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22 CSR 10-3.010 Definitions

PURPOSE: This rule establishes the policy of
the board of trustees in regard to the defini-
tions of the Missouri Consolidated Health
Care Plan relative to public entities and pub-
lic entity members.

PUBLISHER’S NOTE: The secretary of state
has determined that the publication of the
entire text of the material which is incorpo-
rated by reference as a portion of this rule
would be unduly cumbersome or expen-
sive. This material as incorporated by refer-
ence in this rule shall be maintained by the
agency at its headquarters and shall be made
available to the public for inspection and
copying at no more than the actual cost of
reproduction. This note applies only to the
reference material. The entire text of the rule
is printed here.

(1) Accident. An unforeseen and unavoidable
event resulting in an injury which is not due
to any fault or misconduct on the part of the
person injured.

(2) Activities of daily living. Bathing, dress-
ing, toileting, and associated personal
hygiene; transferring (being moved in and out
of a bed, chair, wheelchair, tub, or shower);
mobility, eating (getting nourishment into the
body by any means other than intravenous),
and continence (voluntarily maintaining con-
trol of bowel and/or bladder function; in the
event of incontinence, maintaining a reason-
able level of personal hygiene).

(3) Administrative appeal. A written request
submitted by or on behalf of a member
involving plan-related administrative issues
such as eligibility, effective dates of coverage,
plan changes, etc.

(4) Adverse determination. When the claims
administrator reviews an admission, availabil-
ity of care, continued stay, or other health
care service and decides that it is not medi-
cally necessary, appropriate, or effective.
Therefore, payment for the requested service
is denied, reduced, or terminated.

(5) Allowable expense. Charges for services
rendered or supplies furnished by a health
plan that would qualify as covered expenses
and for which the program pays in whole or
in part, subject to any deductible and coin-
surance amounts.

(6) Appeal. A written complaint submitted by
or on behalf of a member regarding one (1)
of the following: 

(A) Availability, delivery, or quality of
health care services, including a complaint
regarding an adverse determination made
pursuant to utilization review; or

(B) Claim payment, handling, or reim-
bursement for pharmacy benefits or health
care services.

(7) Applied behavior analysis. The design,
implementation, and evaluation of environ-
mental modifications, using behavior stimuli
and consequences, to produce socially signif-
icant improvement in human behavior,
including the use of observation, measure-
ment, and functional analysis of the relation-
ship between environment and behavior.

(8) Assignment. When a doctor agrees to
accept Medicare’s fee as full payment.

(9) Benefit period. The three hundred sixty-
five (365) days immediately after the first
date of the services to treat a given condition.

(10) Benefits. Amounts payable by the plan as
determined by the schedule of benefits and
their limitations and exclusions as interpreted
by the plan administrator.

(11) Birthday rule. If both parents have med-
ical coverage, the primary plan for dependent
children is the plan of the parent whose birth-
day occurs first in the calendar year. If birth-
days occur on the same day, the parent’s cov-
erage that has been in effect longest is
primary.

(12) Board. The board of trustees of the Mis-
souri Consolidated Health Care Plan
(MCHCP).

(13) Calendar year. The period of time from
January 1 through December 31. This is the
period during which the total amount of
annual benefits is calculated. All annual
deductibles and benefit maximums accumu-
late during the calendar year.

(14) Cancellation of coverage. The voluntary
cancellation of medical, dental, or vision
coverage per a subscriber’s request.

(15) Case management. A coordinated set of
activities conducted for individual patient
management of serious or complicated health
conditions.

(16) Chiropractic services. The examination,
diagnosis, adjustment, manipulation, and
treatment of malpositioned articulations and

structures of the body, directed toward restor-
ing and maintaining the normal neuromuscu-
lar and musculoskeletal function and health.

(17) Claims administrator. An organization
or group responsible for the processing of
claims and associated services for a health
plan.

(18) Coinsurance. The shared portion of pay-
ment between the plan and the subscriber
where each pays a percentage of covered
charges.

(19) Comprehensive major medical. A plan
that provides for cost sharing to be applied to
all covered expenses, such as deductible or
coinsurance.

(20) Congenital defect. Existing or dating
from birth. Acquired through development
while in the uterus.

(21) Convenient care clinics (CCCs). Health
care clinics located in retail stores, supermar-
kets, and pharmacies that treat routine family
illnesses and provide preventive health care
services. They are sometimes referred to as
“retail-based clinics” or “walk-in medical
clinics.” 

(22) Coordination of benefits. Communica-
tion, adjustment, and reconciliation proce-
dures between multiple benefit plans covering
the same member for purposes of covering
services and expenses relating to plan bene-
fits.

(23) Copayment. A set dollar amount that the
covered individual must pay for specific ser-
vices.

(24) Cosmetic surgery. A procedure per-
formed primarily for psychological purposes
or to preserve or improve appearance rather
than restore the anatomy and/or function of
the body which are lost or impaired due to ill-
ness or injury.

(25) Covered benefits and charges. Covered
benefits are a schedule of health care services
payable under the plan. Covered charges are
the cost for medical services eligible for con-
sideration under the plan.

(26) Custodial care. Services and supplies
furnished primarily to assist an individual to
meet the activities of daily living that can be
provided by persons without the training of a
health care provider or that do not entail and
require the continuing attention of trained
medical or paramedical personnel.



(27) Date of service. Date medical services
are received.

(28) Deductible. The amount of expense the
member must pay before the plan begins to
pay for covered services and supplies. This
amount is not reimbursable by the plan.

(29) Dependent child. Any child under the
age of twenty-six (26) that is a natural child,
legally adopted or placed for adoption child,
or a child with one (1) of the following legal
relationships with the member, so long as
such legal relationship remains in effect:

(A) Stepchild;
(B) Foster child;
(C) Grandchild for whom the employee has

legal guardianship or legal custody; and
(D) Other child for whom the employee is

court-ordered legal guardian.
1. Except for a disabled child as

described in 22 CSR 10-3.010(88), a depen-
dent child is eligible from his/her eligibility
date to the end of the month he/she attains
age twenty-six (26).

2. A child who is a dependent child
under a guardianship of a minor will contin-
ue to be a dependent child when the
guardianship ends by operation of law when
the child becomes eighteen (18) years of age
if such child was an MCHCP member the day
before the child becomes eighteen (18) years
of age.

(30) Dependents. The lawful spouse of the
employee, the employee’s unemancipated
child(ren), and certain survivors of employ-
ees, as provided in the plan document and
these rules, for whom application has been
made and has been accepted for participation
in the plan.

(31) Diagnostic. Describes a procedure to
determine whether a person has a particular
illness.

(32) Diagnostic charges. The Usual, Custom-
ary, and Reasonable (UCR) charges or the
network discounted rate (NDR) for x-ray or
laboratory examinations made or ordered by
a physician in order to detect a medical con-
dition.

(33) Disease management. A program offered
to non-Medicare members to help manage
certain chronic diseases.

(34) Disposable supplies. Supplies that do not
withstand prolonged use and are periodically
replaced. Includes, but not limited to,
colostomy and ureterostomy bags.

(35) Doctor/physician. A licensed practition-
er of the healing arts, as approved by the plan
administrator, including:

(A) Doctor of medicine;
(B) Doctor of osteopathy;
(C) Podiatrist;
(D) Optometrist;
(E) Chiropractor;
(F) Psychiatrist;
(G) Psychologist;
(H) Doctor of dental medicine, including

dental surgery; 
(I) Doctor of dentistry; or
(J) Qualified practitioner of spiritual heal-

ing whose organization is generally recog-
nized for health insurance reimbursement
purposes and whose principles and practices
of spiritual healing are well established and
recognized.

(36) Durable medical equipment (DME).
Equipment able to withstand repeated use for
the therapeutic treatment of an active illness
or injury. Such equipment is not covered
under the plan if it could be useful to a per-
son in the absence of an illness or injury and
could be purchased without a physician’s pre-
scription.

(37) Eligibility date. As described in 22 CSR
10-3.020. 

(38) Emergency medical condition. A medi-
cal condition manifesting itself by acute
symptoms of sufficient severity (including
severe pain) so that a prudent layperson, who
possesses an average knowledge of health and
medicine, could reasonably expect the
absence of immediate medical attention to
result in—

(A) Conditions placing a person’s health in
significant jeopardy;

(B) Serious impairment to a bodily func-
tion;

(C) Serious dysfunction of any bodily
organ or part;

(D) Inadequately controlled pain; or
(E) Situations when the health of a preg-

nant woman or her unborn child are threat-
ened.

(39) Emergency room. The section of a hos-
pital equipped to furnish emergency care to
prevent the death or serious impairment of
the covered person.

(40) Emergency Services. With respect to an
emergency medical condition—

(A) A medical screening examination that
is within the capability of the emergency
department of a hospital, including ancillary

service routinely available to the emergency
department to evaluate such emergency med-
ical condition; and

(B) Such further medical examination and
treatment, to the extent they are within the
capabilities of the staff and facilities available
at the hospital, as are required to stabilize the
patient.  The term “to stabilize” means to pro-
vide such medical treatment of the condition
as may be necessary to assure, within reason-
able medical probability that no material dete-
rioration of the condition is likely to result
from, or occur during, the transfer of the
individual from a facility.

(41) Employee. A person employed by a par-
ticipating public entity and present and future
retirees from the participating public entity
who meet the eligibility requirements as pre-
scribed by the participating public entity.

(42) Employee and dependent participation.
Participation of an employee and the employ-
ee’s eligible dependents. Any individual eli-
gible for participation as an employee is not
eligible as a dependent except as noted in 22
CSR 10-3.030(1)(A)7. 

(43) Employer. The public entity that
employs the eligible employee as defined
above.

(44) Essential benefits. The plan covers
essential benefits as required by the Patient
Protection and Affordable Care Act. Essen-
tial benefits include:

(A) Ambulatory patient services—office
visits, urgent care, outpatient diagnostic pro-
cedures, outpatient surgery, and outpatient
hospice;

(B) Emergency services—ambulance ser-
vices and emergency room services;

(C) Hospitalization—inpatient hospital
benefits, inpatient surgery, transplants, and
inpatient hospice;

(D) Maternity and newborn care—materni-
ty coverage and newborn screenings;

(E) Mental health and substance abuse dis-
order services, including behavioral health
treatment—inpatient and outpatient and men-
tal health/chemical dependency office visits;

(F) Prescription drugs; 
(G) Rehabilitative and habilitative services

and devices—durable medical equipment;
cardiac and pulmonary rehabilitation; outpa-
tient physical, speech, and occupational ther-
apy; and home health care/palliative services;

(H) Laboratory services—lab and x-ray;
(I) Preventive and wellness services and

chronic disease management; and
(J) Pediatric services, including oral and

vision care—routine vision exam, dental
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care/accidental injury, immunizations, pre-
ventive services, and newborn screenings.

(45) Executive director. The chief executive
officer of the Missouri Consolidated Health
Care Plan (MCHCP) who shall have charge
of the offices, records, and employees of the
plan, subject to the direction of the board of
trustees.

(46) Experimental/Investigational/Unproven.
A treatment, procedure, device, or drug that
meets any of the criteria listed below is con-
sidered experimental/investigational/unproven
and is not eligible for coverage under the
plan. Reliable evidence includes anything
determined to be such by the plan adminis-
trator, in the exercise of its discretion, and
may include published reports and articles in
the medical and scientific literature generally
considered to be authoritative by the national
medical professional community. Experimen-
tal/investigational/unproven is defined as a
treatment, procedure, device, or drug that the
plan administrator determines, in the exercise
of its discretion—

(A) Has not received the approval of the
U.S. Food and Drug Administration for mar-
keting the drug or device at the time it is fur-
nished, if such approval is required by law;

(B) Is shown by reliable evidence to be the
subject of ongoing Phase I clinical trials or
under study to determine its maximum toler-
ated dose, its toxicity, its safety, its efficien-
cy, or its efficacy as compared with the stan-
dard means of treatment or diagnosis; or

(C) Is shown by reliable evidence that the
consensus of opinion among experts regard-
ing the treatment, procedure, device, or drug
is that further studies or clinical trials are
necessary to determine its maximum tolerat-
ed dose, its toxicity, its safety, its efficacy, or
its efficiency as compared with the standard
means of treatment or diagnosis.

(47) First eligible. The first thirty-one (31)-
day period after a member’s employment date
in which the member and his/her dependents
may enroll in an MCHCP plan. As a member
acquires new dependents, his/her first eligi-
ble period is the first thirty-one (31) days
from the date of the lift event.

(48) Formulary. A list of drugs covered by the
pharmacy benefit manager and as allowed by
the plan administrator.

(49) Generic drug. A chemical equivalent of
a brand-name drug with an expired patent.
The color or shape may be different, but the
active ingredients must be the same for both.

(50) Group health plan. A plan maintained by

an employer or an employee organization to
provide medical care or other health services,
directly or indirectly, to employees, former
employees, and their families, including but
not limited to Medicare and Medicaid plans.

(51) Handbook. The summary plan document
prepared for members explaining the terms,
conditions, and all material aspects of the plan
and benefits offered under the plan, a copy of
which is incorporated by reference into this
rule. The full text of material incorporated by
reference is available to any interested person
at the Missouri Consolidated Health Care
Plan, 832 Weathered Rock Court, Jefferson
City, MO 65101, 2011 Public Entity Member
Handbook (March 15, 2011) or online at
www.mchcp.org. It does not include any later
amendments or additions.

(52) Health care benefit. Coverage under the
plan to include medical, dental, vision, and
pharmacy.

(53) Health savings account (HSA). A tax-
advantaged savings account that may be used
to pay current or future qualified medical
expenses. Enrollment in the plan’s qualified
High Deductible Health Plan is required for
participation in an HSA. HSA funds can be
used to help pay the deductible, coinsurance,
and any qualified medical expenses not cov-
ered by the health plan.

(54) High Deductible Health Plan (HDHP).
A health plan with higher deductibles than a
traditional health plan that, when combined
with an HSA, provides a tax-advantaged way
to help save for future medical expenses.

(55) Home health care. Skilled nursing ser-
vices and other therapeutic services to per-
sons in their homes provided by an agency
certified by Medicare and licensed pursuant
to state or local law.

(56) Hospice. A public agency, private orga-
nization, or a subdivision of either that pri-
marily engages in providing care to terminal-
ly ill individuals, meets the conditions of
participation for hospices, holds a valid
Medicare provider agreement, and is licensed
pursuant to state law.

(57) Hospice facility. A public or private
organization, certified by Medicare and any
other state’s licensing or certifying body, pri-
marily engaged in providing palliative, sup-
portive, and other related care for a covered
person diagnosed as terminally ill. The facil-
ity must have an interdisciplinary medical
team consisting of at least one (1) physician,
one (1) registered nurse, one (1) social work-

er, one (1) volunteer, and a volunteer pro-
gram. A hospice facility is not a facility, or
part thereof, which is primarily a place for
rest, custodial care, the aged, drug addicts,
alcoholics, or a hotel or similar institution.

(58) Hospital.
(A) An institution operated pursuant to law

and primarily engaged in providing on an
inpatient basis medical, diagnostic, and surgi-
cal facilities, all of which must be provided
on its premises, under the supervision of a
staff of one (1) or more physicians and with
twenty-four (24)-hour-a-day nursing service
by a registered nurse (RN) on duty or call.

(B) An institution not meeting all the
requirements of subsection (58)(A) above,
but which is accredited as a hospital by the
Joint Commission on Accreditation of Health
Care Organizations.

(C) An institution operated principally for
treating sick and injured persons through
spiritual means and recognized as a hospital
under Part A, Hospital Insurance Benefits for
the Aged of Medicare (Title I of Public Law
89-97).

(D) A psychiatric residential treatment cen-
ter accredited by the Joint Commission on
Accreditation of Health Care Organizations
on either an inpatient or outpatient basis.

(E) A residential alcoholism, chemical
dependency, or drug addiction treatment
facility accredited by the Joint Commission
on Accreditation of Health Care Organiza-
tions or licensed or certified by the state of
jurisdiction. 

(F) In no event shall the term hospital
include a skilled nursing facility or any insti-
tution, or part thereof, which is used primar-
ily as a skilled nursing facility, nursing home,
rest home, or facility for the aged.

(59) Illness. Any bodily sickness, disease, or
mental/nervous disorder. For purposes of this
plan, pregnancy is considered as any other
illness.

(60) Incident. A definite and separate occur-
rence of a condition.

(61) Infertility. Any medical condition caus-
ing the inability or diminished ability to
reproduce.

(62) Infertility services. Services including
confinement, treatment, or other services
related to the restoration of fertility or the
promotion of conception.

(63) Injury. A condition that results indepen-
dently of an illness and all other causes and
is a result of an external force or accident.
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(64) Inpatient. Confined to a registered bed.
Patient in hospital, skilled nursing facility,
hospice facility, or free-standing chemical
dependency treatment center.

(65) Life events. Events occurring in an indi-
vidual’s life to include: marriage, birth,
adoption, or placement of children.

(66) Lifetime. The period of time a member
or the member’s eligible dependents partici-
pate in the plan.

(67) Lifetime maximum. The amount payable
by a medical plan during a covered member’s
life for specific non-essential benefits.

(68) MCHCPid. An individual MCHCP
member identifier used for member verifica-
tion and validation.

(69) myMCHCP. A secure MCHCP member
website that includes coverage selection, level
of coverage, an option to change a mailing
address, an option to add or change an email
address, an option to request an MCHCPid
card, and access to other pertinent websites.

(70) Medical benefits coverage. Services that
are received from providers recognized by the
plan and are covered benefits under the plan.

(71) Medically necessary. Treatments, proce-
dures, services, or supplies that the plan
administrator determines, in the exercise of
its discretion—

(A) Are expected to be of clear clinical
benefit to the patient; 

(B) Are appropriate for the care and treat-
ment of the injury or illness in question; and

(C) Conform to standards of good medical
practice as supported by applicable medical
and scientific literature. A treatment, proce-
dure, service, or supply must meet all crite-
ria listed above to be considered medically
necessary and to be eligible for coverage
under the plan. In addition, the fact that a
provider has prescribed, ordered, or recom-
mended a treatment, procedure, service, or
supply does not, in itself, mean that it is med-
ically necessary as defined above. Further,
the treatment, procedure, service, or supply
must not be specifically excluded from cover-
age under this plan.

(72) Medicare allowed amount. The fee
Medicare sets as reasonable for a covered
medical service. This is the amount a
provider is paid by the member and Medicare
for a service or supply. It may be less than the
actual amount charged by a doctor or
provider.

(73) Member. Any person covered as either a
subscriber or a dependent in accordance with
the terms and conditions of the plan.

(74) Network provider. A physician, hospital,
pharmacy, or other health provider that is
contracted with the plan or its designee.

(75) Non-formulary. A drug not contained on
the pharmacy benefit manager’s list of cov-
ered drugs.

(76) Non-network provider or non-participat-
ing provider. Any physician, hospital, phar-
macy, or other health provider that does not
have a contract with the plan or its designee.

(77) Nurse. A registered nurse (RN),
licensed practical nurse (LPN), or licensed
vocational nurse (LVN). Nurse shall also
include an employee of an institution operat-
ed principally for treating sick and injured
persons through spiritual means which meets
the requirements of a hospital as defined in
this rule.

(78) Nursing home. An institution operated,
pursuant to law, primarily for custodial care
or for patients recovering from illness or
injury, under the supervision of a physician
or registered nurse and having twenty-four
(24)-hour nursing care. Also, an institution
meeting the preceding criteria which is estab-
lished for the treatment of sick and injured
persons through spiritual means and is oper-
ated under the authority of organizations that
are recognized under Medicare.

(79) Open enrollment period. A period des-
ignated by the plan during which subscribers
may enroll, switch, or change their level of
coverage in any of the available health care
options with the new coverage becoming
effective as of the beginning of the new plan
year.

(80) Out-of-area. Applies to claims of mem-
bers living in specified zip code areas where
the number of available providers does not
meet established criteria.

(81) Out-of-pocket maximum. The annual
limit on the amount a member must pay for
covered services. Above this limit, the medi-
cal plan pays one hundred percent (100%) for
covered services for the rest of the plan year.

(82) Outpatient. Treatment either outside a
hospital setting or at a hospital when room
and board charges are not incurred.

(83) Outpatient observation stay. Services
furnished by a hospital on the hospital’s
premises, including use of a bed and period-
ic monitoring by a hospital’s staff, that are
reasonable and necessary to evaluate an out-
patient’s condition or determine the need for
a possible admission to the hospital as an
inpatient. Most observation services are less
than twenty-four (24) hours. Members may
receive observation services in the emergency
room, an observation unit, the intensive care
unit, or a regular floor.

(84) Palliative services. Care provided by a
team approach that improves the quality of
life for patients and their families facing
problems associated with life-threatening ill-
ness through the prevention and relief of suf-
fering by means of early identification and
assessment and treatment of pain and other
problems, physical, psychosocial, and spiritu-
al.

(85) Partial hospitalization. A distinct and
organized intensive ambulatory treatment ser-
vice, less than twenty-four (24)-hour daily
care specifically designed for the diagnosis
and active treatment of a mental/nervous dis-
order when there is a reasonable expectation
for improvement or to maintain the individu-
al’s functional level and to prevent relapse or
hospitalization.

(A) Partial hospitalization programs must
provide diagnostic services; services of social
workers; nurses and staff trained to work
with psychiatric patients; individual, group,
and family therapies; activities and occupa-
tional therapies; patient education; and
chemotherapy and biological treatment inter-
ventions.

(B) The facility providing the partial hospi-
talization must prepare and maintain a written
plan of treatment for each patient. The plan
must be approved and periodically reviewed
by a physician.

(86) Participant. Any employee or dependent
accepted for membership in the plan.

(87) Pharmacy benefit manager (PBM). The
PBM designs, implements, and manages the
overall drug benefit of the plan and processes
claims payments.

(88) Physically or mentally disabled. A per-
son’s inability to be self-sufficient as the
result of a condition diagnosed by a physician
as a continuing condition.

(89) Physician/Doctor. A licensed practition-
er of the healing arts, acting within the scope
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of his/her practice, as licensed under section
334.021, RSMo.

(90) Plan. The program of health care bene-
fits estab lished by the board of trustees of the
Missouri Consolidated Health Care Plan as
authorized by state law. 

(91) Plan administrator. The board of trustees
of the Missouri Consolidated Health Care
Plan, which is the sole fiduciary of the plan.
The board has all discretionary authority to
interpret its provisions and to control the
operation and administration of the plan and
whose decisions are final and binding on all
parties.

(92) Plan document. The statement of the
terms and conditions of the plan as promul-
gated by the plan administrator in this chap-
ter.

(93) Plan year. The calendar year beginning
January 1 through December 31. This is the
period during which the total amount of
annual benefits is calculated.  All deductibles
and benefit maximums accumulate during the
calendar year.

(94) Preferred provider organization (PPO).
An arrangement with providers whereby dis-
counted rates are given to plan members.
Benefits are paid at a higher level when net-
work providers are used.

(95) Preventive service. A procedure intend-
ed for avoidance or early detection of an ill-
ness.

(96) Primary care physician (PCP). A physi-
cian (usually an internist, family/general
practitioner, or pediatrician) who has con-
tracted with a medical plan.

(97) Prior authorization. A cost control pro-
cedure that requires the service or medication
to be approved in advance by the doctor
and/or the plan.  Without prior authorization,
the plan may not pay for the test, drug, or
service.  Also known as pre-authorization or
pre-notification.

(98) Private duty nursing. Nursing care on a
full-time basis in the member’s home or
home health aides.

(99) Proof of eligibility. Documentation
required by the plan to determine a depen-
dent’s qualification for health insurance cov-
erage.

(100) Proof of prior group insurance. Evi-

dence in written form from an insurance
company that provides verification of cover-
age for a given period of time.

(101) Proof of prior coverage. If a member or
his/her dependents enroll in an MCHCP plan
due to loss of coverage, the member must
provide proof of prior group coverage. This
includes a letter from the previous insurance
carrier or former employer which states all
the following:

(A) Date coverage was or will be terminat-
ed;

(B) Reason for coverage termination; and
(C) List of dependents covered.

(102) Prostheses. An artificial extension that
replaces a missing part of the body or sup-
plements defective parts.

(103) Protected health information (PHI).
Any information, whether oral or recorded in
any form or medium that is created or
received by a health care provider, health
plan, public health authority, employer, life
insurer, school or university, or health care
clearinghouse. This information also relates
to the past, present, or future physical or
mental health or condition of the individual,
the provision of health care to an individual,
or the past, present, or future payment for the
provision of health care to the individual.

(104) Provider. A physician, hospital, medi-
cal agency, specialist, or other duly-licensed
health care facility or practitioner certified or
otherwise authorized to furnish health care
services pursuant to the law of the jurisdic-
tion in which care or treatment is received. A
doctor/physician as defined in 22 CSR 10-
3.010(35). Other providers include but are
not limited to:

(A) Audiologist (AUD or PhD);
(B) Certified Addiction Counselor for Sub-

stance Abuse (CAC);
(C) Certified Nurse Midwife (CNM)—

when acting within the scope of their license
in the state in which they practice and per-
forming a service which would be payable
under this plan when performed by a physi-
cian;

(D) Certified Social Worker or Masters in
Social Work (MSW);

(E) Licensed Clinical Social Worker;
(F) Licensed Professional Counselor

(LPC);
(G) Licensed Psychologist (LP);
(H) Nurse Practitioner (NP);
(I) Physicians Assistant (PA);
(J) Qualified Occupational Therapist;
(K) Qualified Physical Therapist;
(L) Qualified Speech Therapist;

(M) Registered Nurse Anesthetist (CRNA);
(N) Registered Nurse Practitioner (ARNP);

or
(O) Therapist with a PhD or Master’s

Degree in Psychiatry or related field.

(105) Provider directory. A listing of network
providers within a health plan. 

(106) Prudent layperson. An individual pos-
sessing an average knowledge of health and
medicine.

(107) Public entity. A state-sponsored institu-
tion of higher learning, political subdivision,
or governmental entity or instrumentality that
has elected to join the plan and has been
accepted by the board.

(108) Qualified Medical Child Support Order
(QMCSO). A child support order from a
court of competent jurisdiction or state child
care agency, which requires the plan to pro-
vide coverage for a dependent child or mem-
ber if the plan normally provides coverage for
dependent children.

(109) Reconstructive surgery. A procedure
performed to restore the anatomy and/or
functions of the body that are lost or impaired
due to an injury or illness.

(110) Refractions. A record of the patient’s
preference for the focusing of the eyes that
may then be used to purchase eyeglasses or
contact lenses. It is the part of the exam that
determines what prescription lens gives the
patient the best possible vision.

(111) Rehabilitation facility. A legally operat-
ing institution, or distinct part of an institu-
tion, that has a transfer agreement with one
(1) or more hospitals and is primarily
engaged in providing comprehensive multi-
disciplinary physical restorative services,
post-acute hospital, and rehabilitative inpa-
tient care, and is duly licensed by the appro-
priate government agency to provide such ser-
vices.

(A) It does not include institutions that
provide only minimal care, custodial care,
ambulatory or part-time care services, or an
institution that primarily provides treatment
of mental/nervous disorders, substance
abuse, or tuberculosis, except if such facility
is licensed, certified, or approved as a reha-
bilitation facility for the treatment of men-
tal/nervous conditions or substance abuse in
the jurisdiction where it is located, or is
accredited as such a facility by the Joint Com-
mission for the Accreditation of Health Care
Organizations (JCAHO) or the Commission
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for the Accreditation of Rehabilitation Facili-
ties.

(112) Retiree. A former employee who, at the
time of termination of employment, met the
eligibility requirements as outlined in subsec-
tion 22 CSR 10-3.020(6)(B) and is currently
receiving a monthly retirement benefit from a
public entity.

(113) Skilled nursing care. Services that must
be performed by, or under the supervision of,
licensed personnel and meets criteria as
established by the claims administrator.

(114) Skilled nursing facility (SNF). A pub-
lic or private facility licensed and operated
according to the law that provides—

(A) Permanent and full-time facilities for
ten (10) or more resident patients;

(B) A registered nurse or physician on full-
time duty in charge of patient care;

(C) At least one (1) registered nurse or
licensed practical nurse on duty at all times;

(D) A daily medical record for each
patient;

(E) Transfer arrangements with a hospital;
and

(F) A utilization review plan. 
The facility must be primarily engaged in
providing continuous skilled nursing care for
persons during the recovery stage of their ill-
ness or injury, and is not, other than by coin-
cidence, a rest home for custodial care or for
the aged.

(115) Sound natural teeth. Teeth and/or tissue
that is viable, functional, and free of disease.
A sound natural tooth has no decay, fillings
on no more than two (2) surfaces, no gum
disease associated with bone loss, no history
of root canal therapy, is not a dental implant,
and functions normally in chewing and
speech.

(116) Specialty care physician/specialist. A
physician who is not a primary care physician
and provides medical services to members
concentrated in a specific medical area of
expertise.

(117) Specialty medications. High cost drugs
that are primarily self-injectible but some-
times oral medications.

(118) State. Missouri.

(119) Step therapy. Designed to encourage
use of therapeutically-equivalent, lower-cost
alternatives before using more expensive
therapy. It is especially for people who take
prescription drugs regularly to treat ongoing

medical conditions and is developed under
the guidance and direction of independent,
licensed doctors, pharmacists, and other
medical experts.

(120) Subrogation. The substitution of one
(1) “party” for another. Subrogation entitles
the insurer to the rights and remedies that
would otherwise belong to the insured (the
subscriber) for a loss covered by the insur-
ance policy. Subrogation allows the plan to
stand in the place of the participant and
recover the money directly from the other
insurer.

(121) Subscriber. The employee or member
who elects coverage under the plan.

(122) Surgery. Any operative or invasive
diagnostic procedure performed in the treat-
ment of an injury or illness by an instrument
or cutting procedure through any natural
body opening or incision.

(123) Surgery center (ambulatory). A hospi-
tal-based, hospital-sponsored, or indepen-
dently-owned facility that performs surgery.

(124) Survivor. A member who meets the
requirements of subsection 22 CSR 10-
3.020(6)(A).

(125) Termination of coverage. The termina-
tion of medical, dental, or vision coverage
initiated by the employer or required by
MCHCP eligibility policies.

(126) Urgent care. Medically necessary ser-
vices in order to prevent rapid and/or serious
deterioration in a member’s health as a result
of injury or illness. Urgent care serves as an
alternative to the hospital emergency room
and the personal physician when a timely
appointment is not available. Urgent care is
appropriate for injuries too severe to be seen
in a primary care physician office but not
severe enough to require treatment in a hos-
pital emergency department.

(127) Urgent care centers. Medical facilities
that provide extended or twenty-four (24)-
hour service to treat minor conditions at a
lower cost than emergency room treatment.

(128) Usual, Customary, and Reasonable
charge.

(A) Usual—The fee a provider most fre-
quently charges the majority of his/her
patients for the same or similar services.

(B) Customary—The range of fees charged
in a geographic area by providers of compa-
rable skills and qualifications for the same
performance of similar service.

(C) Reasonable—The flexibility to take
into account any unusual clinical circum-
stances involved in performing a particular
service.

(D) A formula is used to determine the
customary maximum. The customary maxi-
mum is the usual charge submitted by ninety
percent (90%) of the providers for ninety per-
cent (90%) of the procedures reported.

(129) Utilization review. Evaluation of the
necessity, appropriateness, and efficiency of
the use of medical services, procedures, and
facilities on a prospective, concurrent, or ret-
rospective basis.

(130) Vendor. The current applicable third-
party administrator of MCHCP benefits.

(131) Vested subscriber. A member who
meets the requirements of subsection 22 CSR
10-3.020(6)(B).

AUTHORITY: section 103.059, RSMo 2000.*
Emergency rule filed Dec. 20, 2004, effective
Jan. 1, 2005, expired June 29, 2005.  Origi-
nal rule filed Dec. 20, 2004, effective June
30, 2005. Emergency amendment filed Dec.
20, 2007, effective Jan. 1, 2008, expired June
28, 2008. Amended: Filed Dec. 20, 2007,
effective June 30, 2008. Emergency amend-
ment filed Dec. 22, 2009, effective Jan. 1,
2010, expired June 29, 2010. Amended: Filed
Jan. 4, 2010, effective June 30, 2010. Emer-
gency amendment filed Dec. 22, 2010, effec-
tive Jan. 1, 2011, terminated March 7, 2011.
Emergency amendment filed Feb. 25, 2011,
effective March 7, 2011, expired June 29,
2011. Amended: Filed Dec. 22, 2010, effective
June 30, 2011.

*Original authority: 103.059, RSMo 1992.

22 CSR 10-3.020 Subscriber Agreement
and General Membership Provisions

PURPOSE: This rule establishes the policy of
the board of trustees in regard to the sub-
scriber agreement and general membership
provisions of the Missouri Consolidated
Health Care Plan.

(1) The participant’s initial application, any
subsequently accepted modifications to such
application, the handbook, and the plan doc-
ument as adopted by the board along with
duly executed amendments shall comprise the
subscriber agreement between the participant
and the Missouri Consolidated Health Care
Plan (MCHCP). Any other written materials
interpreting the subscriber agreement for the
benefit of members and administrators are
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not part of the subscriber agreement.
(A) By applying for coverage under the

MCHCP, a participant agrees that—
1. The employer may deduct the cost of

the premium for the employee’s plan from the
employee’s paychecks; and

2. Individual and family deductibles, if
appropriate, will be applied. Deductibles pre-
viously paid to meet the requirements of the
prior plan may be credited for those joining
one (1) of the preferred provider organization
(PPO) options. Appropriate proof of said
deductibles will be required.

(2) The participation period shall begin on
the partici pant’s effective date in the plan.
Participation shall continue until this plan or
coverage in this rule is ter minated for any
reason. However, transfer from the prior plan
to this plan will be automatic upon the effec-
tive date of this plan.

(3) The effective date of participation shall be
deter mined, subject to the effective date pro-
vision in subsection (3)(C), as follows:

(A) Employee Participation.
1. If application by an employee is made

on or before the date of eligibility, participa-
tion shall become effective on such date of
eligibility;

2. If application by an employee is made
within thirty-one (31) days after the date of
eligibility, participation may become effective
on the date of eligibility or the first day of the
calendar month coinciding with or following
the date the application is received, except
that participation shall be retroactive to the
beginning of the month for employees rehired
during the month following the month partic-
ipation would have terminated; and

3. Not limiting or excluding any of the
other provisions, if application is not made
within thirty-one (31) days of the employee’s
date of eligibility, they may apply for cover-
age only if one (1) of the following occurs:

A. Occurrence of a life event which
includes marriage, birth, adoption, and
placement of children. A special enrollment
period of thirty-one (31) days shall be avail-
able beginning with the date of the life event.
It is the employee’s responsibility to notify
the plan administrator of the life event;

B. Loss of a spouse’s employer-spon-
sored group coverage when the employee
originally waived coverage through the plan.
Application must be made within sixty (60)
days of the time—

(I) The employee no longer quali-
fies for coverage under spouse’s plan;

(II) The spouse’s employment ter-
minates or he/she is no longer eligible for
coverage under employer’s plan;

(III) The spouse’s employer-spon-
sored medical, dental, and/or vision plan ter-
minates;

(IV) All employer contributions
toward the spouse’s plan cease; or

(V) The employee’s Federal Con-
solidated Omnibus Budget Reconciliation Act
(COBRA) coverage ends; or

C. Loss of eligibility for Medicaid, in
which case application for coverage through
the plan must be made within sixty (60) days
of the loss;

(B) Dependent Coverage. Dependent par-
ticipation cannot precede the subscriber’s
participation except when coverage is added
as a life event with birth of a child or adop-
tion of a child at birth. The effective date for
a child is the date of birth.  The subscriber
and/or dependent’s effective date is the first
day of the calendar month coinciding with or
following the date of the application. Appli-
cation for participants must be made in
accordance with the following provisions: 

1. For family coverage, once a sub-
scriber is participating with respect to depen-
dents, newly acquired dependents are auto-
matically covered on their effective dates as
long as the plan administrator is notified
within thirty-one (31) days of the person
becoming a dependent. First eligible depen-
dents must be added within thirty-one (31)
days of such qualifying event. The employee
is required to notify the plan administrator on
the appropriate form of the dependent’s
name, date of birth, eligibility date, and
Social Security number, if available. Claims
will not be processed until the required infor-
mation is provided;

2. If an employee makes concurrent
application for dependent participation on or
before the date of eli gibility or within thirty-
one (31) days thereafter, par ticipation for
dependent will become effective on the date
the employee’s participation becomes effec-
tive;

3. When an employee participating in
the plan first becomes eligible with respect to
a dependent child(ren), coverage may become
effective on the eligibility date or the first day
of the month coinciding with or following the
date of eligibility if application is made with-
in thirty-one (31) days of the date of eligibil-
ity and provided any required contribution for
the period is made; and

4. Survivors, retirees, vested sub-
scribers, and long-term disability subscribers
may only add dependents to their coverage
when the dependent is first eligible for cover-
age, except when a dependent’s employer-
sponsored coverage ends due to one (1) of the
following:

A. Termination of employment;

B. Retirement; and
C. Termination of group coverage by

the employer.
Coverage must have been in place for twelve
(12) months immediately prior to the loss,
and coverage must be requested within sixty
(60) days from the termination date of the
previous coverage;

(C) Effective Date Provision.
1. In any instance when the employee is

not actively working full-time on the date
participation would otherwise have become
effective, participation shall not become
effective until the date the employee returns
to full-time active work.  However, this pro-
vision shall not apply for public entities (or
any individual who is a member of that pub-
lic entity) when the MCHCP is replacing
coverage for that public entity;

(D) Application for dependent coverage
may be made within sixty (60) days when the
spouse’s, ex-spouse’s (who is the natural par-
ent providing coverage), or legal guardian’s: 

1. Employer-sponsored medical plan
terminates or coverage by the employer is no
longer offered;

2. The employer contributions toward
the premiums cease; or

3. A dependent no longer qualifies due
to age;

(E) Application may be made for depen-
dent coverage within sixty (60) days of the
event— 

1. A Qualified Medical Child Support
Order is received;

2. A dependent no longer qualifies for
Medicaid; or

(F) Application may be made for depen-
dent coverage within thirty-one (31) days of
an emancipated dependent regaining depen-
dent status.

(4) Termination of participation shall occur
on the last day of the calendar month coin-
ciding with or following the happening of any
of the following events, whichever shall occur
first:

(A) Written request by the employee;
(B) Failure to make any required contribu-

tion toward the cost of coverage;
(C) Entry into the armed forces of any

country. With respect to an employee, mem-
bership in the National Guard or Reserves
with or without two (2) consecutive full
weeks of active training each year shall not be
considered as entry into the armed forces; or

(D) Termination of Eligibility for Partici-
pation.

1. With respect to employees, termina-
tion of participation shall occur upon termi-
nation of employment in a position covered by
the MCHCP, except as specified in sections
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(5) and (6).
2. With respect to dependents, termina-

tion of participation shall occur upon ceasing
to be a dependent as defined in this rule with
the following exception: unemancipated men-
tally and/or physically handicapped children
will continue to be eligible beyond age twen-
ty-five (25) during the continuance of a per-
manent disability provided documentation
satisfactory to the plan administrator is fur-
nished by a physician prior to the dependent’s
twenty-fifth birthday, and as requested at the
discretion of the plan administrator. 

3. Termination of employee’s participa-
tion shall terminate the participation of
dependents, except as specified in section (6).

(5) Termination of participation shall occur
immediately upon discontinuance of the plan
subject to the plan termi nation provision
specified in 22 CSR 10-2.080(1).

(6) Continuation of Coverage.
(A) Dependents. Termination of an active

employee’s participation by reason of death
shall not terminate par ticipation with respect
to the surviving spouse and/or dependent
children if the active employee was vested
and eligible for a future retirement benefit
and eligible dependents meet one (1) of the
following conditions:

1. They have had coverage through
MCHCP since the effective date of the last
open enrollment period;

2. They have had other health insurance
for the six (6) months immediately prior to
the employee’s death—proof of insurance is
required; or

3. They have had coverage through
MCHCP since they were first eligible.

(B) Employee Eligible for Retirement Ben-
efits. Any employee who, at the time of ter-
mination of employment, met the following— 

1. Eligibility Criteria:
A. Coverage through MCHCP since

the effective date of the last open enrollment
period;

B. Other health insurance for the six
(6) months immediately prior to the termina-
tion of state employment—proof of insurance
is required; or

C. Coverage since first eligible;
2. Immediately eligible to receive a

monthly retirement benefit from the retire-
ment system of the participating public entity
may elect to continue to participate in the
plan by paying the cost of plan benefits as
determined by the plan administrator. An
employee must apply for continued coverage
within thirty-one (31) days of the first day of
the month following the date of retirement.
An employee, continuing coverage under this

provision, may also continue coverage for eli-
gible dependents.

A. If a member participates in the
MCHCP as a vested member, his/her depen-
dents may also participate if they meet one
(1) of the following criteria:

(I) They have had coverage through
MCHCP since the effective date of the last
open enrollment period;

(II) They have had other health
insurance for the six (6) months immediately
prior to state employment termination—proof
of insurance is required; or

(III) They have had coverage since
they were first eligible;

3. In the case of the death of a retiree
who was maintaining dependent coverage
under this provision, the dependent of the
deceased retiree may continue his/her partic-
ipation under the plan. However, retirees,
survivors, vested subscribers, and long-term
disability subscribers and their dependents
are not later eligible if they discontinue their
coverage at some future time, except as noted
in paragraph (6)(B)4.; and

4. A vested or retired member may elect
to suspend their coverage upon entry into the
armed forces of any country by submitting a
copy of their activation papers within thirty-
one (31) days of their activation date. Cover-
age will be suspended the first of the month
following the month of activation. Coverage
may be reinstated at the same level upon dis-
charge by submitting a copy of their separa-
tion papers and a completed enrollment form
within thirty-one (31) days of their separation
date. Coverage will be reinstated as of the
first of the month following the month of sep-
aration.

(C) Coverage at Termination. A former
employee may participate in the plan if s/he
terminates employment before retirement
provided s/he is a vested employee. This
means s/he will be eligible for a benefit from
the retirement system of the participating
public entity when s/he reaches retirement
age. The election to participate must be made
within thirty-one (31) days from the last day
of the month in which employment terminat-
ed. The member must pay the full cost of
coverage. However, s/he will not later be eli-
gible if s/he discontinues coverage at some
future time.

(D) Leave of Absence. An employee on
approved leave of absence may elect to retain
eligibility to participate in the plan by paying
the required contributions. The employing
department must officially notify the plan
administrator of the leave of absence and any
extension of the leave of absence by submit-
ting the required form. Any employee on an
approved leave of absence who was a member

of the Missouri Consolidated Health Care
Plan when the approved leave began, but who
subsequently terminated participation in the
Missouri Consolidated Health Care Plan
while on leave, may recommence his/her cov-
erage in the plan at the same level (employee
only or employee and dependents) upon
returning to employment directly from the
leave. However, eligibility is terminated for
those members receiving a military leave of
absence, as specified in subsection (4)(C).
Coverage may be reinstated upon return from
military leave. However, the former member
must complete an enrollment form. Coverage
under this provision is effective on the first of
the month coinciding with or following the
employee’s return to work. Coverage will be
continuous if the employee returns to work in
the subsequent month following the initial
leave date and timely requests reinstatement
of coverage.

(E) Layoff. An employee on layoff status
may elect to retain eligibility to participate in
the plan by paying the required contribution
for a maximum of twenty-four (24) months
with recertification of status at least every
twelve (12) months by the employing depart-
ment. Eligibility will terminate if the employ-
ee becomes eligible for health benefits as an
employee of another employer.  If participa-
tion terminates and the employee is recalled
to service, eligibility will be as a new
employee.

(F) Workers’ Compensation. Any person
who is receiving, or is entitled to receive,
Workers’ Compensation benefits as a result
of an injury or accident sustained in employ-
ment and who was a member of the plan at
the time of becoming disabled may continue
his/her coverage in the plan at the same level
of participation (subscriber only or sub-
scriber and dependents) by paying the
required contributions, if the disability
occurred in the employment through which
the employee qualifies for membership in the
plan. Any person receiving, or entitled to
receive, Workers’ Compensation benefits
who was a member of the plan at the time of
becoming disabled as a result of an injury or
accident sustained in employment through
which the person qualified for membership in
the plan, but who subsequently terminated
participation in the plan, may recommence
his/her coverage in the plan at the same level
(subscriber only or subscriber and depen-
dents) upon returning to employment.

(G) Reinstatement After Dismissal. If an
employee is approved to return to work after
being terminated as a result of legal or
administrative action available as a recourse
through his/her employer, s/he will be
allowed to reinstate his/her medical benefit
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retroactively to the date of dismissal. If the
employee is reinstated with back pay, s/he
will be responsible for paying any contribu-
tion normally made for either his/her cover-
age or his/her covered dependents. If the
employee is reinstated without back pay, s/he
will be considered to have been on a leave of
absence.  Consequently, the employee will be
responsible for making any required contri-
bution toward the cost of his/her medical ben-
efits. If the employee does not purchase cov-
erage for the period between termination and
reinstatement, s/he may regain the same level
of coverage s/he had prior to termination. 

(7) Federal Consolidated Omnibus Budget
Reconciliation Act (COBRA).

(A) In accordance with the COBRA, eligi-
ble em ployees and their dependents may con-
tinue their medical coverage after the employ-
ee’s termination date.

1. Employees terminating for reasons
other than gross misconduct or receiving a
reduction in the number of hours of employ-
ment may continue coverage for themselves
and their covered dependents for eighteen
(18) months at their own expense.

2. A surviving spouse and dependents,
not normally eligible for continued coverage,
may elect coverage for up to thirty-six (36)
months at their own expense.

3. A divorced spouse may continue cov-
erage at his/her own expense for up to thirty-
six (36) months if the plan administrator is
notified within sixty (60) days from the date
coverage would terminate.

4. Dependent spouse and/or child(ren)
may continue coverage up to thirty-six (36)
months if the covered employee retires and
the dependent spouse/child(ren) has not been
covered by the plan for two (2) years.

5. Children who would no longer quali-
fy as dependents may continue coverage for
up to thirty-six (36) months at their (or their
parent’s/guardian’s) expense if the plan
administrator is notified within sixty (60)
days of the loss of the dependent’s eligibility. 

6. Employees who are disabled at termi-
nation or become disabled during the first
sixty (60) days of coverage may continue cov-
erage for up to twenty-nine (29) months.

7. Premiums for continued coverage will
be one hundred two percent (102%) of the
health plan rate, one hundred fifty percent
(150%) if disabled.  Once coverage is termi-
nated under the COBRA provision, it cannot
be reinstated.

8. All operations under the COBRA
provision will be applied in accordance with
federal regulations.

(8) Missouri State Law COBRA Wrap-
Around Provisions—Missouri law provides
that if a member loses group health insurance
coverage because of a divorce, legal separa-
tion, or the death of a spouse, the member
may continue coverage until age sixty-five
(65) if: a) The member continues and main-
tains coverage under the thirty-six (36)-month
provision of COBRA; and b) The member is
at least fifty-five (55) years old when
COBRA benefits end. The qualified benefi-
ciary must apply to continue coverage
through the wrap-around provisions and will
have to pay all of the application premium.
MCHCP may charge up to an additional
twenty-five percent (25%) of the applicable
premium. The above Cancellation of Contin-
uation Coverage also applies to COBRA
wrap-around continuation.

(9) If any retired participants or long-term
disability recipients, their eligible depen-
dents, or surviving dependents eligible for
coverage elect not to be continuously covered
from the date first eligible, or do not apply
for coverage within thirty-one (31) days of
their eligibility date, they shall not thereafter
be eligible for coverage.

AUTHORITY: section 103.059, RSMo 2000.*
Emergency rule filed Dec. 20, 2004, effective
Jan. 1, 2005, expired June 29, 2005.  Origi-
nal rule filed Dec. 20, 2004, effective June
30, 2005. Emergency amendment filed Dec.
20, 2007, effective Jan. 1, 2008, expired June
28, 2008. Amended: Filed Dec. 20, 2007,
effective June 30, 2008. Emergency amend-
ment filed Dec. 22, 2009, effective Jan. 1,
2010, expired June 29, 2010. Amended: Filed
Jan. 4, 2010, effective June 30, 2010.

*Original authority: 103.059, RSMo 1992.

22 CSR 10-3.030 Public Entity Member-
ship Agreement and Participation Period

PURPOSE: This rule establishes the policy of
the board of trustees in regard to the Public
Entity Membership Agreement and Participa-
tion Period of the Missouri Consolidated
Health Care Plan.

(1) The application packet, participation
agreement, and confirmation notice shall
comprise the membership agreement between
a public entity and the Missouri Consolidated
Health Care Plan (MCHCP).

(A) By applying for coverage under the
MCHCP, a public entity agrees that—

1. The MCHCP will be the only health
care offering made to its eligible members;

2. The public entity shall contribute at

least fifty percent (50%) of the lowest cost
employee only premium per month toward
each active employee’s premium for the
plan(s) offered through MCHCP;

3. For public entities with less than
twenty-five (25) employees, the public entity
shall only offer one (1) plan choice to its
employees. For public entities with twenty-
five (25) or more employees, the public enti-
ty may offer two (2) plans provided by
MCHCP;

4. For public entities with more than a
total of three (3) employees, at least seventy-
five percent (75%) of all eligible employees
must join the MCHCP; 

5. Individual and family deductibles, if
applicable, will be applied. Deductibles pre-
viously paid to meet the requirements of the
terminating plan may be credited for those
joining MCHCP. Appropriate proof of said
deductibles will be required;

6. An eligible employee is one that is not
covered by another group sponsored plan;

7. Any individual eligible as an employ-
ee may be covered as either an employee or
dependent, but not both.  Employees enrolled
as dependents will not be considered as eligi-
ble employees in consideration of section (6);
and

8. A public entity may apply a proba-
tionary period, not to exceed applicable fed-
eral guidelines, before benefits become effec-
tive.

(B) In order to provide retiree coverage,
any participating member agency joining
MCHCP must have one (1) of the criteria list-
ed below. If neither of these scenarios is
applicable and no retirement plan exists, no
“retirees” would exist, so there would be no
retiree eligibility.

1. An established retirement plan with
contributions shared by both the employee
and the employer (or made by the employer
only) with an established minimum vesting
period. The employer must offer coverage to
retirees who have met this minimum vesting
period requirement.

2. An employer-sponsored (but no con-
tribution made by employer) retirement plan
in which the employee is currently participat-
ing or from which the employee is eligible to
receive a benefit. In this case, in order to be
considered an eligible retiree, the prospective
member must have met a vesting criterion
equal to Missouri State Employees’ Retire-
ment System (MOSERS). If this criterion
was not met, the employer may not offer cov-
erage to that person as a retiree.

(2) The public entity’s participation period
shall begin on the date specified in the partic-
ipation agreement. Participation shall continue
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until the end of the participation agreement is
reached or immediately upon discontinuance
of the plan subject to the plan termination
provision specified in 22 CSR 10-3.080(1). 

(3) The voluntariness of the public entity’s
failure to meet participation levels is to be
determined by MCHCP. Examples of non-
voluntary failure to meet participation levels
include: 1) a public entity falls below the
required participation level due to employ-
ment termination(s); and 2) a public entity
falls below the required participation level,
but the public entity can prove that all eligi-
ble employees who failed to take the coverage
have other group coverage not offered
through the public entity or are Medicare eli-
gible.

(4) Total premium costs for various classes of
employee participation based on employment
status, eligibility for Medicare, and for vari-
ous classifications of dependent participation
are established by the plan administrator.

(5) Underwriting guidelines are set by the
plan administrator.

(6) The contribution by the employee shall be
determined, within the underwriting guide-
lines set by the plan administrator, by the
appropriate administrative unit for the public
entity.

(7) Refunds of overpayments are limited to
the amount overpaid during the twelve (12)-
month period ending at the end of the month
preceding the month during which notice of
overpayment is received.

AUTHORITY: section 103.059, RSMo 2000.*
Emergency rule filed Dec. 20, 2004, effective
Jan. 1, 2005, expired June 29, 2005.  Origi-
nal rule filed Dec. 20, 2004, effective June
30, 2005. Emergency amendment filed Dec.
22, 2008, effective Jan. 1, 2009, expired June
29, 2009. Amended: Filed Dec. 22, 2008,
effective June 30, 2009. Emergency amend-
ment filed Dec. 22, 2009, effective Jan. 1,
2010, expired June 29, 2010. Amended: Filed
Jan. 4, 2010, effective June 30, 2010.

*Original authority: 103.059, RSMo 1992.

22 CSR 10-3.045 Plan Utilization Review
Policy 

PURPOSE: This rule establishes the policy of
the board of trustees in regard to the Plan
Utilization Review Policy of the Missouri
Consolidated Health Care Plan.

(1) Clinical Management—Certain benefits
are subject to a utilization review (UR) pro-
gram. The program has the following compo-
nents:

(A) Prior authorization of services—The
claims administrator must authorize some
services in advance. Without prior authoriza-
tion, any claim that requires prior authoriza-
tion will not be covered. Participants who
have another primary carrier, including
Medicare, are not subject to this provision.
Prior authorization does not verify eligibility
or payment. Prior authorizations based on a
material misrepresentation or intentional or
negligent omission about the person’s health
condition or the cause of the condition will
not be covered.

1. The following medical services are
subject to prior authorization: 

A. Ambulance services for non-emer-
gency use whether air or ground;

B. Applied behavioral analysis for
autism;

C. Cardiac and pulmonary rehabilita-
tion after thirty-six (36) visits within a twelve
(12)-week period;

D. Chiropractic services after twenty-
six (26) visits annually;

E. Cochlear implant device;
F. Dental care to reduce trauma and

restorative services when the result of acci-
dental injury;

G. Durable medical equipment (DME)
over one thousand five hundred dollars
($1,500) or DME rentals over five hundred
dollars ($500) per month;

H. Genetic testing or counseling;
I. Home health care and palliative

services;
J. Hospice care;
K. Hospital inpatient services except

for observation stays;
L. Maternity coverage for maternity

hospital stays longer than forty-eight (48)
hours for vaginal delivery or ninety-six (96)
hours for cesarean delivery;

M. Nutritional counseling after three
(3) sessions annually;

N. Orthotics over one thousand dol-
lars ($1,000);

O. Oxygen provided on an outpatient
basis;

P. Physical, speech, and occupational
therapy and rehabilitation services (outpa-
tient) after sixty (60) combined visits per
incident;

Q. Prostheses over one thousand dol-
lars ($1,000);

R. Skilled nursing facility;
S. Surgery (outpatient)—The follow-

ing outpatient surgical procedures: potential
cosmetic surgery, sleep apnea surgery,

implantable stimulators, surgeries with pro-
cedure codes ending in “T” (temporary codes
used for data collection, experimental, inves-
tigational, or unproven surgeries), spinal
surgery (including, but not limited to, artifi-
cial disc replacement, fusions, nonpulsed
radiofrequency denervation, vertebroplasty,
kyphoplasty, spinal cord stimulator trials,
spinal cord stimulator implantation, and any
unlisted spinal procedure), and oral surgery
(excisions of tumors and cysts of the jaw,
cheeks, lips, tongue, roof, and floor of the
mouth when such conditions require patho-
logical exams; surgical procedures to correct
accidental injuries of the jaws, cheeks, lips,
tongue, roof, and floor of the mouth; reduc-
tion of fractures and dislocations of the jaw;
excision of exostosis of jaws and hard palate;
external incisions and drainage of cellulitus;
incision of accessory sinuses, salivary glands,
or ducts; or frenectomy); and

T. Transplants including requests
related to covered travel and lodging.

2. The following pharmacy services are
subject to prior authorization:

A. Second-step therapy medications
that skip the first-step medication trial;

B. Specialty medications. Drugs that
treat chronic, complex conditions such as
hepatitis C, multiple sclerosis, and rheuma-
toid arthritis. The specialty medication
requires frequent dosage adjustments, clinical
monitoring, and special handling and are
often unavailable at retail pharmacies. The
specialty medication must be filled through
the claims administrator’s home delivery
pharmacy provider; 

C. Medications that may be pre-
scribed for several conditions including some
where treatment is not medically necessary; 

D. Medication refill requests that are
before the time allowed for refill;

E. Medications that exceed drug
quantity and day supply limitations; and

F. The cost of the medication exceeds
nine thousand nine hundred ninety-nine dol-
lars and ninety-nine cents ($9,999.99) at
retail pharmacy, one thousand four hundred
ninety-nine dollars and ninety-nine cents
($1,499.99) at mail order, and one hundred
forty-nine dollars and ninety-nine cents
($149.99) for compound medications.  

3. Prior authorization time frames.
A. A benefit determination for non-

urgent prior authorization requests will be
made within fifteen (15) calendar days of the
receipt of the request. The fifteen (15) days
may be extended by the claims administrator
for up to fifteen (15) calendar days if an
extension is needed as a result of matters
beyond the claims administrator’s control.
The claims administrator will notify the
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member of any necessary extension prior to
the expiration of the initial fifteen (15)-calen-
dar-day period. If a member fails to submit
necessary information to make a benefit
determination, the member will be given at
least forty-five (45) calendar days from
receipt of the extension notice to respond
with additional information.  

B. A benefit determination for urgent
prior authorization requests will be made as
soon as possible based on the clinical situa-
tion, but in no case later than twenty-four
(24) hours of the receipt of the request;

(B) Concurrent Review—The claims
administrator will monitor the medical neces-
sity of the inpatient admission to certify the
necessity of the continued stay in the hospi-
tal. Participants who have another primary
carrier, including Medicare, are not subject
to this provision; and

(C) Retrospective Review—Reviews con-
ducted after services have been provided to a
patient. The retrospective review includes an
evaluation of reimbursement levels, accuracy
and adequacy of documentation or coding, or
settling of payment.

AUTHORITY: section 103.059, RSMo 2000.*
Emergency rule filed Dec. 22, 2009, effective
Jan. 1, 2010, expired June 29, 2010. Original
rule filed Jan. 4, 2010, effective June 30,
2010. Emergency amendment filed Dec. 22,
2010, effective Jan. 1, 2011, expired June 29,
2011. Amended: Filed Dec. 22, 2010, effective
June 30, 2011.

*Original authority: 103.059, RSMo 1992.

22 CSR 10-3.050 Copay Plan Benefit Pro-
visions and Covered Charges
(Rescinded June 30, 2011)

AUTHORITY: section 103.059, RSMo 2000.
Emergency rule filed Dec. 22, 2009, effective
Jan. 1, 2010, expired June 29, 2010. Original
rule filed Jan. 4, 2010, effective June 30,
2010. Emergency rescission filed Dec. 20,
2010, effective Jan. 1, 2011, expired June 29,
2011. Rescinded: Filed Dec. 20, 2010, effec-
tive June 30, 2011.

22 CSR 10-3.051 PPO 300 Plan Benefit
Provisions and Covered Charges
(Rescinded June 30, 2011)

AUTHORITY: section 103.059, RSMo 2000.
Emergency rule filed Dec. 22, 2009, effective
Jan. 1, 2010, expired June 29, 2010. Original
rule filed Jan. 4, 2010, effective June 30,
2010. Emergency rescission filed Dec. 21,
2010, effective Jan. 1, 2011, expired June 29,

2011. Rescinded: Filed Dec. 21, 2010, effec-
tive June 30, 2011.

22 CSR 10-3.052 PPO 500 Plan Benefit
Provisions and Covered Charges
(Rescinded June 30, 2011)

AUTHORITY: section 103.059, RSMo 2000.
Emergency rule filed Dec. 22, 2009, effective
Jan. 1, 2010, expired June 29, 2010. Original
rule filed Jan. 4, 2010, effective June 30,
2010. Emergency rescission filed Dec. 20,
2010, effective Jan. 1, 2011, expired June 29,
2011. Rescinded: Filed Dec. 20, 2010, effec-
tive June 30, 2011.

22 CSR 10-3.053 PPO 1000 Plan Benefit
Provisions and Covered Charges

PURPOSE: This rule establishes the policy of
the board of trustees in regard to the PPO
1000 Plan Benefit Provisions and Covered
Charges of the Missouri Consolidated Health
Care Plan.

(1) Deductible amount—Network: per indi-
vidual each calendar year, one thousand dol-
lars ($1,000); family limit each calendar
year, three thousand dollars ($3,000). Non-
network: per individual each calendar year,
two thousand dollars ($2,000); family limit
each calendar year, six thousand dollars
($6,000).

(A) Network and non-network deductibles
are separate.  Expenses cannot be shared or
transferred between network and non-net-
work benefits.

(B) The family deductible is an aggregate
of applicable charges received by all covered
members of the plan. Any combination of
covered family member deductibles may be
used to meet the family deductible. Applica-
ble charges received by one (1) family mem-
ber may only meet the individual deductible
amount.

(C) During a hospital admission for deliv-
ery, only the mother’s claims will be subject
to deductible and coinsurance. The newborn
will not be subject to a separate deductible
and coinsurance. The newborn will be sub-
ject to his/her own deductible and coinsur-
ance after release from the hospital or if s/he
is transferred to another hospital.

(2) Coinsurance—coinsurance amounts apply
after deductible has been met. Coinsurance is
no longer applicable for the remainder of the
calendar year once the out-of-pocket maxi-
mum is reached.

(A) Network claims—are paid at ninety
percent (90%) until the out-of-pocket maxi-

mum is met.
(B) Non-network claims—are paid at sev-

enty percent (70%) until the out-of-pocket
maximum is met.

(C) Emergency services and urgent care
are paid as network benefits from network
and non-network providers.

(D) Claims shall be paid at ninety percent
(90%) if required covered services are not
available through a network provider within
one hundred (100) miles of the member’s
home. The participant must contact the
claims administrator before the date of ser-
vice in order to have a local provider
approved. Such approval is for three (3)
months. After three (3) months, the partici-
pant must contact the claims administrator to
reassess network availability.

(3) Copayments—set charges for the follow-
ing types of claims so long as network
providers are utilized. 

(A) Office visit—Network: primary care—
twenty dollars ($20), specialist—thirty dol-
lars ($30); Non-network: seventy percent
(70%) coinsurance after deductible.

(B) Maternity—Network: primary care—
twenty dollars ($20) for initial visit, special-
ist—thirty dollars ($30) for initial visit; Non-
network: seventy percent (70%) coinsurance
after deductible.

(C) Preventive care—Network: no copay-
ment, covered at one hundred percent (100%);
Non-network: seventy percent (70%) coinsur-
ance after deductible.

(D) Emergency room—Network: one hun-
dred dollar ($100) copayment (waived if
admitted as inpatient); Non-network: one hun-
dred dollar ($100) copayment (waived if
admitted as inpatient).

(E) Urgent care—Network: fifty dollar
($50) copayment; Non-network: fifty dollar
($50) copayment.

(4) Out-of-pocket maximum—the maximum
amount payable by the participant before the
plan begins to pay one hundred percent
(100%) of covered charges for the remainder
of the calendar year. 

(A) Network out-of-pocket maximum for
individual—four thousand five hundred dollars
($4,500).

(B) Network out-of-pocket maximum for
family—thirteen thousand five hundred dollars
($13,500).

(C) Non-network out-of-pocket maximum
for individual—ten thousand dollars ($10,000).

(D) Non-network out-of-pocket maximum
for family—thirty thousand dollars ($30,000).

CODE OF STATE REGULATIONS 13ROBIN CARNAHAN (5/31/11)
Secretary of State

Chapter 3—Public Entity Membership 22 CSR 10-3



(E) Services that do not apply to the out-
of-pocket maximum and for which applicable
costs will continue to be charged: copay-
ments; claims for services paid at one hun-
dred percent (100%); charges above the
Usual, Customary, and Reasonable (UCR)
limit; the amount the member pays due to
noncompliance; and charges above the maxi-
mum allowable amount for transplants per-
formed by a non-network provider. 

(5) Any claim must be submitted within
twelve (12) months of claim being incurred.
The plan reserves the right to deny claims
not timely filed.

AUTHORITY: section 103.059, RSMo 2000.*
Emergency rule filed Dec. 22, 2009, effective
Jan. 1, 2010, expired June 29, 2010. Original
rule filed Jan. 4, 2010, effective June 30,
2010. Emergency amendment filed Dec. 22,
2010, effective Jan. 1, 2011, expired June 29,
2011. Amended: Filed Dec. 22, 2010, effective
June 30, 2011.

*Original authority: 103.059, RSMo 1992.

22 CSR 10-3.054 PPO 2000 Plan Benefit
Provisions and Covered Charges

PURPOSE: This rule establishes the policy of
the board of trustees in regard to the PPO
2000 Plan Benefit Provisions and Covered
Charges of the Missouri Consolidated Health
Care Plan.

(1) Deductible amount—Network: per indi-
vidual each calendar year, two thousand dol-
lars ($2,000); family limit each calendar
year, six thousand dollars ($6,000). Non-net-
work:  per individual each calendar year, four
thousand dollars ($4,000); family limit each
calendar year, twelve thousand dollars
($12,000).

(A) Network and non-network deductibles
are separate.  Expenses cannot be shared or
transferred between network and non-net-
work benefits.

(B) The family deductible is an aggregate
of applicable charges received by all covered
members of the plan. Any combination of
covered family member deductibles may be
used to meet the family deductible. Applica-
ble charges received by one (1) family mem-
ber may only meet the individual deductible
amount.

(C) During a hospital admission for deliv-
ery, only the mother’s claims will be subject
to deductible and coinsurance. The newborn
will not be subject to a separate deductible
and coinsurance. The newborn will be sub-
ject to his/her own deductible and coinsur-

ance after release from the hospital or if s/he
is transferred to another hospital.

(2) Coinsurance—coinsurance amounts apply
after deductible has been met. Coinsurance is
no longer applicable for the remainder of the
calendar year once the out-of-pocket maxi-
mum is reached. 

(A) Network claims—are paid at eighty
percent (80%) until the out-of-pocket maxi-
mum is met.

(B) Non-network claims—are paid at sixty
percent (60%) until the out-of-pocket maxi-
mum is met.

(C) Emergency services and urgent care
are paid as network benefits from network
and non-network providers.

(D) Claims shall be paid at eighty percent
(80%) if required covered services are not
available through a network provider within
one hundred (100) miles of the member’s
home. The participant must contact the
claims administrator before the date of ser-
vice in order to have a local provider
approved. Such approval is for three (3)
months. After three (3) months, the partici-
pant must contact the claims administrator to
reassess network availability.

(3) Copayments—set charges for the follow-
ing types of claims so long as network
providers are utilized. 

(A) Office visit—Network: primary care—
twenty-five dollars ($25), specialist—thirty-
five dollars ($35); Non-network: sixty per-
cent (60%) coinsurance after deductible.

(B) Maternity—Network: primary care—
twenty-five dollars ($25) for initial visit, spe-
cialist—thirty-five dollars ($35) for initial
visit; Non-network: sixty percent (60%)
coinsurance after deductible.

(C) Preventive care—Network: no copay-
ment, covered at one hundred percent
(100%); Non-network: sixty percent (60%)
coinsurance after deductible.

(D) Emergency room—Network: one hun-
dred dollar ($100) copayment (waived if
admitted as inpatient); Non-network: one
hundred dollar ($100) copayment (waived if
admitted as inpatient).

(E) Urgent care—Network: fifty dollar
($50) copayment; Non-network: fifty dollar
($50) copayment.

(4) Out-of-pocket maximum—the maximum
amount payable by the participant before the
plan begins to pay one hundred percent
(100%) of covered charges for the remainder
of the calendar year. 

(A) Network out-of-pocket maximum for
individual—six thousand dollars ($6,000).

(B) Network out-of-pocket maximum for
family—eighteen thousand dollars ($18,000).

(C) Non-network out-of-pocket maximum
for individual—twelve thousand dollars
($12,000).

(D) Non-network out-of-pocket maximum
for family—thirty-six thousand dollars
($36,000).

(E) Services that do not apply to the out-
of-pocket maximum and for which applicable
costs will continue to be charged: copay-
ments; claims for services paid at one hun-
dred percent (100%); charges above the
Usual, Customary, and Reasonable (UCR)
limit; the amount the member pays due to
noncompliance; and charges above the maxi-
mum allowable amount for transplants per-
formed by a non-network provider.  

(5) Any claim must be submitted within
twelve (12) months of claim being incurred.
The plan reserves the right to deny claims
not timely filed.

AUTHORITY: section 103.059, RSMo 2000.*
Emergency rule filed Dec. 22, 2009, effective
Jan. 1, 2010, expired June 29, 2010. Original
rule filed Jan. 4, 2010, effective June 30,
2010. Emergency amendment filed Dec. 22,
2010, effective Jan. 1, 2011, expired June 29,
2011. Amended: Filed Dec. 22, 2010, effective
June 30, 2011.

*Original authority: 103.059, RSMo 1992.

22 CSR 10-3.055 High Deductible Health
Plan Benefit Provisions and Covered
Charges

PURPOSE: This rule establishes the policy of
the board of trustees in regard to the High
Deductible Benefit Provisions and Covered
Charges of the Missouri Consolidated Health
Care Plan.

(1) Deductible amount—Network: per indi-
vidual each calendar year, one thousand two
hundred dollars ($1,200); family limit each
calendar year, two thousand four hundred
dollars ($2,400). Non-network:  per individ-
ual each calendar year, two thousand four
hundred dollars ($2,400); family limit each
calendar year, four thousand eight hundred
dollars ($4,800).

(A) The family deductible must be met
before claim payments begin, applicable
when two (2) or more family members are
covered. 

(B) During a hospital admission for deliv-
ery, only the mother’s claims will be subject
to deductible and coinsurance. The newborn
will not be subject to a separate deductible
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and coinsurance. The newborn will be sub-
ject to his/her own deductible and coinsur-
ance after release from the hospital or if s/he
is transferred to another hospital.

(2) Coinsurance—coinsurance amounts apply
after deductible has been met. Coinsurance is
no longer applicable for the remainder of the
calendar year once the out-of-pocket maxi-
mum is reached.

(A) Network claims—are paid at eighty
percent (80%) until the out-of-pocket maxi-
mum is met.

(B) Non-network claims—are paid at sixty
percent (60%) until the out-of-pocket maxi-
mum is met.

(C) Emergency services and urgent care
are paid as network benefits from network
and non-network providers.

(D) Claims shall be paid at eighty percent
(80%) if required covered services are not
available through network provider within
one hundred (100) miles of the member’s
home. The participant must contact the
claims administrator before the date of ser-
vice in order to have a local provider
approved. Such approval is for three (3)
months. After three (3) months, the partici-
pant must contact the claims administrator to
reassess network availability.

(E) Preventive care—network claims are
paid at one hundred percent (100%). Non-
network claims are paid at sixty percent
(60%) coinsurance after the deductible.

(3) Out-of-pocket maximum—the maximum
amount payable by the participant before the
plan begins to pay one hundred percent
(100%) of covered charges for the remainder
of the calendar year. 

(A) Network out-of-pocket maximum for
individual—two thousand four hundred dol-
lars ($2,400).

(B) Network out-of-pocket maximum for
family—four thousand eight hundred dollars
($4,800).

(C) Non-network out-of-pocket maximum
for individual—four thousand eight hundred
dollars ($4,800).

(D) Non-network out-of-pocket maximum
for family—nine thousand six hundred dollars
($9,600).

(E) Services that do not apply to the out-
of-pocket maximum and for which applicable
costs will continue to be charged: claims for
services paid at one hundred percent (100%);
charges above the Usual, Customary, and
Reasonable (UCR) limit; the amount the
member pays due to noncompliance; and
charges above the maximum allowable
amount for transplants performed by a non-
network provider. 

(4) Any claim must be submitted within
twelve (12) months of claim being incurred.
The plan reserves the right to deny claims
not timely filed.

(5) Pharmacy benefits are subject to the High
Deductible Health Plan (HDHP) deductible
and coinsurance.

(6) A member does not qualify for the HDHP
if they are covered under or enrolled in any of
the following types of insurance plans or pro-
grams:

(A) Medicare;
(B) TRICARE;
(C) A health care flexible spending account

(FSA), with the exception of participation in
the premium-only and dependent care sec-
tion;

(D) Health reimbursement account (HRA);
or

(E) The participant has veteran’s benefits
that have been used within the past three (3)
months.

(7) A member may qualify for this plan even
if s/he is covered by any of the following:

(A) Drug discount card;
(B) Accident insurance;
(C) Disability insurance;
(D) Dental insurance;
(E) Vision insurance; or
(F) Long-term care insurance.

AUTHORITY: section 103.059, RSMo 2000
and section 103.080.3, RSMo Supp. 2010.*
Emergency rule filed Dec. 22, 2009, effective
Jan. 1, 2010, expired June 29, 2010. Original
rule filed Jan. 4, 2010, effective June 30,
2010. Emergency amendment filed Dec. 22,
2010, effective Jan. 1, 2011, expired June 29,
2011. Amended: Filed Dec. 22, 2010, effective
June 30, 2011.

*Original authority: 103.059, RSMo 1992 and 103.080,
RSMo 2007.

22 CSR 10-3.056 PPO 600 Plan Benefit
Provisions and Covered Charges

PURPOSE: This rule establishes the policy of
the board of trustees in regard to the PPO
600 Benefit Provisions and Covered Charges
for members of the Missouri Consolidated
Health Care Plan.

(1) Deductible amount—Network: per indi-
vidual each calendar year, six hundred dollars
($600); family limit each calendar year, one
thousand two hundred dollars ($1,200). Non-
network: per individual each calendar year,
one thousand two hundred dollars ($1,200);

family limit each calendar year, two thousand
four hundred dollars ($2,400).

(A) Network and non-network deductibles
are separate.  Expenses cannot be shared or
transferred between network and non-net-
work benefits.

(B) The family deductible is an aggregate
of applicable charges received by all covered
members of the plan. Any combination of
covered family member deductibles may be
used to meet the family deductible. Applica-
ble charges received by one (1) family mem-
ber may only meet the individual deductible
amount.

(C) During a hospital admission for deliv-
ery, only the mother’s claims will be subject
to deductible and coinsurance. The newborn
will not be subject to a separate deductible
and coinsurance. The newborn will be sub-
ject to his/her own deductible and coinsur-
ance after release from the hospital or if
he/she is transferred to another hospital.

(2) Coinsurance—coinsurance amounts apply
after deductible has been met. Coinsurance is
no longer applicable for the remainder of the
calendar year once the out-of-pocket maxi-
mum is reached.

(A) Network claims—are paid at ninety
percent (90%) until the out-of-pocket maxi-
mum is met.

(B) Non-network claims—are paid at sev-
enty percent (70%) until the out-of-pocket
maximum is met.

(C) Emergency services and urgent care
are paid as network benefits from network
and non-network providers.

(D) Claims shall be paid at ninety percent
(90%) if the subscriber requires covered ser-
vices that are not available through a network
provider within one hundred (100) miles of
his/her home. The participant must contact
the claims administrator before the date of
service in order to have a local provider
approved. Such approval is for three (3)
months. After three (3) months, the partici-
pant must contact the claims administrator to
reassess network availability.

(E) Preventive care—network claims are
paid at one hundred percent (100%). Non-
network claims are paid at seventy percent
(70%) coinsurance after the deductible.

(3) Out-of-pocket maximum—the maximum
amount payable by the participant before the
plan begins to pay one hundred percent
(100%) of covered charges for the remainder
of the calendar year. 

(A) Network out-of-pocket maximum for
individual—one thousand five hundred dol-
lars ($1,500).
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(B) Network out-of-pocket maximum for
family—three thousand dollars ($3,000).

(C) Non-network out-of-pocket maximum
for individual—three thousand dollars
($3,000).

(D) Non-network out-of-pocket maximum
for family—six thousand dollars ($6,000).

(E) Services that do not apply to the out-
of-pocket maximum and for which applicable
costs will continue to be charged include:
claims for services paid at one hundred per-
cent (100%); charges above the usual, cus-
tomary, and reasonable limit; the amount the
member pays due to noncompliance; and
charges above the maximum allowable
amount for transplants performed by a non-
network provider.  

(4) Any claim must be submitted within
twelve (12) months of claim being incurred.
The plan reserves the right to deny claims not
timely filed.

AUTHORITY: section 103.059, RSMo 2000.*
Emergency rule filed Dec. 22, 2010, effective
Jan. 1, 2011, expired June 29, 2011. Original
rule filed Dec. 22, 2010, effective June 30,
2011.

*Original authority: 103.059, RSMo 1992.

22 CSR 10-3.057 Medical Plan Benefit
Provisions and Covered Charges

PURPOSE: This rule establishes the policy of
the board of trustees in regard to the Medical
Plan Benefit Provisions and Covered Charges
for participation in the Missouri Consolidat-
ed Health Care Plan.

(1) Benefit Provisions Applicable to the PPO
600, PPO 1000, PPO 2000, and High
Deductible Health Plan (HDHP) Plans. Sub-
ject to the plan provisions, limitations, and
enrollment of the employee, the benefits are
payable for covered charges incurred by a
participant while covered under the plans,
provided the deductible requirement, if any,
is met.

(2) Covered Charges Applicable to the PPO
600, PPO 1000, PPO 2000, and HDHP
Plans.

(A) Only charges for those services which
are incurred as medical benefits and supplies
which are medically necessary and custom-
ary, including normally covered charges aris-
ing as a complication of a noncovered ser-
vice, and which are—

1. Prescribed by a doctor or provider for
the therapeutic treatment of injury or sick-
ness;

2. To the extent they do not exceed any
limitation;

3. Not excluded by the limitations; and
4. For not more than the usual, reason-

able, and customary charge as determined by
the claims administrator for the services pro-
vided, will be considered covered charges.

(B) To determine if services and/or sup-
plies are medically necessary and customary
and if charges are not more than usual, rea-
sonable, and customary, the claims adminis-
trator will consider the following:

1. The medical benefits or supplies usu-
ally rendered or prescribed for the condition;
and

2. The usual, reasonable, and customary
charges in the area in which services and/or
supplies are provided.

(C) A physician visit to seek a second
opinion is a covered service.

(D) Plan benefits for the PPO 600, PPO
1000, PPO 2000, and HDHP Plans are as fol-
lows:
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AUTHORITY: section 103.059, RSMo 2000.*
Emergency rule filed Dec. 22, 2010, effective
Jan. 1, 2011, expired June 29, 2011. Original
rule filed Dec. 22, 2010, effective June 30,
2011.

*Original authority: 103.059, RSMo 1992.

22 CSR 10-3.060 PPO 600 Plan, PPO 1000
Plan, PPO 2000 Plan, and HDHP Limita-
tions

PURPOSE: This rule establishes the limita-
tions and exclusions of the Missouri Consoli-
dated Health Care Plan PPO 600 Plan, PPO
1000 Plan, PPO 2000 Plan, and HDHP.

(1) Benefits shall not be payable for, or in
connection with, any medical benefits, ser-
vices, or supplies which do not come within
the definition of covered charges. In addition,
the items specified in this rule are not covered
unless expressly stated otherwise and then
only to the extent expressly provided herein.

(2) Abortion—other than situations where the
life of the mother is endangered if the fetus is
carried to term or due to death of the fetus.

(3) Acts of war—injury or illness caused, or
contributed to, by international armed con-
flict, hostile acts of foreign enemies, inva-
sion, or war or acts of war, whether declared
or undeclared.

(4) Allergy services—no coverage for non-
physician allergy services or associated
expenses relating to an allergic condition,
including installation of air filters, air puri-
fiers, or air ventilation system cleaning.

(5) Alternative therapies—including, but not
limited to, acupuncture, acupressure, home-
opathy, hypnosis, massage therapy, reflexolo-
gy, biofeedback, and other forms of alterna-
tive therapy with the exception of aquatic
therapy performed by a physical therapist.

(6) Assistant surgeon services—not covered
unless determined to meet the clinical eligi-
bility for coverage under the plan.

(7) Athletic trainer services—services by a
licensed athletic trainer not covered.

(8) Autopsy.

(9) Bariatric procedures—not covered except
for members who have undergone bariatric
procedures before December 31, 2010, that
were approved by the medical plan will
receive follow-up care until December 31,

2011. Revisions and corrections of bariatric
procedures are covered only when the revi-
sion is used to treat life-threatening compli-
cations (e.g., wound infection, abscess,
dehiscense, gastric leaking, and embolism).

(10) Blood donor expenses—not covered.

(11) Blood pressure cuffs/monitors—not cov-
ered.

(12) Blood storage—not covered, including
whole blood, blood plasma, and blood prod-
ucts.

(13) Breast augmentation mammoplasty—not
covered unless associated with breast surgery
following a medically necessary mastectomy
incurred secondary to active disease.

(14) Care received without charge.

(15) Charges resulting from the failure to
appropriately cancel a scheduled appoint-
ment.

(16) Childbirth classes.

(17) Comfort and convenience items.

(18) Cosmetic, plastic, reconstructive, or
restorative surgery—unless medically neces-
sary to repair a functional disorder caused by
disease or injury, or congenital defect or
abnormality (for a participant under the age
of nineteen (19)), or to restore symmetry fol-
lowing a mastectomy.

(19) Custodial or domiciliary care—includes
services and supplies that assist members in
the activities of daily living like walking, get-
ting in and out of bed, bathing, dressing,
feeding, and using the toilet; preparation of
special diets; supervision of medication that
is usually self-administered; or other services
that can be provided by persons without the
training of a health care provider.

(20) Dental—treatment must be initiated
within sixty (60) days of accident. Limited to
treatment of accidental injury to sound, natu-
ral teeth and tissue that are viable, function-
al, and free of disease. Oral surgery is cov-
ered only when medically necessary as a
direct result from injury, tumors, or cysts.
Dental care, including oral surgery, as a
result of poor dental hygiene is not covered.
Extractions of bony or partial bony
impactions are excluded.

(21) Durable medical equipment and dispos-
able supplies—non-reusable disposable sup-
plies including, but not limited to, bandages,

wraps, tape, disposable sheets and bags, fab-
ric supports, surgical face masks, incontinent
pads, irrigating kits, pressure leotards, surgi-
cal leggings, and support hose. Over-the-
counter medications and supplies. Prescrip-
tion compression stockings are limited to two
(2) pairs of four (4) individual stockings per
plan year. 

(22) Educational or psychological testing—
not covered unless part of a treatment pro-
gram for covered services.

(23) Examinations requested by a third party.

(24) Excessive charges—any otherwise eligi-
ble expenses that exceed the maximum
allowance or benefit limit.

(25) Exercise equipment.

(26) Experimental services or investigational
services—experimental or investigational ser-
vices, procedures, supplies, or drugs as
determined by the claims administrator are
not covered, except clinical trials for cancer
treatment as specified by law.

(27) Eye glasses and contact lenses—charges
incurred in connection with the fitting of eye
glasses or contact lenses except for initial
placement immediately following cataract
surgery.

(28) Eye services—health services and asso-
ciated expenses for orthoptics, eye exercises,
radial keratotomy, LASIK, and other refrac-
tive eye surgery.

(29) Services obtained at a government facil-
ity—not covered if care is provided without
charge.

(30) Gender reassignment—health services
and associated expenses of transformation
operations, regardless of any diagnosis of
gender role disorientation or psychosexual
orientation or any treatment or studies relat-
ed to gender reassignment; also, hormonal
support for gender reassignment.

(31) Hair analysis, wigs, and hair trans-
plants—services related to the analysis of hair
unless used as a diagnostic tool to determine
poisoning. Also, hairstyling wigs, hairpieces,
and hair prostheses, including those ordered
by a participating provider, are not covered.
Such items and services are not covered
except for members ages eighteen (18) and
under with alopecia as specified by law.  Sub-
ject to two hundred dollar ($200) annual
maximum and three thousand two hundred
dollar ($3,200) lifetime maximum.
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(32) Health and athletic club membership—
including costs of enrollment.

(33) Home births.

(34) Immunizations requested by third party
or for travel.

(35) Infertility treatment.

(36) Level of care, if greater than is needed
for the treatment of the illness or injury.

(37) Long-term care.

(38) Medical care and supplies—not to the
extent that they are payable under—

(A) A plan or program operated by a
national government or one (1) of its agen-
cies; or

(B) Any state’s cash sickness or similar
law, including any group insurance policy
approved under such law.

(39) Medical service performed by a family
member—including a person who ordinarily
resides in the subscriber’s household or is
related to the participant, such as a spouse,
parent, child, sibling, or brother/sister-in-
law.

(40) Military service connected injury or ill-
ness—including expenses relating to Veterans
Affairs or a military hospital.

(41) Never events—twenty-eight (28) occur-
rences on a list compiled by the National
Quality Forum of inexcusable outcomes in a
health care setting. They are defined as
adverse events that are serious, largely pre-
ventable, and of concern to both the public
and health care providers for the purpose of
public accountability.

(42) Nocturnal enuresis alarm.

(43) Non-network providers—subject to high-
er deductible and non-network coinsurance.

(44) Not medically necessary services—with
the exception of preventive services.

(45) Orthognathic surgery.

(46) Orthoptics.

(47) Other charges—no coverage for charges
that would not be incurred if the subscriber
was not covered. Charges for which the sub-
scriber or his/her dependents are not legally
obligated to pay including, but not limited to,
any portion of any charges that are discount-
ed. Charges made in the subscriber’s name

but which are actually due to the injury or ill-
ness of a different person not covered by the
plan. Miscellaneous service charges—tele-
phone consultations, charges for failure to
keep scheduled appointment (unless the
scheduled appointment was for a mental
health service), or any late payment charge.

(48) Outpatient birthing centers.

(49) Over-the-counter medications—except
for insulin and drugs recommended by the
U.S. Preventive Services Task Force (Cate-
gories A and B) as prescribed by a physician
and included on the formulary through the
pharmacy benefit.

(50) Over-the-counter supplies—non-reusable
disposable supplies including, but not limited
to, bandages, wraps, tape, disposable sheets
and bags, fabric supports, surgical face
masks, incontinent pads, irrigating kits, pres-
sure leotards, surgical leggings, and support
hose.

(51) Physical fitness.

(52) Physical, speech, and occupational ther-
apy—health services and associated expenses
for development delay. Treatment for disor-
ders relating to delays in learning, motor
skills, and communications.

(53) Private duty nursing.

(54) Prognathic and maxillofacial surgery.

(55) Prosthetic repair or replacement—not
covered unless due to normal wear and tear,
if there is a change in medical condition, if
growth related, or medically necessary.

(56) Self-inflicted injuries—not covered
unless related to a mental diagnosis.

(57) Services not specifically included as
benefits.

(58) Services rendered after termination of
coverage—those services otherwise covered
under the agreement, but rendered after the
date coverage under the agreement termi-
nates, including services for medical condi-
tions arising prior to the date individual cov-
erage under the agreement terminates.

(59) Stimulators (for bone growth)—not cov-
ered unless prior authorized by claims admin-
istrator and clinical eligibility is met.

(60) Surrogacy—pregnancy coverage is limit-
ed to plan member.

(61) Temporo-Mandibular Joint Syndrome
(TMJ).

(62) Tobacco cessation—patches and gum are
not covered. 

(63) Transplant benefits at a non-network
facility. Non-network facility charges and
payments for transplants are limited to the
following maximum only:

(A) Allogenic Bone Marrow—$143,000;
(B) Autologous Bone Marrow—$121,000;
(C) Heart—$128,000;
(D) Heart and Lung—$133,000;
(E) Lung—$151,000;
(F) Kidney—$54,000;
(G) Kidney and Pancreas—$97,000; and
(H) Liver—$153,000.

(64) Transplants—travel expense—requires
authorization from medical plan. Limited to
ten thousand dollar ($10,000) maximum per
transplant when accessing network services.
Travel expenses include travel and lodging
allowance for recipient and his/her immediate
family travel companion. When a participant
is younger than nineteen (19) years of age,
travel expenses are covered for both parents.
Transplant facility must be more than one
hundred (100) miles from the recipient’s res-
idence. Meals are not covered.

(65) Travel expenses—not covered except for
transplants in a network facility.

(66) Trimming of nails, corns, or calluses—
not covered except for persons being treated
for diabetes, peripheral vascular disease, or
blindness.

(67) Usual, Customary, and Reasonable
(UCR)—charges exceeding UCR are not cov-
ered, as applicable to the non-network bene-
fit.

(68) Vitamins and nutrients—limited to pre-
natal agents for pregnancy, therapeutic agents
for specific deficiencies and conditions, and
hematopoietic agents through the pharmacy
benefit.

(69) Workers’ compensation—charges for
services or supplies for an illness or injury
eligible for, or covered by, any federal, state,
or local government Workers’ Compensation
Act, occupational disease law, or other simi-
lar legislation.

AUTHORITY: section 103.059, RSMo 2000.*
Emergency rule filed Dec. 22, 2009, effective
Jan. 1, 2010, expired June 29, 2010. Original
rule filed Jan. 4, 2010, effective June 30,
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2010. Emergency amendment filed Dec. 22,
2010, effective Jan. 1, 2011, expired June 29,
2011. Amended: Filed Dec. 22, 2010, effective
June 30, 2011.

*Original authority: 103.059, RSMo 1992.

22 CSR 10-3.070 Coordination of Benefits

PURPOSE: This rule establishes the policy of
the board of trustees in regard to the coordi-
nation of benefits (COB) in the Missouri Con-
solidated Health Care Plan.

(1) If a member is also covered under any
other plan (as defined here) and is entitled to
benefits or other services for which benefits
are payable under Missouri Consolidated
Health Care Plan (MCHCP), the bene fits
under MCHCP will be adjusted as shown in
this rule.

(A) This coordination of benefits (COB)
provision applies to MCHCP when a member
has health care coverage under more than one
(1) plan.  

(B) If this COB provision applies, the
order of benefit determination rules should be
looked at first. Those rules determine
whether the benefits of MCHCP are deter-
mined before or after those of another plan.
The benefits of MCHCP— 

1. Shall not be reduced when, under the
order of benefit determination rules,
MCHCP determines its benefits before
another plan; but

2. May be reduced when, under the
order of benefits determination rules, another
plan determines its benefits first.  

(2) Definitions. The following words and
terms, when used in this rule, shall have the
following meanings unless the context clearly
indicates otherwise:  

(A) Allowable expenses.
1. Allowable expense means the neces-

sary, reasonable, and customary item of
expense for health care when the item of
expense is covered at least in part under any
of the plans involved, except where a statute
requires a different definition. 

2. Notwithstanding this definition, items
of expense under coverages, such as dental
care, vision care, prescription drug, or hear-
ing-aid programs, may be excluded from the
definition of allowable expense. A plan which
provides benefits only for any of these items
of expense may limit its definition of allow-
able expenses to like items of expense. 

3. When a plan provides benefits in the
form of service, the reasonable cash value of
each service will be considered as both an
allowable expense and a benefit paid. 

4. The difference between the cost of a
private hospital room and the cost of a semi-
private hospital room is not considered an
allowable expense under this definition unless
the patient’s stay in a private hospital room is
medically necessary in terms of generally
accepted medical practice. 

5. When COB is restricted in its use to
specific coverage in a contract (for example,
major medical or dental), the definition of
allowable expense must include the corre-
sponding expenses or services to which COB
applies. 

6. When benefits are reduced under a
primary plan because a covered person does
not comply with the plan provisions, the
amount of this reduction will not be consid-
ered an allowable expense. Examples of these
provisions are those related to second surgi-
cal opinions, precertification of admissions or
services, and preferred provider arrange-
ments.

A. Only benefit reductions based
upon provisions similar in purpose to those
described previously and which are contained
in the primary plan may be excluded from
allowable expenses. 

B. This provision shall not be used to
refuse to pay benefits because a health main-
tenance organization (HMO) member has
elected to have health care services provided
by a non-HMO provider and the HMO, pur-
suant to its contract, is not obligated to pay
for providing those services; 

(B) Claim. A request for benefits of a plan
to be provided or paid is a claim. The bene-
fit claimed may be in the form of—

1. Services (including supplies); 
2. Payment for all or a portion of the

expenses incurred;
3. A combination of paragraphs (2)(B)1.

and 2.; or
4. An indemnification;

(C) Claim determination period means a
calendar year.  However, it does not include
any part of a year during which a person has
no coverage under this plan or any part of a
year before the date this COB provision or
similar provision takes effect; 

(D) Coordination of benefits. This is a pro-
vision establishing an order in which plans
pay their claims; 

(E) Plan includes: 
1. Group insurance and group sub-

scriber contracts; 
2. Uninsured arrangements of group or

group-type coverage; 
3. Group or group-type coverage

through HMOs and other prepayment, group
practice, and individual practice plans; 

4. Group-type contracts. Group-type
contracts are contracts which are not available

to the general public and can be obtained and
maintained only because of membership in or
connection with a particular organization or
group. Group-type contracts answering this
description may be included in the definition
of plan, at the option of the insurer or the ser-
vice provider and the contract client, whether
or not uninsured arrangements or individual
contract forms are used and regardless of how
the group-type coverage is designed (for exam-
ple, franchise or blanket). Individually under-
written and issued guaranteed renewable poli-
cies would not be considered group-type even
though purchased through payroll deduction at
a premium savings to the insured since the
insured would have the right to maintain or
renew the policy independently of continued
employment with the employer. Note: The
purpose and intent of this provision are to
identify certain plans of coverage which may
utilize other than a group contract but are
administered on a basis more characteristic of
group insurance. These group-type contracts
are distinguished by two (2) factors—1) they
are not available to the general public, but
may be obtained only through membership
in, or connection with, the particular organi-
zation or group through which they are mar-
keted (for example, through an employer pay-
roll withholding system) and 2) they can be
obtained only through that affiliation (for
example, the contracts might provide that
they cannot be renewed if the insured leaves
the particular employer or organization, in
which case they would meet the group-type
definition). On the other hand, if these con-
tracts are guaranteed renewable allowing the
insured the right to renewal regardless of con-
tinued employment or affiliation with the
organization, they would not be considered
group-type; 

5. Group or group-type hospital indem-
nity benefits which exceed one hundred dol-
lars ($100) per day; 

6. The medical benefits coverage in
group, group-type, and individual automobile
no-fault type contracts but, as to traditional
automobile fault contracts, only the medical
benefits written on a group or group-type
basis may be included; and 

7. Medicare or other governmental ben-
efits. That part of the definition of plan may
be limited to the hospital, medical, and sur-
gical benefits of the governmental program; 

(F) Plan shall not include:
1. Individual or family insurance con-

tracts; 
2. Individual or family subscriber con-

tracts; 
3. Individual or family coverage under

other prepayment, group practice, and indi-
vidual practice plans;
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4. Group or group-type hospital indem-
nity benefits of one hundred dollars ($100)
per day or less; 

5. School accident-type coverages.
These contracts cover grammar, high school,
and college students for accidents only,
including athletic injuries, either on a twenty-
four (24)-hour basis or on a to-and-from-
school basis; and 

6. A state plan under Medicaid and shall
not include a law or plan when its benefits are
in excess of those of any private insurance
plan or other nongovernmental plan; and

(G) Primary plan/secondary plan. The
order of benefit determination rules state
whether MCHCP is a primary plan or sec-
ondary plan as to another plan covering this
person.  When MCHCP is a primary plan, its
benefits are determined before those of the
other plan and without considering the other
plan’s benefits. When MCHCP is a sec-
ondary plan, its benefits are determined after
those of the other plan and may be reduced
because of the other plan’s benefits.  When
there are more than two (2) plans covering the
person, MCHCP may be a primary plan as to
one (1) or more other plans and may be a sec-
ondary plan as to a different plan(s).

(3) Order of Benefit Determination Rules.  
(A) General. When there is a basis for a

claim under MCHCP and another plan,
MCHCP is a secondary plan which has its
benefits determined after those of the other
plan, unless—

1. The other plan has rules coordinating
its benefits with those of MCHCP; and

2. Both those rules and MCHCP rules
require MCHCP benefits be determined
before those of the other plan.

(B) Rules.  MCHCP determines its order
of benefits using the first of the following
rules which applies:

1. Nondependent/dependent. The bene-
fits of the plan which covers the person as an
employer or subscriber (that is, other than as
a dependent) are determined before those of
the plan which covers the person as a depen-
dent; except that—if the person is also a
Medicare beneficiary, and as a result of the
rule established by the Title XVIII of the
Social Security Act and implementing regula-
tions, Medicare is—

A. Secondary to the plan covering the
person as a dependent; 

B. Primary to the plan covering the
person as other than a dependent (for exam-
ple, a retired employee), then the benefits of
the plan covering the person as a dependent
are determined before those of the plan cov-
ering that person as other than a dependent;

C. Primary if the person is eligible
for Medicare due to disability; and

D. Primary after the first thirty (30)
months if the person is eligible for Medicare
due to end stage renal disease;

2. Dependent child/parents not separat-
ed or divorced. When MCHCP and another
plan cover the same child as a dependent of
different persons, called parents—

A. The benefits of the plan of the par-
ent whose birthday falls earlier in a year are
determined before those of the plan of the
parent whose birthday falls later in that year;
but

B. If both parents have the same birth-
day, the benefits of the plan which covered
one (1) parent longer are determined before
those of the plans which covered the other
parent for a shorter period of time; 

3. Dependent child/separated or
divorced. If two (2) or more plans cover a
person as a dependent child of divorced or
separated parents, benefits for the child are
determined in this order—

A. First, the plan of the parent with
custody of the child;

B. Then, the plan of the spouse of the
parent with the custody of the child;

C. Then, the plan of the parent not
having custody of the child; and

D. Finally, the plan of the spouse of
the parent not having custody of the child.
However, if the specific terms of a court
decree state that one (1) of the parents is
responsible for the health care expense of the
child and the entity obligated to pay or pro-
vide the benefits of the plan of that parent or
spouse of the other parent has actual knowl-
edge of those terms, the benefits of that plan
are determined first. The plan of the other
parent shall be the secondary plan.  This
paragraph does not apply with respect to any
claim determination period or plan year dur-
ing which any benefits are actually paid or
provided before the entity has that actual
knowledge;

4. Joint custody. If the specific terms of
a court decree state that the parents shall
share joint custody, without stating that one
(1) of the parents is responsible for the health
care expenses of the child, the plans covering
the child shall follow the order of benefit
determination rules outlined in paragraph
(3)(B)2.; 

5. Dependent child/parents both parents
covered by MCHCP.  If both parents are cov-
ered by MCHCP and both parents cover the
child as a dependent, MCHCP will not coor-
dinate benefits with itself; and

6. Longer/shorter length of coverage.  If
none of the previous rules determines the
order of benefits, the benefits of the plan
which covered a person longer are deter-
mined before those of the plan which covered
that person for the shorter term.

(4) Effect on the Benefits of MCHCP. This
section applies, which in accordance with
section (3), Order of Benefit Determination
Rules, MCHCP is a secondary plan as to one
(1) or more other plans. In that event, the
benefits of MCHCP may be reduced under
this section so as not to duplicate the benefits
of the other plan. The other plan’s payment is
subtracted from what MCHCP or its claims
administrator would have paid in absence of
this COB provision. If there is any balance,
MCHCP or its claims administrator will pay
the difference not to exceed what it would
have paid in absence of this COB provision.

(5) Right to Receive and Release Needed
Information. Certain facts are needed to
apply these COB provisions. MCHCP or its
claims administrator has the right to decide
which facts it needs. MCHCP or its claims
administrator may get needed facts from or
give them to any other organization or per-
son. MCHCP or its claims administrator
need not tell, or get the consent of, any per-
son to do this.  Each person claiming benefits
under MCHCP must give MCHCP or its
claims administrator any facts it needs to pay
the claim.

(6) A payment made under another plan may
include an amount which should have been
paid under MCHCP. If it does, MCHCP or
its claims administrator may pay that amount
to the organization which made the payment.
That amount will then be treated as though it
were a benefit paid under MCHCP. MCHCP
or its claims administrator will not have to
pay that amount again. The term, payment
made includes providing benefits in the form
of services, in which case payment made
means reasonable cash value of the benefits
provided in the form of services.

(7) If the amount of the payments made by
MCHCP or its claims administrator is more
than it should have paid under this COB pro-
vision, MCHCP or its claims administrator
may recover the excess from one (1) or more
of—

(A) The person it has paid or for whom it
has paid;

(B) Insurance companies; or
(C) Other organizations. The amount of

the payments made includes the reasonable
cash value of any benefits provided in the
form of services.
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(8) MCHCP shall, with respect to COB and
recoupment of costs, exercise all rights and
remedies as permitted by law.

AUTHORITY: sections 103.059 and 103.089,
RSMo 2000.* Emergency rule filed Dec. 20,
2004, effective Jan. 1, 2005, expired June 29,
2005. Original rule filed Dec. 20, 2004,
effective June 30, 2005. Rescinded and read-
opted: Filed July 1, 2010, effective Dec. 30,
2010.

*Original authority: 103.059, RSMo 1992 and 103.089,
RSMo 1992.

22 CSR 10-3.075 Review and Appeals Pro-
cedure

PURPOSE: This rule establishes the policy of
the board of trustees in regard to review and
appeals procedures for participation in, and
coverage of services under, the Missouri Con-
solidated Health Care Plan.

(1) Claims Submissions and Initial Benefit
Determinations. 

(A) Members shall use the claims and
administration procedures established by the
vendor administering the particular service
for which coverage, authorization, or pay-
ment is sought. 

(B) Medical and pharmacy service claims
are divided into three (3) types:  pre-service,
post-service, and concurrent claims.

1. Pre-service claims are requests for
approval that the plan or vendor requires a
member to obtain before getting medical care
or filling a prescription, such as prior autho-
rization or a decision whether a treatment,
procedure, or medication is medically neces-
sary.

A. Pre-service claims must be decid-
ed within a reasonable period of time appro-
priate to the medical circumstances, but no
later than fifteen (15) days from the date the
vendor receives the claim. The vendor may
extend the time period up to an additional fif-
teen (15) days if, for reasons beyond the ven-
dor’s control, the decision cannot be made
within the first fifteen (15) days. The vendor
must notify the member prior to the expira-
tion of the first fifteen (15)-day period,
explain the reason for the delay, and request
any additional information. If more informa-
tion is requested, the member has at least
forty-five (45) days to provide the informa-
tion to the vendor. The vendor then must
decide the claim no later than fifteen (15)
days after the additional information is sup-
plied or after the period of time allowed to
supply it ends, whichever is first.  

B. Urgent care claims are a special
type of pre-service claim that require a quick-
er decision because waiting the standard time
could seriously jeopardize the member’s life,
health, or ability to regain maximum func-
tion. A request for an urgent care claim may
be submitted verbally or in writing and will
be decided within seventy-two (72) hours.
Written confirmation of the decision will be
sent by the vendor as soon as possible there-
after.

2. Post-service claims are all other
claims for services including claims after
medical or pharmacy services have been pro-
vided, such as requests for reimbursement or
payment of the costs for the services provid-
ed.

A. Post-service claims must be decid-
ed within a reasonable period of time, but not
later than thirty (30) days after the vendor
receives the claim. If, because of reasons
beyond the vendor’s control, more time is
needed to review the claim, the vendor may
extend the time period up to an additional fif-
teen (15) days. The vendor must notify the
member prior to the expiration of the first fif-
teen (15)-day period, explain the reason for
the delay, and request any additional informa-
tion. If more information is requested, the
member has at least forty-five (45) days to
provide the information to the vendor. The
vendor then must decide the claim no later
than fifteen (15) days after the additional
information is supplied or after the period of
time allowed to supply it ends, whichever is
first.

3. Concurrent claims are claims related
to an ongoing course of previously-approved
treatment. If the plan or vendor has approved
an ongoing course of treatment to be provid-
ed over a period of time or number of treat-
ments, any reduction or termination of the
course of treatment will be treated as a bene-
fit denial. The plan or vendor will notify a
member in writing prior to reducing or end-
ing a previously-approved course of treatment
in sufficient time to allow the member or the
member’s provider to appeal and obtain a
determination before the benefit is reduced or
terminated.  

(C) Claims incurred should be furnished to
the vendor by the provider or the member as
soon as reasonably possible. Claims filed
more than one (1) year after charges are
incurred will not be honored. All claims are
reviewed and/or investigated by the vendor
before they are paid.

(D) If a member, or a provider or autho-
rized representative on behalf of a member,
submits a request for coverage or a claim for
services that is denied in whole or in part, the
member will receive an initial denial notice

within the time frames described in this rule
that will include the following information: 

1. The reasons for the denial;
2. Reference to the plan provision, reg-

ulation, statute, clinical criteria, or guideline
on which the denial was based with informa-
tion as to how the member can obtain a copy
of the provision, regulation, statute, clinical
criteria, or guideline free of charge;

3. A description of any documentation
or information that is necessary for the mem-
ber to provide if documentation or informa-
tion is missing and an explanation as to why
the documentation or information is needed,
if applicable; and

4. Information as to steps the member
can take to submit an appeal of the denial.

(2) General Appeal Provisions.
(A) All individuals seeking review or

appeal of a decision of the plan, plan admin-
istrator, claims administrator, or any vendor
shall follow the procedures applicable to the
type of decision appealed as set forth in this
rule.   

(B) All appeals must be submitted in writ-
ing to the appropriate reviewer as established
in this rule by the member, the individual
seeking review, or his/her authorized repre-
sentative. 

(C) Unless specifically provided otherwise
in this rule, all appeals to the plan, plan
administrator, claims administrator, or appli-
cable vendor must be made, initiated in writ-
ing, within one hundred eighty (180) days of
receiving the denial or notice which gave
rights to the appeal.

(3) Appeal Process for Medical and Pharma-
cy Determinations. 

(A) Definitions. Notwithstanding any other
rule in this chapter to the contrary, for pur-
poses of a member’s right to appeal any
adverse benefit determination made by the
plan, the plan administrator, a claims admin-
istrator, or a medical or pharmacy benefit
vendor, relating to the provision of health
care benefits, other than those provided in
connection with the plan’s dental or vision
benefit offering, the following definitions
apply.

1. Adverse benefit determination. An
adverse benefit determination means any of
the following:

A. A denial, reduction, or termina-
tion of, or a failure to provide or make pay-
ment (in whole or in part) for a benefit,
including any denial, reduction, termination,
or failure to provide or make payment that is
based on a determination of an individual’s
eligibility to participate in the plan;

B. A denial, reduction, or termination



of, or a failure to provide or make payment
(in whole or in part) for a benefit resulting
from the application of any utilization review,
as well as a failure to cover an item or service
for which benefits are otherwise provided
because it is determined to be experimental
or investigational or not medically necessary
or appropriate; or

C. Any rescission of coverage once an
individual has been covered under the plan. 

2. Appeal (or internal appeal). An
appeal or internal appeal means review by the
plan, the plan administrator, a claims admin-
istrator, or a medical or pharmacy benefit
vendor of an adverse benefit determination.

3. Claimant. Claimant means an indi-
vidual who makes a claim under this subsec-
tion. For purposes of this subsection, refer-
ences to claimant include a claimant’s
authorized representative.

4. External review. External review
means a review of an adverse benefit deter-
mination (including a final internal adverse
benefit determination) by the Missouri
Department of Insurance, Financial Institu-
tions and Professional Registration, Division
of Consumer Affairs (DIFP) regarding cov-
ered medical and pharmacy benefits adminis-
tered by plan vendors, UMR, Mercy Health
Plans, or Express Scripts Inc., in accordance
with state law and regulations promulgated by
DIFP and made applicable to the plan by
agreement and between the plan and DIFP
pursuant to Technical Guidance from the
U.S. Department of Health and Human Ser-
vices dated September 23, 2010.

5. Final internal adverse benefit deter-
mination. A final internal adverse benefit
determination means an adverse benefit
determination that has been upheld by the
plan, the plan administrator, a claims admin-
istrator, or a medical or pharmacy benefit
vendor at the completion of the internal
appeals process under this subsection, or an
adverse benefit determination with respect to
which the internal appeals process has been
deemed exhausted by application of applica-
ble state or federal law.

6. Final external review decision. A
final external review decision means a deter-
mination rendered under the DIFP external
review process at the conclusion of an exter-
nal review.

7. Rescission. A rescission means a ter-
mination or discontinuance of medical or
pharmacy coverage that has retroactive effect
except that a termination or discontinuance of
coverage is not a rescission if—

A. The termination or discontinuance
of coverage has only a prospective effect; 

B. The termination or discontinuance
of coverage is effective retroactively to the

extent it is attributable to a failure to timely
pay required premiums or contributions
towards the cost of coverage; or

C. The termination or discontinuance
of coverage is effective retroactively at the
request of the member in accordance with
applicable provisions of this chapter regard-
ing voluntary cancellation of coverage. 

(B) Internal Appeals. 
1. Eligibility, termination for failure to

pay, or rescission.  Adverse benefit determi-
nations denying or terminating an individu-
al’s coverage under the plan based on a deter-
mination of the individual’s eligibility to
participate in the plan or the failure to pay
premiums, or any rescission of coverage
based on fraud or intentional misrepresenta-
tion of a member or authorized representative
of a member are appealable exclusively to the
Missouri Consolidated Health Care Plan
(MCHCP) Board of Trustees (board).

A. The internal review process for
appeals relating to eligibility, termination for
failure to pay, or rescission shall consist of
one (1) level of review by the board. 

B. Adverse benefit determination
appeals to the board must identify the eligi-
bility, termination, or rescission decision
being appealed and the reason the claimant
believes the MCHCP staff decision should be
overturned.  The member should include with
his/her appeal any information or documen-
tation to support his/her appeal request.  

C. The appeal will be reviewed by the
board in a meeting closed pursuant to section
610.021, RSMo, and the appeal will be
responded to in writing to the claimant with-
in sixty (60) days from the date the board
received the written appeal. 

D. Determinations made by the board
constitute final internal adverse benefit deter-
minations and are not eligible for external
review by DIFP.  

2. Medical and pharmacy services.
Members may request internal review of any
adverse benefit determination relating to
urgent care, pre-service claims, and post-ser-
vice claims made by the plan’s medical and
pharmacy vendors. 

A. Appeals of adverse benefit deter-
minations shall be submitted in writing to the
vendor that issued the original determination
giving rise to the appeal at the applicable
address set forth in this rule. 

B. The internal review process for
adverse benefit determinations relating to
medical services consists of two (2) levels of
internal review provided by the medical ven-
dor that issued the adverse benefit determina-
tion.  

(I) First level appeals must identify
the decision being appealed and the reason

the member believes the original claim deci-
sion should be overturned. The member
should include with his/her appeal any addi-
tional information or documentation to sup-
port the reason the original claim decision
should be overturned.

(II) First level appeals will be
reviewed by the vendor who will have some-
one review the appeal who was not involved
in the original decision and will consult with
a qualified medical professional if a medical
judgment is involved. First level medical
appeals will be responded to in writing to the
member within thirty (30) days for post-ser-
vice claims and fifteen (15) days for pre-ser-
vice claims from the date the vendor received
the first level appeal request. 

(III) An expedited appeal of an
adverse benefit determination may be
requested when a decision is related to a pre-
service claim for urgent care.  Expedited
appeals will be reviewed by the vendor who
will have someone review the appeal who was
not involved in the original decision and will
consult with a qualified medical professional
if a medical judgment is involved. Expedited
appeals will be responded to within seventy-
two (72) hours after receiving a request for an
expedited review with written confirmation of
the decision to the member within three (3)
working days of providing notification of the
determination.

(IV) Second level appeals must be
submitted in writing within sixty (60) days of
the date of the first level appeal decision let-
ter that upholds the original adverse benefit
determination.  Second level appeals should
include any additional information or docu-
mentation to support the reason the member
believes the first level appeal decision should
be overturned. Second level appeals will be
reviewed by the vendor who will have some-
one review the appeal who was not involved
in the original decision or first level appeal
and will include consultation with a qualified
medical professional if a medical judgment is
involved. Second level medical appeals shall
be responded to in writing to the member
within thirty (30) days for post-service claims
and within fifteen (15) days for pre-service
claims from the date the vendor received the
second level appeal request.

(V) For members with medical
coverage through UMR— 

(a) First level appeals must be
submitted in writing to— 

UMR Claims Appeal Unit
PO Box 30546

Salt Lake City, UT 84130-0546

(b) Second level appeals must be
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sent in writing to—

UMR Claims Appeal Unit
PO Box 8086

Wausau, WI 54402-8086

(c) Expedited appeals must be
communicated by calling UMR telephone 1-
866-868-7758 or by submitting a written fax
to 1-866-912-8464, Attention: Appeals Unit.

(VI) For members with medical
coverage through Mercy Health Plans— 

(a) First and second level appeals
must be submitted in writing to—

Mercy Health Plans
Attn: Corporate Appeals

14528 S. Outer 40 Road, Suite 300
Chesterfield, MO 63017

(b) Expedited appeals must be
communicated by calling Mercy Health Plans
telephone 1-800-830-1918, ext. 2394 or by
submitting a written fax to 1-314-214-3233,
Attention: Corporate Appeals.

C. The internal review process for
adverse benefit determinations relating to
pharmacy consists of one (1) level of internal
review provided by the pharmacy vendor.

(I) Pharmacy appeals must identify
the matter being appealed and should include
the member’s (and dependent’s, if applicable)
name, the date the member claimant attempt-
ed to fill the prescription, the prescribing
physician’s name, the drug name and quanti-
ty, the cost of the prescription, if applicable,
the reason the claimant believes the claim
should be paid, and any other written docu-
mentation to support the claimant’s belief
that the original decision should be over-
turned.

(II) All pharmacy appeals must be
submitted in writing to—

Express Scripts
Clinical Appeals—MH3

6625 West 78th Street, BL0390
Bloomington, MN 55439

or by fax to 1-877-852-4070

(III) Pharmacy appeals will be
reviewed by someone who was not involved
in the original decision and the reviewer will
consult with a qualified medical professional
if a medical judgment is involved. Pharmacy
appeals will be responded to in writing to the
member within sixty (60) days for post-ser-
vice claims and thirty (30) days for pre-ser-
vice claims from the date the vendor received
the appeal request.

D. Members may seek external
review only after they have exhausted all

applicable levels of internal review or
received a final internal adverse benefit deter-
mination.

3. For all internal appeals of adverse
benefit determinations, the plan or the vendor
reviewing the appeal will provide the mem-
ber, free of charge, with any new or addition-
al evidence or rationale considered, relied
upon, or generated by the plan or the vendor
in connection with reviewing the claim or the
appeal and will give the member an opportu-
nity to respond to such new evidence or ratio-
nale before issuing a final internal adverse
determination.

(4) Except as otherwise expressly provided in
this rule, appeals of adverse determinations
made by MCHCP may be appealed to the
board by fax or letter to the following
address:

Attn: Appeal
Board of Trustees

Missouri Consolidated Health Care Plan
PO Box 104355

Jefferson City, MO 65110

(5) In reviewing appeals, notwithstanding any
other rule, the board and/or staff may grant
any appeals when there is credible evidence
to support approval under the following
guidelines.

(A) Newborns—If a member currently has
coverage under the plan, he/she may enroll
his/her newborn retroactively to the date of
birth if the request is made within three (3)
months of the child’s date of birth.  

(B) Agency error—MCHCP may grant an
appeal and not hold the member responsible
when there is credible evidence that there has
been an error or miscommunication, either
through the member’s payroll/personnel
office, the MCHCP, or plan offered by
MCHCP that was no fault of the member.

(C) Any member wishing to change his/her
plan selection made during the annual open
enrollment period must request to do so in
writing to the board of trustees within thirty-
one (31) calendar days of the beginning of the
new plan year. 

(D) Non-payment—MCHCP may allow
one (1) reinstatement for terminations due to
non-payment (per lifetime of account).

(E) Reinstatement before termination—
MCHCP may reinstate coverage if request is
received prior to end of current coverage.

(F) Termination dental and/or vision cov-
erage—MCHCP may terminate dental and/or
vision coverage if request is received prior to
February 1 and if no claims have been
made/paid for January.

(G) Proof of eligibility—MCHCP may
approve late receipt of proof-of-eligibility
documentation if MCHCP can verify that it
took an unreasonable amount of time for the
public entity (county or state) to provide sub-
scriber with requested documentation.

(H) Change in medical plan selection—
MCHCP may approve change of medical
plans prospectively if request is received
within the first thirty (30) days of the start of
coverage.

(I) Loss of coverage notice—MCHCP may
approve late request to enroll due to late
notice of loss of coverage from previous car-
rier if request is timely from date of late
notice.

(J) Wellness Program participation—
MCHCP may deny all appeals regarding con-
tinuation of participation in the Wellness Pro-
gram due to failure of member’s
participation.

(K) Proof of open enrollment confirma-
tion—MCHCP may approve appeals if sub-
scriber is able to provide a confirmation sheet
from open enrollment. However, such admin-
istrative appeals must be received by
MCHCP on or before the last day of Febru-
ary.

(L) Substantiating evidence—MCHCP may
approve appeals, other than those relating to
non-payment, if subscriber is able to provide
substantiating evidence that requisite infor-
mation was sent during eligibility period.

(M) New employee changes—MCHCP
may approve plan changes retrospectively for
new employees within thirty (30) days of
election of coverage if no claims have been
filed with the previous carrier.

AUTHORITY: section 103.059, RSMo 2000.*
Emergency rule filed Dec. 20, 2004, effective
Jan. 1, 2005, expired June 29, 2005.  Origi-
nal rule filed Dec. 20, 2004, effective June
30, 2005. Emergency amendment filed Dec.
22, 2008, effective Jan. 1, 2009, expired June
29, 2009. Amended: Filed Dec. 22, 2008,
effective June 30, 2009. Amended: Filed Feb.
17, 2010, effective Aug. 30, 2010. Emergency
amendment filed Dec. 22, 2010, effective Jan.
1, 2011, terminated Jan. 20, 2011. Emergency
amendment filed Jan. 10, 2011, effective Jan.
20, 2011, expired June 29, 2011. Amended:
Filed Jan. 10, 2011, effective June 30, 2011.

*Original authority: 103.059, RSMo 1992.

22 CSR 10-3.080 Miscellaneous Provisions

PURPOSE: This rule establishes the policy of
the board of trustees in regard to miscella-
neous provisions under the Missouri Consol-
idated Health Care Plan.
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(1) Termination of the Plan. Any other provi-
sion of this plan to the contrary notwith-
standing, no benefit will be paid for charges
incurred by a participant or former par -
ticipant after the termination of this plan.

(2) Facility of Payment. Plan benefits will be
paid to the em ployee if living and capable of
giving a valid release for the payment due. If
the participant, while living, is physically,
mentally or for any other reason incapable of
giving a valid release for any payment due,
the claims ad ministrator at his/her option,
unless and until request is made by the duly
appointed guardian, may pay benefits which
may become due to any blood relative or rel-
ative connected by marriage to the partici-
pant, or to any other person or institution
appearing to the claims administrator to have
assumed responsibility for the affairs of the
par ticipant. Any payments made by the
claims administrator in good faith pursuant to
this provision shall fully discharge the claims
administrator to the extent of the payment.
Any benefit unpaid at the time of the employ-
ee’s death will be paid to the employee’s
estate.  If any benefits shall be payable to the
estate of the employee, the claims administra-
tor may pay these benefits to any relative by
blood or connection by marriage of the
employee who is deemed by the claims
administrator to be equitably entitled to it.
Any payments made by the claims adminis-
trator in good faith pursuant to this provision
shall fully discharge the claims administrator
to the extent of this payment. Subject to any
acceptable written direction and assignment
by the employee, any benefits provided, at the
claims administrator’s option, may be paid
directly to an eligi ble provider rendering cov-
ered services; but it is not re quired that the
service be rendered by a particular provider.

(3) Confidentiality of Records. The health
records of the participants in the plan are
confidential and shall not be disclosed to any
person, except pursuant to a written request
by, or with the prior written consent of, the
individual to whom the records pertain,
unless disclosure of the records would be to
the officers and employees of the plan or
claims administrator or his/her legal repre-
sentatives who have a need for the records in
the performance of their duties; or unless dis-
closure would be for a routine use by the plan
or claims administrator for a purpose which
is compatible with the purpose for which it
was collected; or unless disclosure of the
records would be to the com missioner of
administration, or his/her legal representa-
tive, for the sole purpose of preventing fraud-
ulent or redundant medical claims to either

the Missouri Consolidated Health Care Plan,
Missouri, or other public entities as an
employer or self-insurer of Workers’ Com-
pensation for use in the investigation of a
Workers’ Compensation claim; or unless dis-
closure of the records is to the participant to
whom the record pertains; or unless disclo-
sure of the record is pursuant to the order of
a court of competent jurisdiction. The parent
of any minor, or the legal guardian of any
individual who has been declared to be
incompetent due to physical or mental inca-
pacity by a court of competent jurisdiction,
may act on behalf of the individual.

(4) Should any provision of this plan conflict
with the requirements of federal or state law,
including but not limited to the Health Insur-
ance Portability and Accountability Act,
Family and Medical Leave Act, the Ameri-
cans with Disabilities Act or the Older Work-
ers Benefit Protection Act, the plan shall be
administered in such a way as to comply with
the requirements of law, and will be deemed
amended to conform with law.

(5) This document will be kept on file at the
principal offices of the plan administrator and
may be inspected by a participant during reg-
ular business hours.  Also, the plan adminis-
trator reserves the right at any time to modi-
fy or amend, in whole or in part, any or all
provisions of the plan.

AUTHORITY: section 103.059, RSMo 2000.*
Emergency rule filed Dec. 20, 2004, effective
Jan. 1, 2005, expired June 29, 2005. Origi-
nal rule filed Dec. 20, 2004, effective June
30, 2005.

*Original authority: 103.059, RSMo 1992.

22 CSR 10-3.090 Pharmacy Benefit Sum-
mary

PURPOSE: This rule establishes the policy of
the board of trustees in regard to the Phar-
macy Benefit Summary for the PPO 600 Plan,
PPO 1000 Plan, and PPO 2000 Plan of the
Missouri Consolidated Health Care Plan.

(1) The pharmacy benefit provides coverage
for prescription drugs listed on the formula-
ry, as described in the following:

(A) Medications.
1. Retail—Network:

A. Generic: Eight-dollar ($8) copay-
ment for up to a thirty (30)-day supply for
generic drug on the formulary;

B. Brand: Thirty-five-dollar ($35)
copayment for up to a thirty (30)-day supply
for brand drug on the formulary;

C. Mail order program—
(I) Prescriptions may be filled

through the mail order program and the
member will receive up to a ninety (90)-day
supply for a twenty-dollar ($20) copayment
for a generic drug on the formulary or a
eighty-seven-dollar-and-fifty-cent ($87.50)
copayment for a brand drug on the formula-
ry.

(II) Specialty drugs covered only
through network mail order for up to thirty
(30) days. Copayments— 

(a) Generic: eight dollars ($8)
for generic drug on the formulary list; and

(b) Brand: thirty-five dollars
($35) for brand drug on the formulary.

2. Non-network pharmacies—If a mem-
ber chooses to use a non-network pharmacy,
s/he will be required to pay the full cost of
the prescription and then file a claim with the
pharmacy plan administrator. S/he will be
reimbursed the amount that would have been
allowed at an in-network pharmacy, less any
applicable copayment or coinsurance. All
such claims must be filed within twelve (12)
months of the incurred expense.

3. Retail prescription drugs—Only one
(1) copayment is charged if a combination of
different manufactured dosage amounts must
be dispensed in order to fill a prescribed sin-
gle dosage amount.

(2) If the copayment amount is more than the
cost of the drug, the member is only respon-
sible for the cost of the drug rather than the
copayment.

(3) Step Therapy—Step therapy requires that
drug therapy for a medical condition begin
with the most cost-effective and safest drug
therapy before moving to other more costly
therapy, if necessary. This program involves
the member’s physician and is only for mem-
bers who take prescription drugs to treat cer-
tain ongoing medical conditions. The mem-
ber is responsible for paying the full price for
the prescription drug unless the member’s
physician prescribes a first step drug. If the
member’s physician decides for medical rea-
sons that the member’s treatment plan
requires a different medication without
attempting to use the first step drug, the
physician may request a prior authorization
from the pharmacy plan administrator. If the
prior authorization is approved, the member
is responsible for the applicable copayment
which may be higher than the first step drug.
If the requested prior authorization is not
approved, then the member is responsible for
the full price of the drug. 

(A) First Step—
1. Uses primarily generic drugs;
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2. Lowest applicable copayment is
charged; and

3. First step drugs must be used before
the plan will authorize payment for second
step drugs.

(B) Second Step—
1. This step applies if the member’s

treatment plan requires a different medication
after attempting the first step medication;

2. Uses primarily brand-name drugs;
and

3. Typically, a higher copayment amount
is applicable.

(4) Prior Authorization—Certain medications
are subject to prior authorization. Network
pharmacies will notify the member if prior
authorization is required. The member or the
pharmacy must contact the pharmacy plan
administrator before payment will be
approved.

(5) Filing of Claims—Claims must be filed
within twelve (12) months of filling the pre-
scription. Members may request claim forms
from the plan or the pharmacy plan adminis-
trator. In order to file a claim, members
must—

(A) Complete the claim form; and
(B) Attach a prescription receipt or label

with the claim form. Patient history printouts
from the pharmacy are acceptable but must
be signed by the pharmacist. Cash register
receipts are not acceptable for any prescrip-
tions, except diabetic supplies. If attaching a
receipt or label, the receipt or label shall
include:

1. Pharmacy name and address;
2. Patient’s name;
3. Price;
4. Date filled;
5. Drug name, strength, and national

drug code (NDC);
6. Prescription number;
7. Quantity; and
8. Days’ supply.

(6) Formulary—The formulary is updated on
a semi-annual basis, or when—

(A) A generic drug becomes available to
replace the brand-name drug. If this occurs,
the generic copayment applies; or

(B) A drug becomes available over-the-
counter. If this occurs, then the drug is no
longer covered under the pharmacy benefit;
or

(C) A drug is determined to have a safety
issue.

(7) Limitation—Prescription drugs not listed
on the formulary are not a covered benefit
except for prescription drugs that have been

grandfathered for members who have taken a
grandfathered drug within one hundred thirty
(130) days prior to January 1, 2011. If the
participant purchased a brand-name drug that
is grandfathered when there is a Food and
Drug Administration (FDA)-approved gener-
ic drug, the participant shall pay the generic
copayment plus the difference in the brand
and generic cost of the drug. Grandfathered
drugs include:

(A) Alzheimer’s disease drugs;
(B) Antidepressants, including selective

serotonin reuptake inhibitors (SSRIs) and
selective serotonin and norepinephrine reup-
take inhibitors (SNRIs);

(C) Anti-epileptics;
(D) Biologics for inflammatory conditions;
(E) Cancer drugs;
(F) Hemophilia drugs (Factor VIII and IX

concentrates);
(G) Hepatitis drugs;
(H) Immunosuppressants (transplant anti-

rejection agents);
(I) Insulin (basal);
(J) Low molecular weight heparins;
(K) Multiple sclerosis injectable drugs;
(L) Novel psychotropics (oral products and

long-active injectables);
(M) Phosphate binders;
(N) Pulmonary hypertention drugs; and
(O) Somatostatin analogs.

(8) Under the High Deductible Health Plan
(HDHP), pharmacy benefits are subject to
the applicable medical plan deductible and
coinsurance.

AUTHORITY: section 103.059, RSMo 2000.*
Emergency rule filed Dec. 22, 2009, effective
Jan. 1, 2010, expired June 29, 2010. Original
rule filed Jan. 4, 2010, effective June 30,
2010. Emergency amendment filed Dec. 22,
2010, effective Jan. 1, 2011, expired June 29,
2011. Amended: Filed Dec. 22, 2010, effective
June 30, 2011.

*Original authority: 103.059, RSMo 1992.

22 CSR 10-3.092 Dental Benefit Summary 

PURPOSE: This rule establishes the policy of
the board of trustees in regard to the Dental
Benefit Summary for members of the Missouri
Consolidated Health Care Plan.

(1) Two (2) dental benefit packages are avail-
able for a public entity to choose from—basic
and high.

(A) The basic benefit package provides
coverage for—

1. Coverage A—diagnostic and preven-
tive services;

2. Coverage B—basic and restorative
services; and

3. Coverage C—major services.
(B) The high benefit package provides cov-

erage for—
1. Coverage A—diagnostic and preven-

tive services;
2. Coverage B—basic and restorative

services;
3. Coverage C—major services; and
4. Coverage D—orthodontic services for

children younger than nineteen (19).

(2) Procedures for Using the Dental Plan. A
member may visit the dentist of his/her
choice and select any dentist on a treatment-
by-treatment basis. Members may go to a
participating or non-participating network
dentist. If a member goes to a non-participat-
ing network dentist, the dental plan will make
payment directly to the member on the lesser
of the dentist billed charge or the applicable
maximum plan allowance.

(3) Dental benefits, deductibles, and coinsur-
ance include:
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(4) Alternative Treatment. If alternative treat-
ment plans are available, this dental plan will
be liable for the least costly, professionally
satisfactory course of treatment. This
includes, but is not limited to, services such
as composite resin fillings on molar teeth, in
which case the benefits are based on the cost
of the amalgam (silver) filling.  This also
includes fixed bridges, in which case the ben-
efits will be based on the allowed amount of
a removable partial denture.

(5) Transferring Care. If participant receives
care from more than one (1) dentist or ser-
vice provider for the same procedure, bene-
fits will not exceed what would have been
paid for one (1) dentist for that procedure
(including, but not limited to, prosthetic
devices and root canal therapy).

(6) Claim Pre-Determination. If the care
member needs costs less than two hundred
dollars ($200) or is emergency care, mem-
ber’s dentist will proceed with treatment at
member’s option. If the cost estimate is more
than two hundred dollars ($200) and is not
emergency care, member’s dentist will deter-
mine what treatment member needs and
could submit a treatment plan to dental plan
for a pre-determination of benefits. This esti-
mate will enable the member to determine in
advance how much of the cost will be paid by
his/her dental coverage and how much he/she
will be responsible for paying.

(7) Claim Filing Deadline. Member’s claims
must be filed by the end of the calendar year
after the year in which services were ren-
dered.  The dental plan is not obligated to pay
claims submitted after this period. If a claim
is denied due to a participating dentist’s fail-
ure to make timely submission, participant
will not be liable to such dentist for the
amount that would have been payable by the
dental plan, provided that member advised
the dentist of participant’s eligibility for ben-
efits at the time of treatment.

AUTHORITY: section 103.059, RSMo 2000.*
Emergency rule filed Dec. 22, 2010, effective
Jan. 1, 2011, expired June 29, 2011. Original
rule filed Dec. 22, 2010, effective June 30,
2011.

*Original authority: 103.059, RSMo 1992.

22 CSR 10-3.093 Vision Benefit Summary

PURPOSE: This rule establishes the policy of
the board of trustees in regard to the vision
benefit summary for members of the Missouri
Consolidated Health Care Plan.

(1) Vision Plan. The vision benefit provides
coverage of refractive care exams, eyeglass
lenses and frames, contact lenses, and cor-
rective laser surgeries.

(2) Vision benefits and copayments include:
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(3) Value-Added Discount Program. A mem-
ber can receive a twenty-percent (20%) dis-
count on additional glasses and sunglasses,
including lens options from any network
provider, within twelve (12) months of par-
ticipant’s last eye exam.

(4) Soft Contact Lenses. A member who
wears soft contact lenses will qualify for a
special contact lens program. The program
covers—

(A) A contact lens exam;
(B) Six (6)-month supply of contacts from

the specific list of contact lens products and
manufacturers; and 

(C) Two (2) follow-up visits.
(D) A member who requires premium ser-

vices when being fitted for contact lenses will
not qualify for the contact lens care program.
The member’s provider will determine if the
member qualifies for a standard fit or a pre-
mium fit based on the guidelines of—

1. Standard fit contact lens patients—
A. Typically the member does not

require additional time for care, training, or
problem solving; and

B. Typically the member can be suc-
cessfully fitted in up to two (2) follow-up vis-
its; and

2. Premium fit contact lens patients—
A. Typically the member will require

additional time for care, training, or problem
solving; and 

B. Typically the member cannot be
successfully fitted in up to two (2) follow-up
visits.

(E) The member will be responsible for the
cost above the allowed network or non-net-
work contact lens benefit. Contact lens care
program products, manufacturers, replace-
ment fees, and refit fees are as follows:
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AUTHORITY: section 103.059, RSMo 2000.*
Emergency rule filed Dec. 22, 2010, effective
Jan. 1, 2011, expired June 29, 2011. Original
rule filed Dec. 22, 2010, effective June 30,
2011.

*Original authority: 103.059, RSMo 1992.
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