MONTANA ADMINISTRATIVE REGISTER
ISSUE NO. 13

The Montana Administrative Register (MAR), a twice-monthly
publication, has three sections. The Notice Section contains
state agencies' proposed new, amended, or repealed rules; the
rationale for the change; date and address of public hearing;

and where written comments may be submitted. The Rule Section
contains final rule notices which show any changes made since
the proposal stage. All rule actions are effective the day

after publication of the adoption notice unless otherwise
specified in the final notice. The Interpretation Section
contains the attorney general's opinions and state declaratory
rulings. Special notices and tables are found at the end of
each register.

Inquiries regarding the rulemaking process, including material
found in the Montana Administrative Register and the
Administrative Rules of Montana, may be made by calling the
Administrative Rules Bureau at (406) 444-2055.
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BEFORE THE DEPARTMENT OF ADMINISTRATION
OF THE STATE OF MONTANA

In the matter of the adoption of new ) NOTICE OF PUBLIC

Rules | through X regarding ) HEARING ON PROPOSED
definitions, licensing and ) ADOPTION

application requirements, ownership )

change, examination of title lenders, )

duration of loans, extensions,

reports, schedule of charges,

employees' character and fitness, and )

procedural rules for hearing and )
discovery proposed for adoption under )
the Montana Title Loan Act )

TO: All Concerned Persons

1. On August 17, 2005, at 10:00 a.m., a public hearing
will be held in Room 342 of the Park Avenue Building, 301 S.
Park, Helena, Montana, to consider the adoption of new Rules |
through X.

2. The Department of Administration, Division of Banking
and Financial Institutions, will make reasonable
accommodations for persons with disabilities who wish to
participate in this public hearing or need an alternative
accessible format of this notice. If you require an
accommodation, contact the Division of Banking and Financial
Institutions no later than 5:00 p.m. on August 12, 2005, to
advise us of the nature of the accommodation that you need.
Please contact Christopher Romano, Division of Banking and
Financial Institutions, P.O. Box 200546, Helena, Montana
59620-0546; telephone (406) 841-2928; TDD (406) 444-1421;
facsimile (406) 841-2930; e-mail to cromano@mt.gov.

3. The proposed new rules provide as follows:

RULE | DEFINITIONS For the purposes of the Montana
Title Loan Act and this subchapter, the following definitions
apply:

(1) "Commissioner" means the commissioner of banking and
financial institutions provided for in 32-1-211, MCA.

(2) "Day" means 24-hour period of time.

(3) "Department” means the department of administration
established in 2-15-1001, MCA, and includes the commissioner
of the division of banking and financial institutions.

(4) "Extension" means an agreement whereby the licensee
agrees to extend the due date beyond the term of the original
title loan without releasing the security interest on the
titled property.

(5) "Original title loan" means the title loan agreement
which is the basis for taking possession of the title and
perfecting security interest on titled property.
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(6) "Redemption date" is the maturity date of the
original title loan and any subsequent renewals or extensions.

(7) "Redemption period" means 20 days after licensee has
provided notice of default plus three days for mailing.

(8) "Renewal” means extension.

AUTH: 31-1-802, MCA
IMP: 31-1-804, 31-1-810, 31-1-812, MCA

RULE I LICENSING AND APPLICATION REQUIREMENTS

EXCEPTIONS (1) Except for those entities listed in (2), all
persons or lenders must obtain a license under this rule in
order to issue title loans. Persons or lenders that are
licensed under the Consumer Loan Act, 32-5-101, MCA, and
Deferred Deposit Loan Act, 31-1-701, MCA, are not exempt from
the licensing requirements of 31-1-801, MCA.

(2) The following are exempt from the licensing
requirements:

(a) federal and state chartered banks;

(b) federal and state chartered savings and loans;

(c) federal and state credit unions;

(d) trust companies; and

(e) investment companies.

(3) All existing or proposed licensees shall file with
the department an application in order to engage in title
lending.

(4)  An application must be in writing on a form
prescribed by the department and verified under oath.
Application forms are available from the Division of Banking
and Financial Institutions, Department of Administration, 301
S. Park, P.O. Box 200546, Helena, MT 59620-0546.

(5) In addition to any other information that may be
required by 31-1-805, MCA, the application shall contain the
following information in the application format prescribed by
the department:

(a) biographical data concerning the applicant, the
applicant's  owners, parent company, affiliates, or
subsidiaries as specified by the department;

(b) information concerning the applicant's character,
experience, qualifications; and

(c) financial information about the applicant.

AUTH: 31-1-802, MCA
IMP: 31-1-804, 31-1-805, 31-1-811, MCA

RULE Il OWNERSHIP CHANGE (1) In the event there is a
change of ownership in a licensee, the owner(s) shall file
with the department an application for a new license. For
purposes of this rule, a change in ownership includes
circumstances when 25% or more of the ownership is transferred
to a new owner.

AUTH: 31-1-802, MCA
IMP: 31-1-805, MCA
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RULE IV EXAMINATION OF TITLE LENDERS (1)
department shall annually conduct an examination of each title
loan licensee’s lending operations to ensure compliance with
both statute and administrative rule.

(2) The examination shall consist of a comprehensive
review of the records, operations and affairs of the licensee.

The review shall include inquiry into:

(a) accounting and financial records;

(b) records of the borrower’s files including:

(i) evidence of required disclosures;

(i) use of the department approved loan agreement; and

(i) assurance of continued bonding.

AUTH: 31-1-802, MCA
IMP: 31-1-810, MCA

RULE V_DURATION OF LOANS — INTEREST — EXTENSIONS

(1) Each original title loan must have a term of 30
days. No interest or fees may be charged beyond the 30-day
period without a bona fide extension of the loan in accordance
with (2).

(2) Automatic extensions or renewals are prohibited.
Each extension or renewal must be specifically agreed upon in
writing by the borrower at the time the extension is granted.

(3) Except as provided in [New Rule VI] for reduction of
principal, each agreed upon extension must have a term of 30
days and must contain:

(a) total principal amount financed,;

(b) total finance charges;

(c) total amount financed;

(d) new annual percentage rate calculations;

(e) new maturity date;

() new collateral redemption date;

(g) payment of accrued interest from previous loan; and

(h) signature of the borrower;

(4) A licensee shall not exceed any additional credit
than that which was granted in the original title loan
agreement without first requiring full payment of all
principal and interest due on the original title loan, or any
subsequent extensions, and release the security interest in
the titled property.

(5) Licensees may not issue a new original loan to pay
off the previous original loan.

AUTH: 31-1-802, MCA
IMP: 31-1-816, MCA

RULE VI EXTENSIONS - REDUCTION OF PRINCIPAL

(1) Subject to (2), beginning with the sixth extension
and for each subsequent extension, the borrower must pay at
least 10% of the original principal amount along with all
accrued interest before an extension may be granted.
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(2) In the event that a borrower fails to reduce the
principal and interest as required in (1), a licensee at its
option may either:

(a) declare the full outstanding principal and interest
due and payable; or

(b) reduce the amount of principal balance used to
calculate interest by 10% every 30 days beginning 180 days
from the beginning of the original title loan agreement. In
such event, the licensee must comply with all the requirements
of [New Rule V] for extensions.

3) Under no circumstances may a licensee charge
interest or fees beyond the fifteenth extension.

AUTH: 31-1-802, MCA
IMP: 31-1-816, MCA

RULE VII REPORTS (1) The following must be reported to
the department:

(a) any instances of theft or missing funds within 10
days of each occurrence;

(b) any change in managers within 10 days of each
occurrence; and

(c) all officer questionnaires must be answered within
10 days of the end of any examination.

AUTH: 31-1-802, MCA
IMP: 31-1-815, MCA

RULE VIII SCHEDULE OF CHARGES (1) Every licensee under
the Montana Title Loan Act shall file with the commissioner in
duplicate, at the time of filing application for such license
or license renewal, a full and accurate schedule of all
charges, fees and costs as follows:

(a) interest rate;

(b) non-sufficient fund fees;

(c) lien recording and release fees;

(d) examples of typical loan amounts including
principal, interest and fees; and

(e) a statement that storage fees and repossession fees
shall be added to amount due based upon actual cost of these
services to the licensee.

(2) Licensees shall display such schedule prominently in
each licensed place of business where loans are made or
negotiated so as to be easily readable by borrowers and
prospective borrowers.

AUTH: 31-1-802, MCA
IMP: 31-1-816, 31-1-817, 31-4-818, MCA

RULE IX EMPLOYEES' CHARACTER AND FITNESS (1) Licensees
are responsible for conducting appropriate background checks
on all applicants for employment. At a minimum, each licensee
shall:
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(a) require completion of employee criminal background
questionnaire;

(b) verify and document employment and personal
references; and

(c) within 10 days of start of employment, request a
Montana criminal records check from the department of justice.

(2) If the background check demonstrates any criminal
convictions involving fraud or financial dishonesty or civil
judgments involving fraudulent or dishonest financial
dealings, the licensee cannot employ such person, or if
already employed, must terminate employment.

(3) Verification of compliance with this rule shall
occur during annual exams. Licensees are required to keep
accurate employment records on each employee to ensure that
the department is able to verify compliance.

AUTH: 31-1-802, MCA
IMP: 31-1-805, MCA

RULE X PROCEDURAL RULES FOR HEARINGS AND DISCOVERY

(1) In the case of hearings concerning the issuance,
suspension, revocation, or other enforcement actions
pertaining to a licensee, hearings and related discovery shall
be done under the Montana Administrative Procedure Act
implementing the revised attorney general's model rules
effective June 4, 1999.

(2) The department of administration, division of
banking and financial institutions, adopts and incorporates by
reference the attorney general’s model rules effective June 4,

1999 as found in ARM 1.3.101 through 1.3.233, along with the
accompanying forms. A copy of the attorney general's rules
may be obtained from the Division of Banking and Financial
Institutions, Department of Administration, 301 S. Park, P.O.
Box 200546, Helena, MT 59620-0546.

AUTH: 31-1-802, MCA
IMP: 31-1-811, 31-1-812, MCA

REASON: The 2001 Montana Legislature enacted House Bill 539,
which was an Act creating the Montana Title Loan Act. This
Act has been codified in Title 32, Chapter 1, part 8, MCA.
Section 31-1-802, MCA requires the Department to adopt rules
to implement the provisions of the Act. New rules | through X

are being proposed to fulfill this general legislative mandate

and to address the specific rulemaking mandates of Section 31-
1-802(2), MCA. The Department does not anticipate any
financial impact from the proposed rules. There are currently

43 title loan licensees.

4. Concerned persons may present their data, views or
arguments, either orally or in writing, at the hearing.
Written data, views or arguments may also be submitted to Mark
Prichard, Legal Counsel, Division of Banking and Financial
Institutions, P.O. Box 200546, Helena, Montana 59620-0546;
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faxed to the office at (406) 841-2930; e-mailed to
mprichard@mt.gov, and must be received no later than August
12, 2005.

5. Mark Prichard, Legal Counsel, Division of Banking and
Financial Institutions, has been designated to preside over
and conduct the hearing.

6. An electronic copy of this Notice of Public Hearing
on Proposed Adoption is available through the Department's
website on the World Wide Web at
http://www.discoveringmontana.com/doa, under "public
meetings/notices;” and "administrative rule notices." The
department strives to make the electronic copy of this Notice
conform to the official version of the Notice as printed in
the Montana Administrative Register, but advises all concerned
persons that in the event of a discrepancy between the
official printed text of the Notice and the electronic version
of the Notice, only the official printed text will be
considered. In addition, although the Department strives to
keep its website accessible at all times, concerned persons
should be aware that the website may be unavailable during
some periods, due to system maintenance or technical problems
and that a person’s technical difficulties in accessing or
posting to the e-mail address do not excuse late submission or
comments.

7. The Division of Banking and Financial Institutions
maintains a list of interested persons who wish to receive
notices of rulemaking actions proposed by this division.
Persons who wish to have their name added to the mailing list
shall make a written request which includes the name and
mailing address of the person to receive notices and specifies
that the person wishes to receive notices regarding division
rulemaking actions. Such written requests may be mailed or
delivered to Christopher Romano, Division of Banking and
Financial Institutions, 301 S. Park, Suite 316, P.O. Box
200546, Helena, Montana 59620-0546; faxed to the office at
(406) 841-2930; emailed to cromano@mt.gov, or may be made by
completing a request form at any rules hearing held by the
Division of Banking and Financial Institutions.

8. The bill sponsor notice requirements of 2-4-302, MCA,
apply and have been fulfilled.

By: /s/Janet R. Kelly
Janet R. Kelly, Director
Department of Administration

By: /s/ Dal Smilie
Dal Smilie, Rule Reviewer
Department of Administration

Certified to the Secretary of State July 1, 2005.
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BEFORE THE STATE AUDITOR AND COMMISSIONER OF INSURANCE
OF THE STATE OF MONTANA

In the matter of the proposed ) NOTICE OF PUBLIC HEARING
amendment of ARM 6.6.504, ) ON PROPOSED AMENDMENT AND
6.6.505, 6.6.506, 6.6.507, ) ADOPTION

6.6.507A, 6.6.507B, 6.6.507C, )

6.6.508, 6.6.508A, 6.6.509, )

6.6.510, 6.6.511, 6.6.519, )

6.6.520, 6.6.521, 6.6.608, )

6.6.612, and 6.6.613, and the)

adoption of new rules | )

through Il pertaining to )

medicare supplements )

TO: All Concerned Persons

1. On August 8, 2005, at 10:00 a.m., a public hearing
will be held in the 2nd floor conference room, State Auditor's
Office, 840 Helena Avenue, Helena, Montana, to consider the
proposed amendment and adoption of the above-stated rules,
pertaining to medicare supplements.

2. The State Auditor's Office will make reasonable
accommodations for persons with disabilities who wish to
participate in this public hearing or need an alternative
accessible format of this notice. If you require an
accommodation, contact the office no later than 5:00 p.m.,

July 29, 2005, to advise us of the nature of the accommodation
that you need. Please contact Darla Sautter, State Auditor's
Office, 840 Helena Avenue, Helena, MT 59601, telephone (406)
444-2726; Montana Relay 1-800-332-6145; TDD (406) 444-3246;
facsimile (406) 444-3497; or e-mail to dsautter@mt.gov.

3. The rules proposed to be amended provide as follows,
stricken material interlined, new material underlined:

6.6.504 DEFINITIONS For purposes of this subchapter,
the terms defined in 33-22-903, MCA, will have the same
meaning in this subchapter unless clearly designated
otherwise. The following definitions are in addition to those
in 33-22-903, MCA.
(1) "Bankruptcy" means when a medicare+cheoice———— medicare
advantage organization that is not an issuer has filed, or has
had filed against it, a petition for declaration of bankruptcy
and has ceased doing business in the state.
(2) through (5)(c) remain the same.
(6) "Creditable coverage" shall may not include the
following benefits if offered as independent, noncoordinated
benefits:
(a) and (b) remain the same.
ol _@—Gredmableeevepage—s#mkneﬁnelude%he—_ﬁ_ ' offarod liey. e
or contract of insurance:
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(8) and (9) remain the samé, but are renumbered (7) and

20)—(9) "Medicare+choice—— medicare advantage plan" means

a plan of coverage for health benefits under medicare part C
as defined in 42 USC 1395w-28(b)(1), and includes:
(a) remains the same.
(b) medical savings account plans coupled with a
contribution into a medicare+choice———— medicare advantage plan
medical savings account; and
(©) medicare-+choice— medicare advantage private fee-for-
service plans.
(10) "Medicare supplement policy" has the meaning
provided for in 33-22-903, MCA, except that "medicare
supplement policy" does not include medicare advantage plans
established under medicare part C, outpatient prescription
drug plans established under medicare part D, or any health
care prepayment plan (HCPP) that provides benefits pursuant to
an agreement under section 1833(a)(1)(A) of the Social
Security Act.
(11) remains the same.

AUTH: 33-1-313 and 33-22-904, MCA
IMP: 33-22-902, _ and- 33-22-903, and 33-22-923, MCA

6.6.505 POLICY DEFINITIONS AND TERMS (1) through (2)(c)
remain the same.
(d) "health care expenses" means, for purposes of ARM
6.6.508, expenses of health maintenance organizations
associated with the delivery of health care services, which
expenses are analogous to incurred losses of insurers.
(d) and (e) remain the same, but are renumbered (e) and

"M—nedicare eligible expenses" means expenses of

the kinds covered by medicare parts A and B , to the extent
recognized as reasonable by medicare.

(g) remains the same, but is renumbered (h).

(B)—(@)  "S-—sickness" must not be defined more
restrictively than the following: "Sickness means iliness or
disease of an insured person which ——first manifestsitseb———
after the effective date of insurance and while the insurance
isth——Ffoeree—." The definition may be further modified to
exclude sicknesses or diseases for which benefits are provided
under any workers' compensation, occupational disease,
employer's liability, _ or similar law.

AUTH: 33-1-313 and 33-22-904, MCA
IMP: 33-15-303, 33-22-901, 33-22-902, 33-22-903, 33-22-
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904, 33-22-905, 33-22-906, 33-22-907, 33-22-908, 33-22-909,
33-22-910, 33-22-911, 33-22-921, 33-22-922, 33-22-923 and 33-
22-924, MCA

6.6.506 PROHIBITED POLICY PROVISIONS (1) through (3)
remain the same.

(4)_Subject to ARM 6.6.507(1)(a)(iv) and (v):

(a) a medicare supplement policy or certificate with

benefits for outpatient prescription drugs in existence prior

to January 1, 2006, must be renewed for current policyholders

or certificateholders who do not enroll in part D at the
option of the policyholder or certificateholder;
(b) a medicare supplement policy or certificate with

benefits for outpatient prescription drugs may not be issued

after December 31, 2005; and

(c) _after December 31, 2005, a medicare supplement
policy or certificate with benefits for outpatient
prescription drugs may not be renewed after the policyholder

or certificateholder enrolls in medicare part D unless:
(i) the policy or certificate is modified to eliminate

outpatient drugs incurred after the effective date of the

individual's coverage under a part D plan; and
(i) _premiums are adjusted to reflect the elimination of

outpatient prescription drug coverage at the time of medicare

part D enrollment, accounting for any claims paid, if
applicable.

AUTH: 33-1-313, 33-22-904 and 33-22-905, MCA
IMP: 33-15-303, 33-22-902, 33-22-904 and 33-22-905, MCA

6.6.507 MINIMUM BENEFIT STANDARDS (1) through (1)(a)(i)
remain the same.

(i) a medicare supplement policy or certificate must
not indemnify against losses resulting from sickness on a
different basis than losses resulting from accidents. -

(i) a medicare supplement policy or certificate must
provide that benefits designed to cover cost sharing amounts
under medicare will be changed automatically to coincide with
any changes in the applicable medicare deductible amount and
copayment percentage factors. Premlums may be modified to
correspond with such changes. —

(iv) no medicare supplement pollcy or certificate may
provide for termination of coverage of a spouse solely because
of the occurrence of an event specified for termination of
coverage of the insured other than the nonpayment of premium.

(v) and (v)(A) remain the same.

(B) the issuer shall not cancel or nonrenew the policy
for any reason other than nonpayment of premium or material
misrepresentation. -

(vi) remains the same.
(A) provides for continuation of the benefits contained

in the group policy, L or
(B) provides for such benefits as otherwise meets the
requirements of this subsection. -
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(vii) through (vii)(A) remain the same.

(B) at the option of the group policyholder, offer the
certificateholder continuation of coverage under the group
policy. —;_

(viii) if a group medicare supplement policy is replaced
by another group medicare supplement policy purchased by the
same policyholder, the succeeding issuer shall offer coverage
to all persons covered under the old group policy on its date
of termination. Coverage under the new policy must not result
in any exclusion for preexisting conditions that would have
been covered under the group policy being replaced. —; and

(ix) if a medicare supplement policy or certificate
eliminates an outpatient prescription drug benefit as a result

of requirements imposed by the Medicare Prescription Drug,

Improvement and Modernization Act of 2003 (MMA), the modified

policy or certificate shall be deemed to satisfy the
guaranteed renewal requirements of this rule.

(2) Termination of a medicare supplement policy or
certificate must be without prejudice to any continuous loss
which commenced while the policy was in force, but the
extension of benefits beyond the period during which the
policy was in force may be conditioned upon the continuous
total disability of the insured, limited to the duration of
the policy benefit period, if any, or payment of the maximum
benefits. Receipt of medicare part D benefits will be
considered in determining a continuous loss.

(3) through (3)(c)(i) remain the same.

(i) provide for resumption of coverage which——that _is
substantially equivalent to coverage in effect before the date
of suspension; and——. If the suspended medicare supplement
policy or certificate provided coverage for outpatient
prescription drugs, reinstitution of the policy or certificate

for medicare part D enrollees must be without coverage for

outpatient prescription drugs and must otherwise provide
substantially equivalent coverage to the coverage in effect

before the date of suspension; and
(iii) remains the same.
(4) Standards for basic ("core™) benefits common to all
benefit plans A through L include the following:
(@) through (a)(ii) remain the same.
(i) upon exhaustion of the medicare hospital inpatient
coverage including the lifetime reserve days, coverage of 100%
of the medicare part A eligible expenses for hospitalization
paid at the diag ! !
diem- applicable prospective payment system (PPS) rate, or
other appropriate medicare standard of payment, subject to a
lifetime maximum benefit of an additional 365 days. The
provider shall accept the issuer's payment as payment in full
and may not bill the insured for the balance;
(iv) through (b)(i) remain the same.
(i) coverage for the actual billed charges up to the
coinsurance amount from the 21st day through the 100th day in
a medicare benefit period for post-hospital skilled nursing
facility care eligible under medicare part A,
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(iii) through (v) remain the same.
(vi) coverage for 50% of outpatient prescription drug
charges, after a $250.00 calendar year deductible, to a
maximum of $1,250.00 in benefits received by the insured per
calendar year, to the extent not covered by medicare; —. The
outpatient prescription drug benefit may be included for sale
or issuance in a medicare supplement policy or certificate
until January 1, 2006;
(vii) coverage for 50% of outpatient prescription drug
charges, after a $250.00 calendar year deductible to a maximum
of $3,000.00 in benefits received by the insured per calendar
year, to the extent not covered by medicare; —._The outpatient
prescription drug benefit may be included for sale or issuance
in a medicare supplement policy or certificate until January
1, 2006;
(viii) remains the same.
(ix) coverage for the following preventlve health
services not_covered by medicare
(A) remains the same.

(B) any-ene-er-a-combination-ofthefollowing——— preventive

screening tests or preventlve services, the selection and

frequency of which is determined to be considered— medically
appropriate by the attending physician -

( - nation:

_ {H)——dipstick-urinalysisforhematuria,-bacteriuriaand——— ;

(c) the following are the standards for plans K and L:

(i) standardized medicare supplement benefit plan K must
consist of the following benefits:

(A) coverage of 100% of the part A hospital coinsurance
amount for each day used from the 61st through the 90th day in
any medicare benefit period;

(B) coverage of 100% of the part A hospital coinsurance
amount for each medicare lifetime inpatient reserve day used
from the 91st through the 150th day in any medicare benefit

period;
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(C) upon exhaustion of the medicare hospital inpatient

coverage, including the lifetime reserve days, coverage of

100% of the medicare part A eligible expenses for
hospitalization paid at the applicable PPS rate, or other

appropriate medicare standard of payment, subject to a
lifetime maximum benefit of an additional 365 days. The
provider shall accept the issuer's payment as payment in full

and may not bill the insured for any balance;
(D) coverage for 50% of the medicare part A inpatient

hospital deductible amount per benefit period until the out-

of-pocket limitation is met as described in (4)(c)(i)(J);

(E) coverage for 50% of the coinsurance amount for each

day used from the 21st day through the 100th day in a medicare

benefit period for post-hospital skilled nursing facility care

eligible under medicare part A until the out-of-pocket
limitation is met as described in (4)(c)(i))(J);
(F) coverage for 50% of cost sharing for all part A

medicare eligible expenses for hospice and respite care until

the ou_t-of-pocket limitation is met as described in
(4)(c)()(J); _
(G) coverage for 50%, under medicare part A or B, of the

reasonable cost of the first three pints of blood (or
equivalent quantities of packed red blood cells, as defined

under federal regulations) unless replaced in accordance with

federal requlations until the out-of-pocket limitation is met

as described in (4)(c)()(J):
(H) except for coverage provided in (4)(c)(i)(1),
coverage for 50% of the cost sharing otherwise applicable

under medicare part B after the policyholder pays the part B

deductible until the out-of-pocket limitation is met as
described in (4)(c)(i)(J);
(1) _coverage of 100% of the cost sharing for medicare

part B preventive services after the policyholder pays the

part B deductible; and
(J) coverage of 100% of all cost sharing under medicare

parts A and B for the balance of the calendar year after the

individual has reached the out-of-pocket limitation on annual

expenditures under medicare parts A and B of $4000.00 in 2006,
indexed each year by the appropriate inflation adjustment

specified by the secretary of the U.S. department of health

and human services;
(ii) standardized medicare supplement benefit plan L

must consist of the following:
(A) the benefits described in (4)(c)(i)(A), (B), (C) and

()
(B) the benefits described in (4)(c)()(D), (E), (F),

(G) and (H), but substituting 75% for 50%: and
(C) the benefits described in (4)(c)(i)(J), but
substituting $2000.00 for $4000.00.

AUTH: 33-1-313, 33-22-904 and 33-22-905, MCA
IMP: 33-15-303, 33-22-902, 33-22-904 and 33-22-905, MCA

6.6.507A STANDARD MEDICARE SUPPLEMENT BENEFIT PLANS
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(1) remains the same.

(2) No groups, packages or combinations of medicare
supplement benefits other than those listed in this rule shall
be offered for sale in this state, except as may be permitted
in ARM-6-6.567——(7) and medicare select policies or
certificates :

(3) Benefit plans must be uniform in structure,
language, designation and format to the standard benefit plans
A through J —L listed in this rule and conform to the
definitions in 33-22-903, MCA, and ARM 6.6.505. Each benefit
shall be structured in accordance with the format provided in
ARM 6.6.507(4)(a), (b), and (c) and list the benefits in the
order shown in this rule. For purposes of this section,
"structure, language, and format" means style, arrangement and
overall content of a benefit.

(4) through (5)(e)(i) remain the same.

(i) the medicare part A deductible, skilled nursing
facility care, medically necessary emergency care in a foreign
country, and preventive medical care as defined in ARM
6.6.507(4)(b)(ix) :

(f) through (i)(ii) remain the same.

(i) the outpatient prescription drug benefit may not

be included in a medicare supplement policy or certificate

sold after December 31, 2005.
(j) through (j)(ii) remain the same.
(i) _the outpatient prescription drug benefit may not

be included in a medicare supplement policy or certificate

sold after December 31, 2005.
(k) through (k)(ii) remain the same.
(i) the outpatient prescription drug benefit shall not

be included in a medicare supplement policy or certificate

sold after December 31, 2005.
(1) through (I)(ii) remain the same.
(i) _the outpatient prescription drug benefit may not

be included in a medicare supplement policy or certificate

sold after December 31, 2005.
(6) The following descriptions detail the contents of

two medicare supplement plans mandated by the MMA:
(a) standardized medicare supplement benefit plan K must

consist of only those benefits described in ARM
6.6.507(4)(c)(ii); and
(b) standardized medicare supplement benefit plan L must

consist of only those benefits described in ARM
6.6.507(4)(c)(ii).

(7) _An issuer may, with the prior approval of the
commissioner, offer policies or certificates with new or
innovative benefits in addition to the benefits provided in a

policy or certificate that otherwise complies with the
applicable standards. The new or innovative benefits may

include benefits that are appropriate to medicare supplement

insurance, new or innovative, not otherwise available, cost-

effective, and offered in a manner which is consistent with

the goal of simplification of medicare supplement policies.

After December 31, 2005, the innovative benefit shall not
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include an outpatient prescription drug benefit.

AUTH: 33-1-313, 33-22-904, MCA
IMP: 33-22-902, 33-22-904 and 33-22-905, MCA

6.6.507B OPEN ENROLLMENT (1) through (3) remain the
same.
(4) This rule must not be construed as preventing the
exclusion of benefits under a policy, except as provided in
(2) and (3) and ARM 6.6.507C and _ 6.6.522 and——6.6.507B(2)-and——
3)— during the first six months, based on a preexisting
condition for which the policyholder or certificateholder
received treatment or was otherwise diagnosed during the six
months before it became effective.

AUTH: 33-1-313, 33-22-904 and 33-22-905, MCA
IMP: 33-22-902 and 33-22-904, MCA

6.6.507C GUARANTEED ISSUE FOR ELIGIBLE PERSONS

(1) remains the same.

(a) Eligible persons are those individuals described in
(2) who enroll under the policy during the period specified in
(3) and who submit evidence of the date of termination, _ O
disenrollment, or medicare part D enrollment with the
application for a medicare supplement policy.

(b) through (b)(ii) remain the same.

(iii) shall may not impose an exclusion of benefits
based on a preexisting condition under such a medicare
supplement policy.

(c) if an eligible person who originally purchased an
issue-age rated plan and then applies for another issue-age
plan from the same issuer on a guaranteed issue basis, that
Issuer must rate the replacement policy or certificate using
the age at which the original policy or certificate being
replaced was rated.

(2) through (2)(a)(ii) remain the same.

(b) T —t he individual is enrolled with a medicare+choice
medicare advantage organization under a medicare+echoice————
medicare advantage plan under part C of medicare, and any of
the following circumstances apply, or the individual is 65
years of age or older and is enrolled with a program of all-
inclusive care for the elderly (PACE) provider under section
1894 of the Social Security Act, and there are circumstances
similar to those described below that would permit
discontinuance of the individual's enrollment with such

provider if such individual were enrolled in a medicare+choice
plan:

(i) through (c) remain the same.

(i)_one of the following organizations:

H—(A) an eligible organization under a contract under
section 1876 of the Social Security Act (medicare risk-eF——
cost);

(i) remains the same, but is renumbered (B).

(#——(C)_ an organization under an agreement under
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section 1833(1)(A) of the Social Security Act (health care
prepayment plan); or
twv—(D) an organization under a medicare select policy,

and

(ii) the enrollment ceases under the same circumstance
that would permit discontinuance of an individual's election
of coverage under (2)(b).

(d) through (e) remain the same.

(i) subsequently enrolls, for the first time, with any

: medicare advantage organization under a
medicare+choice— medicare advantage plan under part C of
medicare, any eligible organization under a contract under
section 1876 of the Social Security Act (medicare risk or
cost), any similar organization operating under demonstration
project authority, any PACE provider under section 1894 of the
Social Security Act, an organization under an agreement under
section 1833(a)(1)(A) (health care prepayment plan), or a
medicare select policy; and

(if) remains the same.

() T —theindividual, upon first becoming enrolled in
eligible for benefits under medicare part B — A ferbenefits— at
age 65 or-elder——, enrolls in a medicare+cheice—— medicare
advantage plan under part C of medicare, or with a PACE
provider under section 1894 of the Social Security Act, and
disenrolls from the plan or program by not later than 12
months after the effective date of enrollment.

(q) the individual enrolls in a medicare part D plan
during the initial enrollment period and, at the time of
enrollment in part D, was enrolled under a medicare supplement

policy that covers outpatient prescription drugs and the
individual terminates enrollment in the medicare supplement
policy and submits evidence of enrollment in medicare part D
along with the application for a policy described in

(5)(d)(ii).

(3) The following describes the guaranteed _ issue time
periods in the case of:

(&) an individual described in (2)(a), the guaranteed
issue period begins on the later of:

(i) the date the individual receives a notice of
termination or cessation of some or all supplemental health
benefits (or, if a notice is not received, notice that a claim
has been denied because of such a termination or cessation);
or :

(i) the date that the applicable coverage terminates’or

ceases; and

(iii) _ends 63 days after the applicable notice;

(b) remains the same.

(c) anindividual described in (2)(d)(i), the guaranteed
issue period begins on the earlier of:

() through (d) remain the same.

(e) _an individual described in (2)(q), the guaranteed
issue period begins on the date the individual receives notice

pursuant to section 1882(v)(2)(B) of the Social Security Act
from the medicare supplement issuer during the 60 day period
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immediately preceding the initial part D enrollment period and

ends on the date that is 63 days after the effective date of

the individual's coverage under medicare part D; and
(e) remains the same, but is renumbered (f).
(4) through (5) remain the same.
(&) an eligible person defined in (2)(a), (b), or (c) is
entitled to the issuance of a medicare supplement policy with
any level of benefits up to the level of the previous policy
without underwriting offered by any issuer . If such an
eligible person chooses a medicare supplement policy with a
higher level of benefits than the previous policy, the issuer
may underwrite the new policy;
(b) an eligible person defined in (2)(d) is entitled to
the issuance of the same medicare supplement policy in which
the eligible person was most recently enrolled, if available
from the issuer, or, if not so available, a policy described
in (5)(a); and
(c) subject to (5)(d), an eligible person defined in

subsections— (2)(e) and (f) is entitled to the issuance of
shallinelude——— any medicare supplement policy offered by any
issuer. —;_

(d) after December 31, 2005, an individual who was most

recently enrolled in a medicare supplement policy with an

outpatient prescription drug benefit and who elects to enroll

in part D, is entitled to the issuance of a medicare
supplement policy described as follows:
(i) the same policy from the same issuer but modified to

remove outpatient prescription drug coverage; or
(ii) at the election of the policyholder, an A, B, C, D,

E, F (including F with high deductible), G, K, or L policy

that is offered by any issuer.
(6) through (6)(b) remain the same.

AUTH: 33-1-313, 33-22-904 and 33-22-905, MCA
IMP: 33-22-902, 33-22-904 and 33-22-905, MCA

6.6.508 LOSS RATIO STANDARDS AND REFUND OR CREDIT OF

PREMIUM(1) and (1)(a) remain the same.
(i) atleast 75% of the aggregate amount of premiums
earned in the case of group policies, calculated on the basis
of incurred claims experience or incurred health care expenses
where coverage is provided by a health care maintenance
organization on a service rather than reimbursement basis and
earned premiums for such period and in accordance with
accepted actuarial principles and practices; or —
(ii) at least 65% of the aggregate amount of premiums
earned in the case of individual policies, calculated on the
basis of incurred claims experience or incurred health care
expenses where coverage is provided by a health maintenance
organization on a service rather than reimbursement basis and
earned premiums for such period and in accordance with
accepted actuarial principles and practices; or -
(i) incurred health care expenses where coverage is

provided by a health maintenance organization must not
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include:

(A) home office and overhead costs;

(B) advertising costs;

(C) commissions and other acquisition costs;

(D) taxes;

(E) capital costs;

(F) administrative costs; and

(G) claims processing costs.

(b) through (2) remain the same.

(a) the data contained in the reporting form contained
in Appendix A of the NAIC Model Regulation To Implement The
NAIC Medicare Supplement Insurance Minimum Standards Model
Act, April 2001 [see new rule [] , for each type in a standard

medicare supplement benefit plan. These forms-may-be-obtained———————

N A0 Halan
> o

(b) if, on the basis of the experience as reported, the
benchmark ratio since inception (ratio 1) exceeds the adjusted
experience ratio since inception (ratio 3), then a refund or
credit calculation is required. The refund calculation (see
[New Rule 1]) must be done on a statewide basis for each type
in a standard medicare supplement benefit plan.

(c) through (3)(a)(ii) remain the same.

(A) the experience used to calculate an expected loss
ratio must be the separate experience of any plan. If there
is more than one plan H, |, or J because of the requirements
of the MMA, the experience of each plan issued before [the
effective date of these amendments], and of each H, I, or J
plan of any type issued on or after this date must be combined
for the purpose of determining the expected loss ratio. The
experience must also be provided separately for each of these
plans for the department's records.

(iii) through (4) remain the same.

AUTH: 33-1-313, 33-22-904, and 33-22-906, MCA
IMP: 33-15-303, 33-22-902 and 33-22-906, MCA

6.6.508A FILING AND APPROVAL OF POLICIES AND
CERTIFICATES AND PREMIUM RATES (1) An issuer shall
deliver, or issue for delivery, _ apolicy or certificate to a
resident of this state unless the policy form or certificate
has been filed with and approved by the commissioner in
accordance with filing requirements and procedures prescribed
by the commissioner.

(a) and (b) remain the same.

(2)_An issuer must file any riders or amendments to
policy or certificate forms to delete outpatient prescription
drug benefits as required by the MMA, only with the
commissioner in the state in which the policy or certificate
was issued.

(2) remains the same, but is renumbered (3).

(3)—(4) _ Except as provided in (4) __ (a), anissuer shall not
file for approval more than one form of a policy or
certificate of each type for each standard medicare supplement
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benefit plan. Forms H, |, and J may be approved both with and

without outpatient prescription drug coverage.

(a) through (a)(iv) remain the same.

(b) F —f or the purposes of this rule, a "type" means an
individual policy, a group policy, an individual medicare
select policy, or a group medicare select policy.

(4) remains the same, but is renumbered (5).

(a) remains the same.

(b) A —anissuer that discontinues the availability of a
policy form or certificate form pursuant to (4) —(5) (a) shat——
may not file for approval a new policy form or certificate
form of the same type for the same standard medicare
supplement benefit plan as the discontinued form for a period
of five years after the issuer provides notice to the
commissioner of the discontinuance. The period of
discontinuance may be reduced if the commissioner determines
that a shorter period is appropriate.

(c) through (d)(iii) remain the same.

(5) remains the same, but is renumbered (6).

(a) remains the same.

(7)_An issuer may not present for filing, or approval, a

rate structure for its medicare supplement policies and
certificates issued after [the effective date of the amendment

of this rule] based upon a structure or methodology with any
groupings of attained ages greater than one year. The ratio
between rates for successive ages must increase smoothly as
age increases.

AUTH: 33-1-313, 33-22-904, 33-22-905 and 33-22-906, MCA
IMP: 33-22-904 and 33-22-906, MCA

6.6.509 REQUIRED DISCLOSURE PROVISIONS (1) through (5)
remain the same.

(6) Issuers of accident and sickness policies or
certificates or subscriber contracts that provide hospital or
medical expense coverage on an expense incurred or indemnity
basis to persons eligible for medicare must provide to such
applicants a medicare supplement "buyer's guide”. This may be
the pamphlet entitled "Guide to Health Insurance for People
with Medicare," developed jointly by the national association
of insurance commissioners and the health car
administration—— center for medicaid and medicare services (CMS)

of the U.S. department of health and human services, or any

reproduction or official revision of that pamphlet in a type

size no smaller than 12 point type. The "buyer’s guide" must

conform to the language, format, type size, type proportional

spacing, bold character, and line spaces as specified in

Appendix C of the NAIC Model Regulation (see [New Rule IIl]) T
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Number HCFA-02110-.

(@) through (7)(d) remain the same.

(8) lIssuers shall comply with any notice requirements of
the MMA.

(8) remains the same, but is renumbered (9).

(a) remains the same.

(b) T —t he outline of coverage provided to applicants
consists of a cover page, premium information, disclosure
pages, and charts displaying the features of each benefit plan
offered by the issuer. The outline of coverage must be in the
language and format prescribed below in no less than 12 point
type. All plans A-J —L shall— must be shown on the cover page,
and the plans that are offered by the issuer must be
prominently identified. Premium information for plans that
are offered must be shown on the cover page or immediately
following the cover page and must be prominently displayed.
The premium and mode shall be stated for all plans that are
offered to the prospective applicant. All possible premiums
for the prospective applicant must be illustrated.

(c) The following items must be included in the outline
of coverage in the order prescribed below:

[COMPANY NAME]
Outline of Medicare Supplement Coverage-Cover Page: 1 of 2
Benefit Plan(s) [insert letter(s) of plan(s) being offered]

These charts __ shows—

the benefits included in each of the standard medicare
supplement plans _. Every company must make available plan A.
Some plans may not be available in your state.

See Outline of Coverage sections for details about ALL plans

Basic Benefits: — for Plan A-J: Included-in-Al-Plans——————
Hospitalization: Part A coinsurance plus coverage for 365

additional days after Medicare benefits end.

Medical Expenses: Part B coinsurance (generally 20% of

Medicare-approved expenses), or, in the-case-ef-hespital————————
system;-applicable——— co-—payments for hospital outpatient

services .
Blood: First three pints of blood each year.
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A B C D E
Basic Basic Basic Basic Basic
Benefits Benefits Benefits Benefits Benefits
Skilled Skilled Skilled
Nursing Nursing Nursing
Facility Facility Facility
Co-insurance Co-insurance Co-insurance
Part A Part A Part A Part A
Deductible Deductible Deductible Deductible
Part B
Deductible
Foreign Foreign Foreign
Travel Trave Trave
Emergency Emergency Emergency
\t-Home
Recovery
Preventive
Care NOT
covered by
Medicare
F [ F* G H I J J¥
Basic Basic Basic Basic Basic
Benefits Benefits Benefits Benefits Benefits
Skilled Skilled Skilled Skilled Skilled
Nursing Nursing Nursing Nursing Nursing
Facilit Facilit Facilit Facilit Facilit
Co-Hi nsurance Co-Hi nsurance Co-Hi nsurance Co-Hi nsurance Co-Hi nsurance
Part A Part A Part A Part A Part A
Deductible Deductible Deductible Deductible Deductible
Part B Part B
Deductible Deductible
Part B Excess Part B Excess Part B Excess Part B Excess
(100%) (80%) (100%) (100%)
Foreign Foreign Foreign Foreign Foreign
Trave Trave Trave Trave Trave
Emergency Emergency Emergency Emergency Emergency
At-Home At-Home At-Home
Recovery Recovery Recovery
8931—259— $4:260—
Hpih— Hpih— Hab—
Preventive
Care NOT
covered by
medicare

*Plans F and J also have an option called a high deductible
plan F and a high deductible plan J. These high deductible
plans pay the same or offerthe same——— benefits as plans F and J

after one has paid a calendar year $1650

Benefits from high deductible plans F and J will not begin
——exceed $1650-$1730 . Out-of-
pocket expenses for this deductible are expenses that would
ordinarily be paid by the policy. These expenses include the
Medicare deductibles for Part A and Part B, but do not

until out-of-pocket expenses are

13-7/14/05
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include, in-pland———— the plan's separate prescription-drug

g foreign
travel emergency deductible.

[COMPANY NAME]

Outline of Medicare Supplement Coverage - Cover Page 2

Basic Benefits for Plans K and L: include similar services as

plans A-J, but cost-sharing for the basic benefits is at
different levels.

J K** L**

Basic 100% of Part A 100% of Part A _

Benefits hospitalization coinsurance hospitalization coinsurance
plus coverage for 365 days plus coverage for 365 days
after Medicare benefits end after Medicare benefits end
50% hospice cost-sharing 75% hospice cost-sharing
50% of medicare-eligible 75% of Medicare-eligible

expenses for the first three expenses for the first three

pints of blood
50% Part B coinsurance,

pints of blood
/5% Part B coinsurance,

except 100% coinsurance for

except 100% coinsurance for

Part B preventive services

Part B preventive services

Skilled
Nursing

50% _Skilled Nursing
Facility Coinsurance

/5% Skilled Nursing
Facility Coinsurance

Coinsurance

Part A _ 50% Part A Deductible 75% Part A Deductible
Deductible

Part B
Deductible

Part B Excess
100%)

Forelqn
Trave

Emergency

At-Home
Recovery

Preventive
Care NOT

covered by
Medicare

$[4000] Out of Pocket Annual $[2000] Out of Pocket Annual

Limit*** Limit***

**Plans K and L provide for different cost-sharing for items

and services than Plan A - J.
Once you reach the annual limit, the plan pays 100% of the

Medicare copayments, coinsurance, and deductibles for the rest
of the calendar year. The out-of-pocket annual limit does NOT

include charges from your provider that exceed Medipare-
approved amounts, called "Excess Charges". You will be
responsible for paying excess charges.

***The out-of-pocket annual limit will increase each year for

inflation.

See Outlines of Coverage for details and exceptions.
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(9) and (10) remain the same, but are renumbered (10) and

AUTH: 33-1-313, 33-22-904 and 33-22-907, MCA
IMP: 33-15-303 and 33-22-902, 33-22-904 and 33-22-907,
MCA

6.6.510 REQUIREMENTS FOR APPLICATION FORMS AND
REPLACEMENT COVERAGH) Application forms must include the
following questions designed to elicit information as to
whether, as of the date of application, the applicant

currently has anether—— medicare supplement, _ o medicare
advantage, medicaid coverage, or another other— health policy

or certificate in force or whether a medicare supplement
policy or certificate is intended to replace any other

accident and sickness policy or certificate presently in

force. A supplementary application or other form to be signed
by the applicant and producer containing such questions and
statements as the following may be used:

(@) (STATEMENTS)

(1) through (3) remain the same.

(4) If, after purchasing this policy, you become
eligible for medicaid, Tt he benefits and premiums under your
medicare supplement policy must be suspended if requested
during your entitlement to benefits under medicaid for 24
months. You must request this suspension within 90 days of
becoming eligible for medicaid. Upon receipt of timely
notice, the issuer must either return to the policyholder or
certificateholder that portion of the premium attributable to
the period of medicaid eligibility or provide coverage to the
end of the term for which premiums were paid, at the option of
the insured, subject to adjustment for paid claims. If you
are no longer entitled to medicaid, your suspended medicare

supplement _ policy (or, if that is no longer available, a
substantially equivalent policy) will be reinstated if
requested within 90 days of losing medicaid eligibility. If

the medicare supplement policy provided coverage for
outpatient prescription drugs and you enrolled in medicare

part D while your policy was suspended, the reinstated policy

will not have outpatient prescription drug coverage, but will

otherwise be substantially equivalent to your coverage before

the date of the suspension.
(5) If you are eligible for and have enrolled in a
medicare supplement policy by reason of disability and you

later become covered by an employer or union-based group
health plan, the benefits and premiums under your medicare

supplement policy can be suspended, if requested, while you

are covered under the employer or union-based group health

plan. If you suspend your medicare supplement policy under

these circumstances, and later lose your employer or union-

based group health plan, your suspended medicare supplement
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policy (or, if that is no longer available, a substantially
equivalent policy) will be reinstated if requested within 90
days of losing your employer or union-based group health plan.
If the medicare supplement policy provided coverage for
outpatient prescription drugs and you enrolled in medicare
part D while your policy was suspended, the reinstated policy
will not have prescription drug coverage, but will otherwise
be substantially equivalent to your coverage before the date
of suspension.

(5) remains the same, but is renumbered (6).

(b) (QUESTIONS)

If you lost or are losing other health insurance coverage
and received a notice from your prior insurer saying you were
eligible for guaranteed issue of a medicare supplement policy,
or that you had certain rights to buy such a policy, you may
be quaranteed acceptance in one or more of our medicare
supplement plans. Please include a copy of the notice from
your prior insurer with your application. PLEASE ANSWER ALL
QUESTIONS.

[Please mark yes or no below with an "X"]

To the best of your knowledge:

(1)(a) Did you turn age 65 in the last 6 months?
YES NO
(b) Did you enroll in medicare part B in the last 6
months? YES NO
(c)_If yes, what is the effective date?
(d) Did you enroll in medicare part C in the last 6
months? YES NO
(e)_If yes, what is the effective date?
(f)_Did you enroll in medicare part D in the last 6
months? YES NO
(g)_If yes, what is the effective date?
(2) _Are you covered for medical assistance through the
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state medicaid program?

[NOTE TO APPLICANT: If you are participating in a "spend-

down" program and have not met your "share of cost," please

answer NO to this question.] YES NO If yes,
(a)_Will medicaid pay your premiums for this medicare
supplement policy? YES NO

(b) Do you receive any benefits from medicaid other than

payments toward your medicare part B premium?
YES NO
(3)(a) If you had coverage from any medicare plan other

than original medicare within the past 63 days (for example, a

medicare advantage plan, or a medicare HMO or PPQ), fill in

your start and end dates below. If you are still covered

under this plan, leave "END" blank. Start [/ End

I S
(b) If you are still covered under the medicare plan, do

vou intend to replace your current coverage with this new

medicare supplement policy?
(c) Was this your first time in this type of medicare

plan? YES NO
(d) Did you drop a medicare supplement policy to enroll

in the medicare plan? YES NO
(4)(a) Do you have another medicare supplement policy in

force? YES NO_
(b) _If so, with what company, and what plan do you have

[optional for direct mailers]?

(c)_If so, do you intend to replace your current
medicare supplement policy with this policy?

(5) _Have you had coverage under any other health
insurance within the past 63 days? (For example, an employer,

union, or individual plan.) YES NO
(a) _If so, with what company and what kind of policy?

(b) What are your dates of coverage under the other

policy? Start / / End [/
(If you are still covered under the other policy, leave
"end" blank.)

(2) through (5) remain the same, but are renumbered (6)
through (9).
(c) NOTICE TO APPLICANT REGARDING REPLACEMENT
OF MEDICARE SUPPLEMENT INSURANCE
OR MEDICARE ADVANTAGE

(Insurance Company's Name and Address)
SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE.

According to (your application) (information you have
furnished), you intend to terminate existing Medicare or
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Medicare advantage supplement insurance and replace it with a
policy to be issued by (Company Name). Your new policy will
provide 30 days within which you may decide without cost

whether you desire to keep the policy.

You should review this new coverage carefully. Compare it

with all accident and sickness coverage you now have.

Terminate your present policy only if, after due

consideration, you find that purchase of this Medicare

supplement or Medicare advantage coverage is a wise decision.
STATESTATEMENTTO APPLICANT BY ISSUER, OR PRODUCER:

| have reviewed your current medical or health insurance
coverage. To the best of my knowledge, this medicare
supplement policy will not duplicate your existing medicare

supplement or, if applicable, medicare advantage coverage

because you intend to terminate your exi_stinq medicare
supplement coverage or leave your medlcar_e advantaqe plan.

7 The
replacement policy is being purchased for the following
reason(s) (check one):

Additional benefits.

No change in benefits, but lower premiums.

Fewer benefits and lower premiums.

Other. (please specify)

My plan has outpatient prescription drug
coverage and | am enrolling in part D.

Disenrollment from a medicare advantage plan.

Please explain reason for disenrollment. [optional only for

direct mailers.]

(1) Note: If the issuer of the Medicare supplement

policy being applied for does not, or is otherwise prohibited

from imposing pre-existing condition limitations, please skip

to statement (2) below. Health conditions which you may
presently have (pre-existing conditions) may not be
iImmediately or fully covered under the new policy. This could
result in denial or delay of a claim for benefits under the
new policy, whereas a similar claim might have been payable
under your present policy.

(2) through (3) remain the same.

AUTH: 33-1-313, 33-22-904 and 33-22-907, MCA
IMP: 33-15-303, 33-22-904, 33-22-907, 33-22-921, 33-22-
922, 33-22-923 and 33-22-924, MCA

6.6.511 SAMPLE FORMS OUTLINING COVERAGE (1) The
following amounts, as published in the Federal Register,

volume-61,-page 56690,-1996,— for services furnished in the
MAR Notice No. 6-160 13-7/14/05
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current  calendar year 1997 under medicare's hospital insurance
program (medicare part A), shall must apply to the charts for
plans A throughJ  —L in (2)(b) through (2)(k —3)(m) . In each
chart, the rule cited in brackets as ARM [6.6.511(1)(a)],

6.6.511(1)(b)], [6.6.511(1)(c)], _ 6r—[6.6.511(1)(d)],
[6.6.511(1)(e)], [6.6.511(1)(f)], [6.6.511(1)(0)],

[6.6.511(1)(h)], [6.6.511(1)(1)], or [6.6.511(1)(})].

represents the dollar amount specified in the cited rule

subsection. The issuer must replace each bracket and rule

cite with the correct dollar amount contained in the cited

rule subsection when the issuer prints the charts:

(@) inpatient hospital deductible = $840.00 912.00 ;
(b) daily coinsurance amount for the 61st through 90th
days of hospitalization in a benefit period = $210.00 228.00 ;

(c) daily coinsurance amount for lifetime reserve days =
$420.00-456.00 ;

(d) daily coinsurance amount for the 21st through 100th
days of extended care services in a skilled nursing facility
in a benefit period = $105.00 —114.00;

(e) 50% of inpatient hospital deductible = $456.00;

(f) 75% of inpatient hospital deductible = $684.00;

(a) 25% of inpatient hospital deductible = $228.00;

(h) 50% of daily coinsurance amount for the 21st through

100th days of extended care services in a skilled nursing
facility in a benefit period = $57.00;
(i) 75% of daily coinsurance amount for the 21st through

100th days of extended care services in a skilled nursing
facility in a benefit period = $85.50;
() 25% of daily coinsurance amount for the 21st through

100th days of extended care services in a skilled nursing
facility in a benefit period = $28.50.
(2) and (2)(a) remain the same.
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PLAN A

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on

the first day you receive service as an inpatient

in a hospital and ends after you have been out of the hospital and have not

received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies $[6.6.511(1)
(@)] (Part A
First 60 days All but $0 deductible)
$[6.6.511(1)(a)]
61st thru 90th day All but $[6.6.511(1) $[6.6.511(b)]
(b)] a day a day $0
91st day and after:
---While using 60 All but $[6.6.511(1) $[6.6.511(1)(c)]
lifetime reserve days (c)] a day a day $0
---Once lifetime reserve 100% of Medicare
days are used: eligible
---Additional 365 days $0 expenses $O**
---Beyond the additional
365 days $0 $0 All costs
SKILLED NURSING
FACILITY CARE*
You must meet Medicare’s
requirements, including
having been in a hospital
for at least 3 days and
entered a Medicare-approved
facility within 30 days
after leaving the hospital
First 20 days
All approved amounts $0 $0
21st thru 100th day Up to
All but $[6.6.511(1) $0 $[6.6.511(1)
101st day and after (d)]/ —aday (d)] a day
$0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available as long as your All but very limited
doctor certifies you are coinsurance for out-
terminally ill and you patient drugs and
elect to receive these inpatient respite
services care $0 Balance

** When your Medicare Part A hospital benefits are exhausted, the insurer

stands in the place of Medicare and will pay whatever amount Medicare would

have paid for up to an additional 365 days as provi

ded in the policy's "Core

Benefits." During this time the hospital is prohib

ited from billing you for

the balance based on any di

fference between its billed charges and the amount

Medicare would have paid.
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PLAN A

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

_100]_ of Medicare-approved amounts for covered

*Once you have been billed $[
services (which are noted w
been met for the calendar year.

ith an asterisk), your Part B deductible will have

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL AND

such as physician's services,
inpatient and outpatient
medical and surgical services
and supplies, physical and
speech therapy, diagnostic
tests, durable medical
equipment,
First ] _100] of Medicare
approved amounts*
Remainder of Medicare
approved amounts

PartB-excess-eharges——
(Abeve-Medicare-approved——
ameunts)—

OUTPATIENT HOSPITAL TREATMENT,

$0
Generally 80%

%0

$0
Generally 20%

$0

$[ 100]_(Part B
deductible)

$0

Allcosts——

Part B Excess Charges
(Above Medicare approved
amounts)

$0

$0

All costs

BLOOD

First 3 pints

Next $[ _100] of Medicare
approved amounts*

Remainder of Medicare
approved amounts

$0
$0
80%

All costs
$0
20%

$0
$[ 100]_(Part B
deductible)

$0

CLINICAL LABORATORY
SERVICES -- BL66B- TESTS
FOR DIAGNOSTIC SERVICES

100%

$0

$0

PARTS A&B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE
MEDICARE APPROVED SERVICES
---Medically necessary skilled
care services and medical
supplies
---Durable medical equipment
First $[ _100]_ of Medicare
approved amounts*
Remainder of Medicare
approved amounts

100%

$0
80%

$0

$0
20%

$0

$[ 100]_(Part B
deductible)

$0
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() PLAN B

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient

in a hospital and ends after you have been out of the hospital and have not

received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and miscel- $[6.6.511(1)(a)]
laneous services and All but (Part A
supplies $[6.6.511(1)(a)] deductible) $0
First 60 days
All but $[6.6.511(1) $[6.6.511(1)(b)]
61st thru 90th day (b)] a day a day $0
91st day and after: All but $[6.6.511(1) $[6.6.511(1)(c)]
---While using 60 (c)] aday a day $0
lifetime reserve days
---Once lifetime reserve 100% of Medicare
days are used: $0 eligible expenses $0**
---Additional 365 days
---Beyond the additional $0 $0 All costs
365 days
SKILLED NURSING
FACILITY CARE*
You must meet Medicare’s
requirements, including
having been in a hospital
for at least 3 days and
entered a Medicare-approved
facility within 30 days
after leaving the hospital
First 20 days All approved amounts $0 $0
Up to
$[6.6.511(
21st thru 100th day All but $[6.6.511(1) 1)(d)]
(d)]/ —a_ day $0 a day
101st day and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available as long as your All but very limited
doctor certifies you are coinsurance for out-
terminally ill and you elect patient drugs and
to receive these services inpatient respite
care $0 Balance
**_ When your Medicare Part A hospital benefits are exhausted, the insurer

stands in the place of Medicare and will pay whatever amount Medicare would

have paid for up to an additional 365 days as provi

ded in the policy's "Core

Benefits." During this time the hospital is prohib

ited from billing you for

the balance based on any di fference between its billed charges and the amount

Medicare would have paid.
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PLAN B

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

_100]_ of Medicare-approved amounts for covered

*Once you have been billed $[

services (which are noted w ith an asterisk), your Part B deductible will have

been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician's services,
inpatient and outpatient
medical and surgical services
and supplies, physical and
speech therapy, diagnostic
tests, durable medical
equipment,
First ] _100] of Medicare
approved amounts*
Remainder of Medicare
approved amounts

Par—tB-excess-charges——
(Abeve-Medicare-approved———
ameunAts—

$0
Generally 80%

$0
Generally 20%

$0

$[ 100]_(Part B
deductible)

$0

Allcosts——

Part B Excess Charges
(Above Medicare approved
amounts)

$0

All costs

BLOOD

First 3 pints

Next $[ _100] of Medicare
approved amounts*

Remainder of Medicare
approved amounts

$0

80%

All costs

$0

20%

$0

$[ 100]_(Part B
deductible)

$0

CLINICAL LABORATORY
SERVICES -- B-66B- TESTS
FOR DIAGNOSTIC SERVICES

100%

$0

$0

PARTS A&B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE
MEDICARE APPROVED SERVICES
---Medically necessary
skilled care services and
medical supplies
---Durable medical equipment
First $[ _100]_ of Medicare
approved amounts*
Remainder of Medicare
approved amounts

100%

$0
80%

$0

$0
20%

$0

$[ 100]_(Part B
deductible)

$0
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PLAN C

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on

received skilled care in any other facility for 60 days in a row.

the first day you receive service as an inpatient
in a hospital and ends after you have been out of the hospital and have not

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and $[6.6. 511(1)(a)]
supplies (Part A
First 60 days All but $[6.6.511(1)(a)] deductible) $0
61st thru 90th day All but $[6.6.511(1) $[6 6.511(1)(b)]
(b)] a day a day $0
91st day and after:
---While using 60 All but $[6.6.511(1) $[6 6.511(1)(c)]
lifetime reserve days (c)] a day a day $0
---Once lifetime reserve
days are used: 100% of Medicare
---Additional 365 days $0 eligible expenses $0**
---Beyond the additional
365 days $0 $0 All costs
SKILLED NURSING
FACILITY CARE*
You must meet Medicare’s
requirements, including
having been in a hospital
for at least 3 days and
entered a Medicare-approved
facility within 30 days
after leaving the hospital
First 20 days
All approved amounts $0 $0
21st thru 100th day Up to
All but $[6.6.511(1) [6 6.511(1)(d)]
101st day and after (d)]/ —a_ day a day $0
$0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available as long as your All but very limited
doctor certifies you are coinsurance for out-
terminally ill and you patient drugs and
elect to receive these inpatient respite care
services $0 Balance

** When your Medicare Part A hospital benefits are exhausted, the insurer

stands in the place of Medicare and will pay whatever amount Medicare would

have paid for up to an additional 365 days as provi

ded in the policy's "Core

Benefits." During this time the hospital is prohib

ited from billing you for

the balance based on any di

fference between its billed charges and the amount

Medicare would have paid.
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PLAN C

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $[
services (which are noted w
been met for the calendar year.

_100]_ of Medicare-approved amounts for covered

ith an asterisk), your Part B deductible will have

SERVICES

MEDICARE PAYS PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL AND

such as physician's services,
inpatient and outpatient
medical and surgical services
and supplies, physical and
speech therapy, diagnostic
tests, durable medical
equipment,
First ] _100]_ of Medicare
approved amounts*
Remainder of Medicare
approved amounts

PartB-excess-eharges——
(Abeve-Medicare-approved——
ameunts)—

OUTPATIENT HOSPITAL TREATMENT,

$[ 100]_(Part B
$0 deductible)

Generally 80% Generally 20%

$9 $9

$0
$0

Allcosts——

Part B Excess Charges
(Above Medicare approved
amounts)

$0 $0

All costs

BLOOD

First 3 pints

Next $[ _100] of Medicare
approved amounts*

Remainder of Medicare
approved amounts

$0 All costs
$[ 100]_(Part B
$0 deductible)

80% 20%

$0
$0
$0

CLINICAL LABORATORY
SERVICES -- BL66B- TESTS
FOR DIAGNOSTIC SERVICES

100% $0

$0

PARTS A&B

HOME HEALTH CARE
MEDICARE APPROVED SERVICES
---Medically necessary skilled
care services and medical
supplies
---Durable medical equipment
First $[ _100]_ of Medicare
approved amounts*
Remainder of Medicare
approved amounts

100% $0

$[ 100]_(Part B
$0 deductible)

80% 20%

$0

$0
$0
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PLAN C

OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL -
NOT COVERED BY MEDICARE,
Medically necessary emergency
care services beginning during
the first 60 days of each trip
outside the USA

First $250 each calendar

year

Remainder of charges

$0

$0

$0

80% to a lifetime
maximum benefit
of $50,000

$250

20% and amounts
over the

$50,000

lifetime

maximum
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PLAN D

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT YEAR

*A benefit period begins on

the first day you receive service as an inpatient

in a hospital and ends after you have been out of the hospital and have not

received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and $[6.6.511(1)(a)]
supplies All but (Part A deductible)
First 60 days $[6.6.511(1)(a)] $0
61st thru 90th day All but $[6.6.511(1)(b)] a
$[6.6.511(1)(a)] a day
day $0
91st day and after: All but $[6.6.511(1)(c)] a
---While using 60 lifetime $[6.6.511(1)(c)] a day
reserve days day $0
---Once lifetime reserve
days are used: 100% of Medicare
---Additional 365 days $0 eligible expenses
$0 $O**
---Beyond the additional 365 $0 All costs
days
SKILLED NURSING FACILITY
CARE*
You must meet Medicare's
requirements, including
having been in a hospital
for at least 3 days and
entered a Medicare-approved
facility within 30 days
after leaving the hospital
First 20 days All approved $0 $0
amounts
21st thru 100th day All but Upto
$[6.6.511(1)(d)] $[6.6.511(1)(d)]
ta day a day $0
101st day and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE All but very
Available as long as your limited
doctor certifies you are coinsurance for
terminally ill and you elect outpatient drugs
to receive these services and inpatient
respite care $0 Balance

*NOTICE: When your Medicare Part A hospital benefits are exhausted, the

insurer stands in the place of

Medicare and will pay whatever amount Medicare

would have paid for up to an additional 365 days as

provided in the policy's

"Core Benefits." During this time the hospital is prohibited from billing

you for the balance based on any difference between its billed charges and

the amount Medicare would have paid.
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PLAN D
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $[ _100]_ of Medicare-approved amounts for covered
services (which are noted w ith an asterisk), your Part B deductible will have
been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as physician's services,
inpatient and outpatient
medical and surgical services
and supplies, physical and
speech therapy, diagnostic
tests, durable medical
equipment,
First ] _100] of Medicare
approved amounts* $[ 100]_(PartB
Remainder of Medicare $0 $0 deductible)
approved amounts
PartB-excess-eharges——
(Abeve-Medicare-approved——
ameunts)—

Generally 80% Generally 20% $0

$6 $6 Allcosts——

Part B Excess Charges
(Above Medicare approved
amounts) $0 $0 All costs

BLOOD

First 3 pints $0 All costs $0

Next $[ _100]_ of Medicare $[ 100]_(Part B
approved amounts* $0 $0 deductible)

Remainder of Medicare
approved amounts 80% 20% $0

CLINICAL LABORATORY
SERVICES -- BLOOB- TESTS
FOR DIAGNOSTIC SERVICES 100% $0 $0
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PLAN D
PARTS A&B

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
---Medically necessary skilled
care services and medical
supplies 100% $0 $0
---Durable medical equipment

First ]  _100] of Medicare $[ 100]_(PartB
approved amounts* $0 $0 deductible)
Remainder of Medicare
approved amounts* 80% 20% $0
AT-HOME RECOVERY SERVICES-NOT
COVERED BY MEDICARE
Home care certified by your
doctor, for personal care
during recovery from an injury
or sickness for which Medicare
approved a Home Care Treatment
Plan Actual charges to
---Benefit for each visit $0 $40 a visit Balance
Up to the number
---Number of visits covered of Medicare
(must be received within 8 approved visits,
weeks of last Medicare not to exceed 7
approved visit) $0 each week
---Calendar year maximum $0 $1,600
OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
FOREIGN TRAVEL - NOT COVERED
BY MEDICARE
Medically necessary emergency
care services beginning during
the first 60 days of each trip
outside the USA
First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime 20% and amounts

maximum benefit of
$50,000

over the
$50,000
lifetime
maximum
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PLAN E

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive services as an
inpatient in a hospital and ends after you have been
have not received skilled care in any other facility for 60 days in a row.

out of the hospital and

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and miscel-
lanous services and supplies All but $[6.6.511(1)(a)]
First 60 days $[6.6.511(1)(a)] (Part A deductible) $0
61st thru 90th day All but $[6.6.511(1)(b)]
$[6.6.511(1)(b)] a