subject to
a maximum calendar year out-of-pocket
amount equal to the Medicare Part B
deductible (seventy-five dollars ($75)); and 

7. Effective January 1, 1990, under
Medicare Part B for the reasonable cost of the
first three (3) pints of blood (or equivalent
quantities of packed red blood cells, as
defined under federal regulations), unless
replaced in accordance with federal regula-
tions or already paid for under Part A, sub-
ject to the Medicare deductible amount. 

(6) Minimum Standards. No insurance policy
or subscriber contract may be advertised,
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solicited or issued for delivery in this state as
a Medicare supplement policy which does not
meet the following minimum standards.
These are minimum standards and do not pre-
clude the inclusion of other provisions or
benefits which are not inconsistent with these
standards: 

(A) General Standards. The following stan-
dards apply to Medicare supplement policies
and are in addition to all other requirements
of this rule: 

1. A Medicare supplement policy may
not deny a claim for losses incurred more
than six (6) months from the effective date of
coverage for a preexisting condition. The pol-
icy may not define a preexisting condition
more restrictively than a condition for which
medical advice was given or treatment was
recommended by or received from a physi-
cian within six (6) months before the effec-
tive date of coverage; 

2. A Medicare supplement policy may
not indemnify against losses resulting from
sickness on a different basis than losses
resulting from accidents; 

3. A Medicare supplement policy may
not contain a provision which reduces benefit
payments due to the existence of other Medi-
care supplement coverage. Coverage must
provide that insureds are entitled to a return
of all premiums paid for duplicate coverage
with the same insurer; 

4. A Medicare supplement policy shall
provide that benefits designed to cover cost
sharing amounts under Medicare will be
changed automatically to coincide with any
changes in the applicable Medicare
deductible amount and copayment percentage
factors. Premiums may be modified to corre-
spond with the changes; 

5. A noncancelable, guaranteed renew-
able or noncancelable and guaranteed renew-
able Medicare supplement policy shall not—

A. Provide for termination of cover-
age of a spouse solely because of the occur-
rence of an event specified for termination of
coverage of the insured, other than the non-
payment of premium; or 

B. Be cancelled or nonrenewed by the
insurer solely on the grounds of deterioration
of health; 

6. An insurer shall neither cancel nor
nonrenew an individual Medicare supplement
policy or group certificate for any reason oth-
er than nonpayment of premium or material
misrepresentation. If a group Medicare sup-
plement insurance policy is terminated by the
group policyholder and not replaced as pro-
vided in subsection (5)(D), the insurer shall
offer certificate holders an individual Medi-
care supplement policy. The insurer shall

offer the certificate holder at least the follow-
ing choices: 

A. An individual Medicare supple-
ment policy which provides for continuation
of the benefits contained in the group policy; 

B. An individual Medicare supple-
ment policy which provides only benefits
required to meet the minimum standards; 

C. If membership in a group is termi-
nated, the insurer shall offer—

(I) The certificate holder conver-
sion opportunities such as those described in
subsections (6)(A) and (B); or 

(II) The certificate holder continua-
tion of coverage under the group policy, at the
option of the group policyholder; and 

D. If a group Medicare supplement
policy is replaced by another group Medicare
supplement policy purchased by the same
policyholder, the succeeding insurer shall
offer coverage to all persons covered under
the old group policy on its date of termina-
tion. Coverage under the new group policy
shall not result in any exclusion for preexist-
ing conditions that would have been covered
under the group policy being replaced; and 

7. Termination of a Medicare supple-
ment policy shall be without prejudice to any
continuous loss which commenced while the
policy was in force, but the extension of ben-
efits beyond the period during which the pol-
icy was in force may be predicated upon the
continuous total disability of the insured, lim-
ited to the duration of the policy benefit peri-
od, if any, or payment of the maximum ben-
efits; and

(B) Minimum Benefit Standards. 
1. Coverage of Part A Medicare-eligible

expenses for hospitalization to the extent not
covered by Medicare from the sixty-first
through the ninetieth day in any Medicare
benefit period. 

2. Coverage for either all or none of the
Medicare Part A inpatient hospital deductible
amount. 

3. Coverage of Part A Medicare-eligible
expenses incurred as daily hospital charges
during use of Medicare’s lifetime hospital
inpatient reserve days. 

4. Upon exhaustion of all Medicare hos-
pital inpatient coverage including the lifetime
reserve days, coverage of ninety percent
(90%) of all Medicare Part A-eligible expens-
es for hospitalization not covered by Medi-
care, subject to a lifetime maximum benefit
of an additional three hundred sixty-five
(365) days. 

5. Coverage under Medicare Part A for
the reasonable cost of the first three (3) pints
of blood (or equivalent quantities of packed
red blood cells, as defined under federal reg-
ulations) unless replaced in accordance with

federal regulations or already paid for under
Part B. 

6. Coverage for the coinsurance amount
of Medicare-eligible expenses under Part B
regardless of hospital confinement, subject to
a maximum calendar year out-of-pocket
amount equal to the Medicare Part B
deductible (seventy-five dollars ($75)) maxi-
mum benefit. 

7. Effective January 1, 1990 coverage
under Medicare Part B for the reasonable cost
of the first three (3) pints of blood (or equiv-
alent quantities of packed red blood cells, as
defined under federal regulations), unless
replaced in accordance with federal regula-
tions or already paid for under Part A, sub-
ject to the Medicare deductible amount. 

(7) Standards for Claims Payment. 
(A) Every entity providing Medicare sup-

plement policies or contracts shall comply
with all provisions of Section 4081 of the
Omnibus Budget Reconciliation Act of 1987
(P.L. 100-203). 

(B) Compliance with the requirements set
forth in subsection (7)(A) must be certified
on the Medicare supplement insurance expe-
rience reporting form. 

(8) Loss Ratio Standards. 
(A) For the purposes of this section, poli-

cy forms shall be deemed to comply with the
loss ratio standards if—

1. For the most recent year, the ratio of
the incurred losses to earned premiums for
policies or certificates which have been in
force for three (3) years or more is greater
than or equal to the applicable percentages
contained in this section; and 

2. The expected losses in relation to
premiums over the entire period for which
the policy is rated comply with the require-
ments of this section. An expected third-year
loss ratio which is greater than or equal to the
applicable percentage shall be demonstrated
for policies or certificates in force less than
three (3) years. 

(B) Medicare supplement policies shall
return to policyholders in the form of aggre-
gate benefits under the policy, for the entire
period for which rates are computed to pro-
vide coverage, on the basis of incurred claims
experience or incurred health care expenses
where coverage is provided by an HMO on a
service rather than reimbursement basis, and
earned premiums for the period and in accor-
dance with accepted actuarial principles and
practices at least—

1. Seventy-five percent (75%) of the
aggregate amount of premiums earned in the
case of group policies; and 
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2. Sixty percent (60%) of the aggregate
amount of premiums earned in the case of
individual policies. 

(C) All filings of rates and rating schedules
shall demonstrate that actual and expected
losses in relation to premiums comply with
the requirements of this section. In determin-
ing compliance with the loss ratio standards
in section (8), the actual and expected
incurred losses shall not include: 

1. Loss adjustment expenses; 
2. Active life reserves; and 
3. Other claim reserves that would be

found excessive or inconsistent with accepted
actuarial standards. 

(D) Every entity providing Medicare sup-
plement policies in this state annually shall
file its rates, rating schedules and supporting
documentation on a form prescribed by the
director including ratios of incurred losses-to-
earned premiums by number of years of pol-
icy duration demonstrating that it is in com-
pliance with the foregoing applicable loss
ratio standards and that the period for which
the policy is rated is reasonable in accordance
with accepted actuarial principles and experi-
ence. 

(E) Any change to a rate schedule must be
filed and approved by the director. The rate
change request must be accompanied by sup-
porting documentation as set forth in subsec-
tion (8)(D). 

(F) As soon as practicable, but prior to the
effective date of Medicare benefit changes,
every insurer, health care service plan or
other entity providing Medicare supplement
insurance or contracts in this state shall file
with the director—

1. Appropriate premium adjustments
necessary to produce loss ratios as originally
anticipated for the applicable policies or con-
tracts. Supporting documents necessary to
justify the adjustment shall accompany the
filing, and every insurer, health care service
plan or other entity providing Medicare sup-
plement insurance or benefits to a resident of
this state pursuant to sections 376.850—
376.890, RSMo shall make the premium
adjustments necessary to produce an expect-
ed loss ratio under the standards for Medicare
supplement policies and which are expected
to result in a loss ratio at least as great as that
originally anticipated in the rates used to pro-
duce current premiums by the insurer, health
care service plan or other entity for the Medi-
care supplement insurance policies or con-
tracts. No premium adjustment which would
modify the loss ratio experience under the
policy other than the adjustments described in
this rule should be made with respect to a
policy at any time other than upon its renew-
al date or anniversary date; and   

2. Any appropriate riders, endorsements
or policy forms needed to accomplish the
Medicare supplement insurance modifica-
tions necessary to eliminate benefit duplica-
tions with Medicare. Any riders, endorse-
ments or policy forms shall provide a clear
description of the Medicare supplement ben-
efits provided by the policy or contract. 

(9) Filing Requirements for Out-of-State
Group Policies. Every insurer providing
group Medicare supplement insurance bene-
fits to a resident of this state pursuant to sec-
tions 376.850—376.890, RSMo shall file a
copy of the master policy and any certificate
used in this state in accordance with the fil-
ing requirements and procedures applicable
to group Medicare supplement policies issued
in this state; however, no insurer shall be
required to make a filing earlier than thirty
(30) days after insurance was provided to a
resident of this state under a master policy
issued for delivery outside this state. 

(10) Permitted Compensation Arrangements. 
(A) An insurer or other entity may provide

commission or other compensation to an
agent or other representative for the sale of a
Medicare supplement policy or certificate
only if the first year commission or other first
year compensation is no more than two hun-
dred percent (200%) of the commission or
other compensation paid for selling or servic-
ing the policy or certificate in the second year
or period. 

(B) The commission or other compensa-
tion provided in subsequent (renewal) years
must be the same as that provided in the sec-
ond year or period and must be provided for
no less than three (3) renewal years. 

(C) No entity shall provide compensation
to its agents or other producers and no agent
or producer shall receive compensation
greater than the renewal compensation
payable by the replacing insurer on renewal
policies or certificates if an existing policy or
certificate is replaced unless benefits of the
new policy or certificate are clearly and sub-
stantially greater than the benefits under the
replaced policy. 

(D) An agent writing a replacement policy
shall complete a form substantially similar to
that attached as Appendix B at the time of
solicitation. The form shall be maintained in
the company’s underwriting file.
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