California Department of Insurance
Form Filing Instructions for Plan Year 2022 Non-Grandfathered
Individual and Small Group Health Insurance and Exchange Dental Products

Deadlines for2022 Filings

Filing Requirement Deadline
Small Group Standard Health Insurance Form Filings (off-Exchange only) May 7, 2021
Small Group Non-Standard Health Insurance Form Filings (off-Exchange only) June 4, 2021

Binder: Plans and Benefits Template and Transparency in Coverage Template June 4, 2021
Exchange Dental Form Filings and Rate and Loss Ratio Information June4, 2021
Prescription Drug Formulary Filingand Prescription Drugs Template July 1, 2021

Small Group Rate Filings July 19, 2021
Discontinuation Notices July 30, 2021
Network Filings June 1, 2021
Provider Directory Policies and Procedures July 1, 2021

Overview and New for 2022

e Discontinuation Notices: The deadline for submitting discontinuation noticesisJuly 30, 2021.
ConsumersrenewingonJanuary 1, 2022 mustreceive discontinuation notices by October 3,
2021. CIC§§ 10273.4(e), 10273.6(e). Submit noticesin a separate filingand reference the
associated planyear2021 and 2022 form filings onthe General Information tab.

e Prescription Drug Benefits:

o Byluly1, submita prescriptiondrugformulary, either currently in effect orwith
prospective 2022 benefits, inaseparate filing from yourforms.

o Nolaterthan October 1, submita list of all changes to the benefit that will be effective
on January 1 relative to the formulary provided in July. Thisincludes changes planned
forimplementationinJanuary 2022 as well as changes made to the benefit between
July 1and October1 of thisyear. All changesto drug coverage, tier placement and
utilization management restrictions must be included on the list. Ifitis not possible to
provide the changes that will be implemented inJanuary 2022 by October 1, advise the
Departmentof the reason and the date 2022 benefits will be finalized.

e GenderDysphoriaClinical Policy and NQTL Comparative Analyses: If insurer conducts
utilization review on servicesforgender dysphoria, identify the services subject to utilization
review and submit the applicableclinical policy, which must be consistent with the most recent
version of the Standards of Care forthe Health of Transsexual, Transgender, and Gender
Nonconforming People developed by the World Professional Association for Transgender Health
(WPATH), inthe standard form filing. CIC § 10144.52(b). Insurers that conduct utilization review
on services forgenderdysphoriain any benefit classification mustalso submit NQTL

1 Updated 4/9/21
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comparative analyses demonstrating compliance with MHPAEA. CIC §10144.4; 45 CFR §
146.136(c)(4); 42 USC § 300gg-26(a)(8)(A).?

e SERFF Binders: Submitthe Plans and Benefits Template, Transparency in Coverage Template,
and Prescription Drugs Template by the dates shown above.? Follow CMS’s instructions and
have a sufficiently knowledgeable person complete the templates to minimizeerrors.

o Summaries of Benefits and Coverage (SBCs) web links: As with prior years, please ensurethat
before submission all SBCsincludedirect links to a location where the following information will
be posted on approval oris currently posted: associated policy forms, provider directory, drug
formulary, and the uniform glossary. 45 CFR § 147.200(a)(2)(i)(J), (K), (L), and (M); for further
guidance, see 2017 Letter to Issuers in the Federally-facilitated Marketplaces at page 84.

e Small Group Deductible Limit: In 2022, the maximum deductiblein platinum, gold, and silver
plans, including any separate prescription drug deductible, is $2,850 for individual (self-only)
coverage and $5,700 for family coverage.® CIC §10112.29.

e Actuarial Value Documentation: Actuarial value documentation must be submitted forall non-
standard plans. A planthat sub-classifies outpatient mental health and substance use disorder
benefitsinto office visits and all otheritems and servicesisincompatible with the AV calculator
(AVC).Submitan actuarial certification addressing all aspects of plan designs that are
incompatible with the AVC. 10CCR § 2594.6(a), (c); 45 CFR § 156.135(b).

e Plans and Modifications Workbook: As with prior years, submit this Excel workbook on the
Supporting Documentation tab in each non-standard filing. Include only one product per workbook.

o A workbook mustbe submittedinstandard filings onlyif any changesare made to
product network type, benefits, limits, or out-of-network cost sharing; orif replacinga
standard plan with another standard plan at the same level of coverage (such as a non-
HSA compatible plan with an HDHP or vice versa).

o Please closely follow the instructions for reporting AVsin the List of Plans Worksheet.
The AV that must be reportedin column D isthe AV of the 2021 planinthe 2022 AVC.
The resultindicates whether modifications to the 2021 plan are necessary to maintaina
compliantAVin 2022.

o For existing 2021 plans, indicate yourintentions for each planin 2022 inthe List of Plans
Worksheetas follows: (1) continue the plan without modification; (2) modifythe plan
withinthe parameters of uniform modification of coverage (UMC) under 45 CFR
§ 147.106(e); or (3) discontinue the plan. If there are any modifications to an existing
plan, including to cost sharing, benefits, limits, or product network type, specifically
describe each modification in the Plan Modification Worksheet. Do not submit

1 For guidanceon NQTL comparativeanalyses,see CMS, FAQs About Mental Health and Substance Use Disorder
Parity Implementation and the Consolidated Appropriations Act, 2021 Part45 (Apr. 2,2021)and DOL, 2020

MHPAEA Self-Compliance Tool, Section F.

2 Templates andinstructions areavailable on CMS’s QHP Certification website. SERFF binders are not required for
Exchange dental products.

3 The small group deductiblelimitwas calculated using the premium adjustment percentage inthe proposed HHS
Notice of Benefit and Payment Parameters for 2022 (1.4409174688), which is subjectto change until the ruleis final.



https://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/Final-2017-Letter-to-Issuers-2-29-16.pdf
https://www.dol.gov/sites/dolgov/files/EBSA/about-ebsa/our-activities/resource-center/faqs/aca-part-45.pdf
https://www.dol.gov/sites/dolgov/files/EBSA/about-ebsa/our-activities/resource-center/faqs/aca-part-45.pdf
https://www.dol.gov/sites/dolgov/files/EBSA/laws-and-regulations/laws/mental-health-parity/self-compliance-tool.pdf
https://www.dol.gov/sites/dolgov/files/EBSA/laws-and-regulations/laws/mental-health-parity/self-compliance-tool.pdf
https://www.qhpcertification.cms.gov/s/QHP
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incomplete information, as review for UMC cannot begin until all proposed
modifications are identified.

Mental Health Parity Analysis Workbook and Supporting Documentation Template: The
compliance documentation requirements for federal mental health parity are described in
Section V below. The Department provides two templates to assist filers with submitting
complete documentation demonstrating compliance with mental health parity law, and to
minimize commonissues and deficiencies identified ininsurers’ compliance documentation. Fill
out the designated workbook and templateforeach filingaccording to the instructions and
submitthem onthe Supporting Documentationtabin each formfiling. Each workbook should
onlyinclude analyses forthe plansinthatfiling. The two templates are:

o Mental Health Parity Analysis Workbook, which consists of Excel templatesforthe
guantitative analysis components outlinedin Section V, Part B. Quantitative Analysis.

o Mental Health Parity Supporting Documentation Template, which contains Word tables
for all othercomponents outlined in SectionV, Part C., Explanation of Methodology, and
Part F., Nonquantitative Treatment Limitations.

Network Filings: Updated instructions for 2021 network adequacy filings willbe released
separately and posted on SERFF.

ProviderDirectory Policies and Procedures: Filinginstructions forthe providerdirectory policies
and proceduresthat must be submitted pursuantto CIC§ 10133.15(m)(1) will be released
separately.

Resources: Visitthe HPABFiling Instructions page to download the latest versions of CDI’s form
filingworkbooks and templates.

General Information

The Departmentwill acceptamendments to approved policies and certificates if the
amendments are consistent with CIC § 10291.5(b)(1). However, the Department will not accept
amendments to schedules of benefits. Please submit new schedules of benefits forall plans.

Please submitforms, networks, and rates in separate SERFFfilings. Please include cross-
references tothe state or SERFF tracking number of associated form, network, rate, and binder
filingson the General Information tabin eachfiling.

Each filing should contain asingle health insurance product. Please do not submit multiple
products (multiple policies/certificates) in the same filing. See generally the definitions of
“product” and “plan” at 45 CFR § 144.103.

Please submitstandard plansin aseparate filing from non-standard plans/products.

Please submitall non-standard plans offered underasingle productinthe same filing. Innon-
standard filings, please cross-reference the state tracking number of your standard filing.

Please indicate whetheryouintend to offerthe product onthe California Health Benefit
Exchangeinthe “Include Exchange Intentions” field on the General Information tab.


https://www.insurance.ca.gov/0250-insurers/0300-insurers/0100-applications/hpab/index.cfm
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Tips for the Review Process

A formthat has been disapproved may not be issued until the Department affirmatively
approves (“issue authorize[s]”) the form. CIC§ 10291. The priorfilingrequirementfor policy
forms was extended from 30 days to 120 days as of January 1, 2016. CIC § 10290.

With some exceptions,* standard filings are reviewed before non-standard filings. CIC

§ 10112.3(e). At the end of the standard filing review process, we will instruct you to make
conforming changes to your non-standard forms. Please keep arecord of all changes made to
the standard forms and make all the applicable changestothe non-standard forms. We will
begin review of non-standard filings afterall conforming changes have been made. You must
provide aredline comparison of the standard and non-standard forms for verification. Non-
standard filings cannot be approved before standard filings are approved. CIC§10112.3(e).

Do not make changes to your forms without requesting and receiving permission from your
reviewer. In active filings, we generally preferthat all changes are submitted witharesponse to
a disapproval letter. Yourreviewer will authorize exceptions to this policy as appropriate.

Unsolicited changes are changes that have notbeen made inresponse to an objection. Inall
submissions and resubmissions, you must disclose all unsolicited changes, and the reason for
each change, inyourresponse document. Simply redlining the change does not constitute
sufficientdisclosure.

Provide substantive responses to objections, and include page numbers wherethe requested
changesappear. Ifa requested change is not made, you must provide an explanation that
includes sufficient legaljustification for not making the change.

A statementof variables (SOV) isrequired if any forms contain bracketed variable text. The SOV
must contain an index to all bracketsin the forms and fully explain the purposeforthe variable
text. It must also disclose the text that will be inserted between the brackets orexplain the
circumstances under which the bracketed text will either be included orremoved inits entirety.
10 CCR §§ 2213, 2594.6(b), 2594.7(b). Essential health benefits and cost sharing values may not
be variable. 10 CCR §§ 2594.6(b)(1), 2594.7(b)(1). Please removeall unnecessary or stray
brackets fromyour forms.

If the Department approved an application (and enrolimentform, if applicable) forusein a prior
year, and you intend to continue using the approved form without change for the upcoming
planyear,include the form numberand state tracking number of the filing containing the
application onthe General Information tab. 10 CCR § 2209. Otherwise, please file an application
(and enrollmentform, if applicable) on the Form Schedule tab in yourstandardfiling.

New Legal Requirements

Standard and Non-Standard Health Insurance Filings: Ensure your formsreflect required
changes due to recently enacted laws. Some bills may be included below only forinformational

4Innon-standard filings, costsharing, uniform modification of coverage, and actuarial value may be reviewed
whilethe review of standardfilingsisongoing.
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purposes, in which case compliance languageis not required to be added to forms. However,
any preexisting form language that conflicts with anew law must be revised for consistency.

o CIC§10112.1 (repealedand added by Stats. 2020, ch. 302 (S.B. 406 §§ 14, 15), effective
9/29/20): Replacedincorporation of 42 USC § 300gg-11 by reference with prohibitions
againstlifetimeand annual limits on the dollarvalue of: (1) inindividual health
insurance policies, any covered benefits, whether provided in-network or out-of-
network; and (2) in group healthinsurance policies, any covered benefits that constitute
essential health benefits underSection 10112.27, whether provided in-network or out-
of-network. Insurers are advised to review grandfathered individual policies for newly
prohibited annual limits and large group policies for newly prohibited lifetime and
annual limits on essential health benefits as defined by Section 10112.27, including basic
health care services such as bariatricsurgery.

o CIC§10112.2 (repealed and added by Stats. 2020, ch. 302 (S.B. 406 §§ 16, 17), effective
9/29/20): Replacedincorporation of 42 USC § 300gg-13 by reference with requirement
to cover preventive health services, as specified. Insurers must cover preventive health
services, including COVID-19immunizations, as required by 45 CFR § 147.130. COVID-19
immunizations, including vaccine administration, must be covered in full regardless of
whetherthe provider administering the vaccine is a participating provider.®

Update preventive health services benefit descriptions and where applicable,
prescription drug formularies, to reflect coverage of new and revised benefits pursuant
to new and recently updated USPSTF A and B Recommendations and HRSA Women’s
PreventiveServices Guidelines.

o CIC§10144.5 (repealedandreplaced by Stats. 2020, ch. 151 (S.B. 855 §§ 6, 7), effective
1/1/21): Specify that medically necessary treatment of mental health and substance
disordersis covered underthe same terms and conditions applied to other medical
conditions andinaccordance with the federal Mental Health Parity and Addiction Equity
Act. Include basic health care services, intermediate services, all statutory definitions,
and network access standard. Disclose that all medical necessity determinations
concerningservice intensity, level of care placement, continued stay, and transferor
discharge are made using the most recent versions of treatment criteria developed by
the nonprofit professionalassociation forthe relevant clinical specialty, including the
ASAM Criteriaforsubstance use disorders, and for mental health conditions, LOCUS,

5 Preventive health services requirements for COVID-19 immunizations arecodified at45 CFR 147.130(a)(1)(v),
(@)(3)(iii),and (b)(3).In the preamble to the Additional Policy and Regulatory Revisions in Response to the COVID—
19 Public Health Emergency interim final rule with request for comments, CMS clarified thatinsurers “mustcover,
without costsharing,items and services that are integral to the furnishing of the recommended preventive service,
regardless of whether the item or serviceis billed separately.” Consequently, with respect to COVID-19
immunizations,insurers “must cover without cost sharingsuchanimmunizationandits administration, regardless
of how the administrationis billed, and regardless of whether a COVID—19 vaccineor any other immunization
requires the administration of multipledoses in order to be considered a complete vaccination.... Further, ifa
COVID-19 immunizationis not billed separately (or is nottracked as individual encounter data separately) from an
office visitand the primary purpose of the visitis the delivery of the recommended COVID-19 immunization, then
... [aninsurer] may not impose cost-sharing requirements with respect to the office visit.” 85 Fed. Reg. 71,142,
71,174-175 (Nov. 6, 2020).



https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200SB406
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200SB406
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation-topics/uspstf-and-b-recommendations
https://www.hrsa.gov/womens-guidelines-2019
https://www.hrsa.gov/womens-guidelines-2019
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200SB855
https://www.govinfo.gov/content/pkg/FR-2020-11-06/pdf/2020-24332.pdf
https://www.govinfo.gov/content/pkg/FR-2020-11-06/pdf/2020-24332.pdf
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CALOCUS/CASII, and ECSII. Disclose that WPATH’s Standards of Care is used to
determine the medical necessity of services forgender dysphoria (if applicable).®

o COVID-19Testing: Insurers must coverdiagnostictesting for COVID-19without cost
sharing or medical managementasrequired by Section 6001 of the FFCRA, as amended
by section 3201 of the CARES Act, and further clarified by CMSin FAQs About Families
First Coronavirus Response Act and Coronavirus Aid, Relief, and Economic Security Act
Implementation Part44 (Feb. 26, 2021).7 In addition to the COVID-19test itself, insurers
must cover without cost sharingitems and services furnished to anindividual during
health care provider office visits (including in-person visits and telehealth visits), urgent
care centervisits, and emergency roomvisits thatresultinan orderforor
administration of a COVID-19diagnostictest, but only to the extentthatthe items and
servicesrelate tothe furnishing oradministration of atestor to the evaluation of the
individualfor purposes of determining the need foratest.

e Standard Health Insurance Filings: The 2022 Patient-Centered Benefit Plan Designs (PCBPD) and
endnotes approved by the Covered California Board on March 18, 2021 are available at:
https://board.coveredca.com/meetings/2021/march/. Thoroughly review your schedules of
benefits againstthe 2022 PCBPD 10.0 EHB plans, including the endnotes, and make required
changes.

o Notethere were nochangesto the CCSB-only plansfor 2022 excepttothe dental copay
schedule.

o Exchange Dental Filings

o The 2021 Dental BenefitPlan Designs were also approved at the March 18, 2021
Covered California Board meetingand are available at the link above. There are no
changes exceptto the dental copay schedule.

Mental Health Parity Compliance Documentation

Cost sharing for mental health and substance use disorder (MH/SUD) benefits must comply with the
guantitative parity requirements of the Mental Health Parity and Addiction Equity Act of 2008
(MHPAEA), and itsimplementing regulations and guidance. CIC §§ 10112.27(a)(2)(D) & 10144.4; 45
CFR § 146.136(c)(2); see 42 USC § 300gg-26; 78 Fed. Reg. 68,240 (Nov. 13, 2013).

Under MHPAEA, any financial requirement or treatment limitation applied to MH/SUD benefits
must not be more restrictive than the predominant financial requirement ortreatment limitation of
that type applied to substantially all medical/ surgical benefits in the same classification. 45 CFR

§ 146.136(c)(2)(i). A plan that provides more generous MH/SUD benefits, such as lower cost sharing
or less restrictive treatment limitations than medical/surgical benefits, is compliant with MHPAEA.

To demonstrate compliance with federal parity law, all non-grandfathered individual and small
group healthinsurance formfilings should include the following:

6 See also, Insurance Commissioner Lara, Notice to Health Insurers Re: Requirements of Senate Bill 855 (Dec. 10,
2020).

7 Insurers are advised to monitor the status of Senate Bill 510 (Pan 2021) on coverage of COVID-19 testing, whichis
anurgency bill and will take effect immediately if enacted.



https://www.cms.gov/files/document/faqs-part-44.pdf
https://www.cms.gov/files/document/faqs-part-44.pdf
https://www.cms.gov/files/document/faqs-part-44.pdf
https://board.coveredca.com/meetings/2021/march/
https://board.coveredca.com/meetings/2021/03%20-%20March%202021/Background%20Items/Proposed-2022-Standard-Benefit-Plan-Designs-Approved-and-Pending-Corrected.pdf
http://www.insurance.ca.gov/0250-insurers/0300-insurers/0200-bulletins/bulletin-notices-commiss-opinion/upload/Notice-to-Health-Insurers-re-Requirements-of-Senate-Bill-855.pdf
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=202120220SB510
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1. A quantitative parity analysis, prepared pursuant to the methodology described in § 146.136(c)(3);

2. An explanation of methodology as described below, demonstrating that the quantitative analysis
was preparedincompliance with § 146.136(c)(3) and implementing federal guidance; and

3. Alistofall MH/SUD benefits subject to non-quantitative treatment limitations (NQTLs).

This appliesto both standard and non-standard filings. CIC §§ 10112.27(a)(2)(D) & 10144.4. Please submit
all MHPAEA-related compliance documentation underthe Supporting Documentation tab in SERFF.

A.

Reminders for Plan Year 2022 Filings

Templates: The mental health parity templates are unchanged from last year. The templates are
providedto assistfilers with submitting quantitative analyses and otherinformation that
sufficiently demonstrate compliance with MHPAEA. The Mental Health Parity Analysis
Workbook consists of Excel worksheets forthe quantitative analysis components outlinedin
Part B below. The Mental Health Parity Supporting Documentation Template consists of Word
tables forthe components outlined in Parts Cand F below. Please carefully review the
instructions of eachtemplate.

Data requirements: As a reminder, please note the dataand methodology requirements
describedinfederalguidance. ACAFAQ31, Q8 (Apr. 20, 2016) and ACA FAQ 34, Q3 (Oct. 27,
2016). If the total payment data used inthe analysisis not based on plan-specificprojected
payments, please submit an actuarial certification pursuantto ACA FAQ 34, Q3. The actuarial
certification should address: (1) the sufficiency and credibility of plan-level and product-level data;
and (2) why the substitute dataset used forthe analysesis reasonableand actuarially appropriate,
includingadescription of any assumptions used in choosing the dataand making projections.

Quantitative Analysis
Note: This component may be provided using the Excel templates in the Department’s Mental
Health Parity Analysis Workbook.

Quantitative analyses are required forany financial requirements, as defined in § 146.136(a)
and (c)(1)(ii), applicable to medical/surgical or MH/SUD benefitsinaplan.® Please submit
analysesin Excel format (.xIsx or.xls). We recommend using the Department’s Mental Health
Parity Analysis Workbook to minimize issues during review.

Please provide aseparate analysis foreach planina filing. The analyses should only pertain to
the plansin thatfiling; the filing should notinclude analyses for plans from otherfilings. If using
the Mental Health Parity Analysis Workbook, the filing should include aworkbook for each plan.

The analysis should address each type of financial requirement presentin the plan foreach
classification, as described below.

Analyses should be provided foreach classification, as defined in § 146.136(c)(2)(ii)(A), as follows:

1. Inpatient(in-network)

8 Quantitativetreatment limitations (QTLs) arenot applicablein non-grandfathered individualand smallgroup
health products because MH/SUD benefits are essential health benefits, and the basebenchmark plan does not
impose any QTLs on MH/SUD benefits. CIC§ 10112.27(b). Further, QTLs are impermissibleunder SB 855.


https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/FAQs-31_Final-4-20-16.pdf
https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/FAQ-part-34_10-26-16_FINAL.PDF
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2. Outpatient (in-network); forall standard plans,® and forany non-standard plans that
sub-classify outpatient MH/SUD benefits, please also provide analyses of the outpatient
sub-classifications specified in § 146.136(c)(3)(iii)(C):

= Qutpatientofficevisits
= Allotheroutpatientitemsandservices

3. Inpatient (out-of-network)

4. Outpatient (out-of-network); if the plan sub-classifies out-of-network outpatient
MH/SUD benefits, also provide analyses of the outpatient sub-classifications.

5. Ifa planimposes different financial requirements for benefits underthe following
classifications based on whetherthey are medical/surgical or MH/SUD in nature, the
analysis should also address:

= Emergencycare
=  Prescriptiondrugs (see special rule, § 146.136(c)(3)(iii)(A))

e Separatelylisteach covered medical/surgical benefitin each classification and, if applicable, sub-
classification. Foreach benefit, listthe applicable type and level of financial requirement,® and the
total expected payments!! forthe applicable planyear. Express total expected payments in absolute
values (total dollar amounts) instead of relative values (such as percentage of total spend).

e Each plan’s quantitative analysis should show the result of the analysis for each financial requirement
within each classification (and sub-classification, if applicable) by clearly indicating the following:

o Thepercentage (based ontotal expected payments) of medical/surgical benefits subject
to each type of financial requirement.

o Whichtype of financial requirement, if any, meets the “substantially all” test.
§ 146.136(c)(3)(i)(A).

o For eachtype of financial requirement that meets the “substantially all” test, what level
meets the “predominance” test, and the percentage of medical/surgical benefits subject to
that level (among the medical/surgical benefits subject to that type). § 146.136(c)(3)(i)(B).

o Tips for Quantitative Analyses: Please keep in mind the following guidelines when preparing
your quantitativeanalyses to minimize oravoid objections pertaining to your analyses:

o Ensure all covered medical/surgical benefits are included in the quantitative analysis,
and that benefits are listed separately. The quantitative analysis should notinclude:
(1) any MH/SUD benefits; or(2) any benefits that are not covered by the plan.

o Assignbenefitstothe correct classification or sub-classification. Avoid overlapping
classifications (listing the same orsimilar benefits in two different categories). All

9 Because the PCBPD sub-classifies outpatient MH/SUD benefits, all standard plans mustincludeanalyses atthe
outpatient sub-classification level.CIC§ 10112.3(e); 45 CFR § 143.136(c)(2)-(3).

10 Different “types” of financial requirements include deductibles, copayments, and coinsurance; “level” refers to
the magnitude of the type of financial requirement. 45 CFR § 146.136(c)(1)(ii).

11 The analysis mustbe “based on the dollaramountof all plan payments for medical/surgical benefits in the
classification [and sub-classification, if applicable] expected to be paid under the planfor the planyear.” 45 CFR

§ 146.136(c)(3)(i)(C). “Plan payments” means the allowed amount under the plan (before enrollee costsharing);it
is not limited to the portion of benefits paid by the plan.78 Fed. Reg. at 68,243.
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classifications and sub-classifications should reasonably fit within the meanings and
intent of the federal rule. § 146.136(c)(2)(ii)(A), (c)(3)(iii)(C). Forexample, outpatient
prescription drug benefits should be classified underthe Prescription Drugs
classification, notinthe Outpatient classification or one of its sub-classifications.
Similarly, all benefits relating to emergency services, such asemergency room and
emergency ambulance benefits, should be classified in the Emergency Care classification
rather thanin the Outpatient classification or sub-classifications.

Use correct cost sharingin youranalytical model. The cost sharing type and level
(amount) reflected for each medical/surgical benefitin your quantitative analysis must
match the cost sharingin the policy forms (and PCBPD in standard plans). Because the
cost sharingtype and level for each benefit affects the outcome of the analysisin each
classification, they must be correctin the quantitative analysis.

C. Explanation of Methodology

Note: This component may be provided using Part Il (Explanation of Methodology) and Part 1]
(Classification of Benefits) of the Department’s Mental Health Parity Supporting Documentation
Template.

Please provide an explanation of methodologyto demonstrate that the quantitative mentalhealth
parity analysis was prepared in compliance with the federal rule’s methodological requirements as
describedin 45 CFR § 146.136(c)(2)-(3). The explanation should address each of the following, in
additionto any otherrelevantfactors:

A description of the underlying data used to determine the total payments for each benefitin
the quantitative analyses, such as the steps, data, and assumptions used to project expected
payments. The description should clearly demonstrate compliance with each of the following:

1.

2.

3.

4.

The quantitative analysisis based on the total allowed amounts (not limited to the
portion paid by the insurer), projected for the applicable plan year. § 146.136(c)(3)(i)(C);
78 Fed. Reg. at 68,243.

The quantitative analysis for each classification and sub-classification accounts for all
expected payments (total allowed amounts) forall covered medical/surgical benefits
underthe plan. § 146.136(c)(3)(i)(C).

A “reasonable method” was used to determine the expected paymentamounts.
§ 146.136(c)(3)(i)(E).

The data and methodology used in the analyses comply with the requirements described
infederal guidance. ACA FAQ31, Q8 (Apr. 20, 2016) and ACAFAQ 34, Q3 (Oct. 27, 2106).
NOTE: If the total payment data usedinthe analysisis not based on plan-specific
projected payments, please submitan actuarial certification pursuantto ACA FAQ 34, Q3.

A description of the methodology used to perform the quantitative mental health parity analysis
for each type of financial requirement.

Classification/sub-classification of benefits:

o

Please describethe standards that were applied in assigning medical/surgical and
MH/SUD benefitsto each classification and, if applicable, each outpatient sub-
classification. § 146.136(c)(2)(ii)(A).


https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/FAQs-31_Final-4-20-16.pdf
https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/FAQ-part-34_10-26-16_FINAL.PDF
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o

Provide atable showingthe classification (and sub-classification, if applicable)to which
each covered benefitis assigned. This should be done for all covered medical/surgical
and MH/SUD benefitsin all classifications, even those which may not raise a parity issue,
to demonstrate that the quantitative analyses accountforall covered medical/surgical
benefits,and benefits have been classified in a consistent manner. § 146.136(c)(2)(ii)(A);
78 Fed. Reg. at 68,246-68,247.

In standard plans, please ensurethe sub-classification standards and table are
consistent with Endnote 15 of the 2021 PCBPD, as discussed below.

D. MHPAEA Cost Sharing Compliance in Standard Plans

If an insurer’s quantitative analysis forastandard plan indicates that the PCBPD’s cost sharing
for any MH/SUD classification or sub-classification would not be permissible under MHPAEA, the
insurer must revise the MH/SUD cost sharing to the extent necessary to achieve compliance
with MHPAEA.

o

MH/SUD cost sharingin standard plans “may be different but not more than” that
specifiedinthe PCBPD. 2021 PCBPD, Endnote 21. Therefore, achieving MHPAEA
compliance inastandard planshould notresultin higher cost sharing than that
specifiedinthe PCBPD. CIC § 10112.3. The PCBPD providesthe upperlimitfor MH/SUD
cost sharinginstandard plans.

Example. The PCBPD for the Individual Silver plan provides a $40 copay for “all other
outpatientitems and services” MH/SUD benefits. Aninsurer’s analysis indicates thatin
this plan, 20% coinsurance meets the substantially all and predominance tests in the “all
other outpatientitems and services” sub-classification. The insurer must revise the cost
sharinginthe Individual Silver Plan for “all other outpatientitems and services”
MH/SUD benefits as follows:

= |finsurercan implementacapped coinsurance: 20% coinsurance notto exceed $40

= [finsurercannotimplementacapped coinsurance: No charge

Sub-classification of outpatient benefits: Endnote 15 of the 2021 PCBPD specifies the MH/SUD
benefitsthat mustbe includedinthe “all otheroutpatientitems and services” sub-classification.
Endnote 15 provides:

Mental Health/Substance Use Disorder Other Outpatient Items and Services
include, butare not limited to, partial hospitalization, multidisciplinary intensive
outpatient psychiatrictreatment, day treatment programs, intensive outpatient
programs, behavioral health treatment for PDD/autism delivered athome, and
other outpatientintermediate services that fall between inpatient care and
regular outpatient office visits.

Endnote 15 has the followingimplications for quantitative analyses and policy forms:

o

In standard plans, the assignment of benefits to the outpatient MH/SUD sub-
classifications must conformto Endnote 15. CIC § 10112.3(e).

Insurers must also revise theirsub-classification standards for medical/surgical benefits
accordingly so that outpatient medical/surgical benefits similarto those in Endnote 15
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are alsoassigned to the “all otheroutpatientitems and services” sub-classification. This

ensures that medical/surgical and MH/SUD benefits are sub-classified using the same
standards. § 146.136(c)(2)(ii)(A).

o Thesub-classification of medical/surgical benefits used in the quantitative analysis must
conformto pointsabove. § 146.136(c)(2)(ii)(A).

o The definition of the “all other outpatientitems and services” sub-classification in the
policy form (including any summary descriptionsin the schedules)for MH/SUD benefits
must be revised to conform to Endnote 15. The permissible cost sharing for MH/SUD
benefitsis determined by the results of the insurer’s quantitative analysisin each
classification and sub-classification. § 146.136(c)(2)(i), (c)(3). Therefore, policy forms
must sub-classify MH/SUD benefits in accordance with the standards used in the
guantitative analysis.

E. Other MHPAEA Implications for Health Policy Forms

If a plan sub-classifies outpatient MH/SUD benefits for purposes of its mental health parity analysis
pursuantto 45 CFR § 146.136(c)(3)(iii)(C), please ensure yourformfilingaddresses the issues
identified below. As the 2021 PCBPD sub-classifies outpatient MH/SUD benefits, this also applies to
all standard filings.

e The policy/certificate and the schedule(s) of benefits should state which MH/SUD benefits fall
under each outpatient sub-classification to clarify the applicable cost sharingand any other
coverage requirements for each covered MH/SUD benefit.

e The SBCs should be revised toreflect cost sharingand other coverage differences foreach
outpatient MH/SUD sub-classification. This primarily affects the MH/SUD section of the
Common Medical Eventchart.

F. Non-quantitative Treatment Limitations

Federal law prohibits a plan from imposing non-quantitative treatment limitations (NQTLs) with
respectto MH/SUD benefitsin any classification unless, underthe terms of the plan as written and
in operation, any processes, strategies, evidentiary standards, or otherfactors usedin applyingthe
NQTL to MH/SUD benefitsin the classification are comparable to, and are applied no more
stringently than, the processes, strategies, evidentiary standards, or otherfactors used in applying
the NQTL with respect to medical/surgical benefitsin the classification. § 146.136(c)(4)(i).

The Department reviews NQTLs on MH/SUD benefits for compliance with parity requirements under
§ 146.136(c)(4). CIC §§ 10112.27(a)(2)(D) & 10144.4. NQTLs are defined as non-numerical limitations
on the scope or duration of benefits covered by a plan, such as medical management standards,
preauthorization requirements, formulary design, or step therapy protocols. 45CFR § 146.136(a);
see § 146.136(c)(4)(ii) for an illustrative list.

e Please provide the followinginformation concerning NQTLs.
Note: This component may be provided using Part | (Nonquantitative Treatment Limitations) in
the Mental Health Parity Supporting Documentation Template.

o Provide alist of all MH/SUD benefits subjectto NQTLs, as defined in § 146.136(c)(4).
Please group the listed benefits by classification.
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o ListallNQTLs applicable to each listed MH/SUD benefit.

o Notethe page numbersinthe policy/certwhere the NQTLs are described, including the
list of benefits subject to utilization review procedures and the description of those
procedures, as applicable.

Upon review of the information submitted in each filing, the Department may request further
information regarding NQTLs, including but not limited to the insurer’s processes, strategies,
evidentiary standards, orotherfactors usedin applying any NQTLs to medical/surgical and MH/SUD
benefits. §146.136(c)(4)(i); see also ACAFAQ31, Q9 (Apr. 20, 2016) and 2020 MHPAEA Self-
Compliance Tool, Section F on Nonquantitative Treatment Limitations. Any additional information
requests will be communicated to filers during the review process.

Submission Requirements for Standard Health Insurance Filings

Each of the following documents must be submitted:*2

e A policy/certificate oranamendmentto an approved policy/certificate.

o Ifyou submitanamendment, pleasesubmitthe approved policy/certificate to be
amended and any prior amendments on the Supporting Documentation tab.

o Ifyoudo notsubmitan amendment, please submitaredline comparison of the 2022
policy/certificate against yourapproved 2021 standard policy/certificate on the
Supporting Documentation tab.

e Aschedule of benefits foreach plan specifying cost sharing prescribed by the Patient-Centered
Benefit Plan Designs (PCBPD) forall benefits. 10CCR §§ 2594.6(a)(1).

e Redlinesof the schedules of benefits compared with yourapproved 2021 standard schedules of
benefits.

o Alistofall changes, including changestothe formsdue to new legal requirementslisted in
Section IV above, as well as any otherchanges, with page numbers and explanations of the
changes. Cost sharing changes that must be made pursuantto the 2022 PCBPD may be omitted
fromthe list.

e Mental health parity compliance documentation as describedin Section V above. CIC
§§ 10112.27(a)(2)(D) & 10144.4.

e An SOV containinganindexto, and fully explaining,all variabletextinthe forms, as described in
Section lllabove. 10 CCR §§ 2213, 2594.6(b).

e AnSBCforeach plan.CIC§ 10603(a)(2).
e An attestation of compliance with 28 CCR § 1300.67.24. 10 CCR § 2594.4(b)(4).

o Alistof planscurrentlyinforce identified by form numberand state tracking number. CIC
§§ 10753.17(a), 10753.05(a).

12 The following forms must be submitted on the Form Schedule tab (unless otherwise instructed in this
document): certificate, policy, summary of benefits and coverage (SBC), schedule of benefits, statement of
variables, application,and enrollmentform. Other requested documents, includingredlinecomparisons,should be
submitted on the Supporting Documentation tab.
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A Plans and Modifications Workbook only if there are changes to product network type,
benefits, limits, or out-of-network cost sharing; or if replacing a standard plan with another
standard plan at the same level of coverage (such as a non-HSA compatible plan with an HDHP
orvice versa).

For new products/forms only, the 2022 Individual and Small Group Health Policy Component
Location List.

Submission Requirements for Non-Standard Health Insurance Filings

Each of the following documents must be submitted:

If you use the same policy/certificate for the standard filing and the non-standard filing:

o Afterthe standardfilingisapproved, submitthe approved standard policy, certificate
and, if applicable, any amendments on the Supporting Documentation tab in the non-
standardfiling. The form numbers may remain the same.

If you do not use the same policy/certificate forthe standard filingand the non-standard filing,
please make all applicable conforming changesto yournon-standard forms afterthe standard
filingisapproved.

o Ifyou submitanamendmenttoan approved non-standard policy/certificate, please
submitthe approved policy/certificate to be amended and any prioramendments, as
well as a redline comparison of the amendment with the amendmentapprovedinyour
2021 standardfiling, onthe Supporting Documentation tab.

o Ifyou do notsubmitan amendment, please submitaredline comparison of the
policy/certificate against your approved 2021 standard policy/certificate on the
Supporting Documentation tab.

A schedule of benefits foreach plan specifying cost sharing for all benefits. 10CCR § 2594.6(a)(1).

Redlines of the schedules of benefits compared with yourapproved 2021 non-standard
schedules of benefits.

A completed Plans and Modifications Workbook.

A list of all changes, including changes to the forms due to new legal requirements listed in Section IV
above, aswell asany otherchanges, with page numbers and explanations of the changes. You may
referto the Plans and Modifications Workbook for any changes specifically described therein.

Mental health parity compliance documentation as described in Section V above. CIC
§§ 10112.27(a)(2)(D) & 10144.4.

Verification of actuarial value: Depending on compatibility with the AV calculator, submit either
legible screenshots of 2022 AV calculator worksheet outputs foreach plan or, where any aspect
of a plan’sdesignisincompatible with the AV calculator, an actuarial certification and any
accompanying AV calculator worksheet outputs. An actuarial certification is required for all
plans that subclassify outpatient benefits and assign different cost sharing to outpatient mental
health and substance use disorder office visits and all other outpatientitems and services. 10
CCR § 2594.6(a)(2), (c).
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VIII.

An SOV containinganindexto, and fully explaining, all variabletextinthe forms, as described in
Section Illabove. 10 CCR §§ 2213, 2594.6(b).

An SBCfor each plan. CIC§ 10603(a)(2).

For new products/forms only, the 2022 Individual and Small Group Health Policy Component
Location List.

Submission Requirements for Exchange Dental Filings

Each of the following documents must be submitted:

Ifit is unnecessary to make changestoformsfor 2022, submitthe last approved forms onthe
Supporting Documentation tab.

Onlyifchanges are necessary for 2022: A policy/certificate oran amendmenttoan approved
policy/certificate.

o Ifyou submitanamendment, pleasesubmitthe approved policy/certificate to be
amended and any prior amendments on the Supporting Documentation tab.

o Ifyou do notsubmitan amendment, please submitaredline comparison of the 2022
policy/certificate against the policy/certificate that was last approved on the Supporting
Documentation tab.

Onlyif changes are necessary for 2022: A schedule of benefits foreach plan specifying cost
sharing prescribed by the Dental Benefit Plan Designs forall benefits. 10CCR §§ 2594.7(a)(1).

Onlyif changes are necessary for 2022: Redlines of the schedules of benefits compared with
your last approved schedules of benefits.

Onlyif changesare necessary for 2022: A list of all changes, including changes to the forms due
to new legal requirementslisted in Section IV above, as wellas any otherchanges, with page
numbers and explanations of the changes.

Onlyif changesare necessary for 2022: An SOV containinganindexto, and fully explaining, all
variable textinthe forms, as describedin Section Il above. 10CCR §§ 2213, 2594.7(b).

Rate tables orfactors pursuantto CIC§ 10290. An actuarial memorandum s notrequired.
A cross-reference to the mostrecently filed Medical Loss Ratio Annual Report. CIC§10112.26.

In individual market filings only, an actuarial attestation that the rates satisfy the lifetime
anticipated lossratiorequired under 10 CCR § 2222.12(c).
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