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69O-154.001 Statement That Application Has Been Read Must Be Attached to Each Policy.

(1) It is the opinion of the Insurance Commission that purchasers of disability insurance in this state should realize the importance of the application for insurance, therefore, no policy of disability insurance shall be delivered to any person in this state unless a notice stating as follows is attached to the policy:

IMPORTANT NOTICE

Please read the copy of the application attached to this policy. Carefully check the application and write to the company ___ (address) ___ within 10 days, if any information shown on it is not correct and complete, or if any past medical history has been left out of the application. This application is a part of the policy and the policy was issued on the basis that the answers to all questions and the information shown on the application are correct and complete. This statement, preferably in the form of a sticker to be placed on the policy, shall be printed in a prominent manner on paper or in ink of a contrasting color. Any wording of similar import or any procedure whereby the equal results are obtained may be used upon approval by the Director.

(a) This rule shall not apply where the application for insurance is not attached to and made a part of the contract.

Rulemaking Authority 624.308 FS. Law Implemented 624.307(1), 627.407, 627.408, 627.409 FS. History–New 12-24-74, Formerly 4-8.01, 4-8.001, 4-154.001.

69O-154.002 Statement of Terms; Acknowledgment by Insured Required.

It is the opinion of the Director that the citizens of this state should be aware and should have full knowledge of the meaning of the terms, “This policy is renewable at the option of the company,” “This policy is cancellable by the company,” or similar captions on renewable term policies issued or issued for delivery in this state. To accomplish this, it shall be the duty of an agent writing such application to obtain from each applicant for such a policy a simple signed statement acknowledging that he knows and understands that upon proper notice the company may terminate the insurance at the end of any period for which the premium has been paid, or may cancel the policy if it contains the cancellation provision. Such statement may be a part of the application itself or may be separate. This statement may be obtained at the time of the application, before the policy is delivered, or when the policy is delivered. The wording of the statement will be as follows: “I am aware that the company may terminate this insurance at the end of any period for which the premium has been paid.” Different wording of similar import may be approved so as to accurately describe different renewal conditions or provisions in line with the terms of the contract. If this statement is on the application, it must be isolated or separated, and a separate signature is required at the end of such statement. Such signed statement is to be kept on file by the insurer.

Rulemaking Authority 624.308 FS. Law Implemented 624.307(1), 627.6043, 627.608 FS. History–New 12-24-74, Formerly 4-8.02, 4-8.002, 4-154.002.

69O-154.003 Insured’s Right to Return Policy; Notice.

It is the opinion of the Director that it will be in the public interest and of benefit to all if the person to whom the policy is issued has the opportunity to return the policy if he is not satisfied with it, provided such return is made within a reasonable length of time after receipt of the policy; therefore, each and every company issuing or issuing for delivery a disability policy in this state is requested to have printed or stamped thereon or attached thereto a notice in a prominent place stating in substance that the person to whom the policy or contract is issued shall be permitted to return the policy or contract within ten (10) days of its delivery to said purchaser and to have the premium paid refunded if, after examination of the policy or contract, the purchaser is not satisfied with it for any reason. The notice may provide that if the insured or purchaser pursuant to such notice returns the policy or contract to the insurer at its home office or branch office or to the agent through whom it was purchased, it shall be void from the beginning and the parties shall be in the same position as if no policy or contract had been issued. This rule shall not apply to either single premium non-renewable policies or contracts or travel accident policies or contracts. Notices in this Rule 69O-154.003 and in Rule 69O-154.001, F.A.C., may be combined.

Rulemaking Authority 624.308 FS. Law Implemented 624.307(1), 626.9541(1), 627.421 FS. History–New 12-24-74, Formerly 4-8.03, 4-8.003, 4-154.003.

69O-154.004 Non-cancellable or Non-cancellable and Guaranteed Renewable Policies; Use of Terms.

The terms “non-cancellable” or “non-cancellable and guaranteed renewable” may be used only in a policy which the insured has the right to continue in force by the timely payment of premiums set forth in the policy until at least age 50, or in the case of a policy issued after age 44, for at least five years the insurer has no right to make unilaterally any change in any provision of the policy while the policy is in force. Except as provided above, the term “guaranteed renewable” may be used only in a policy in which the insured has the right to continue in force by the timely payment of premiums until at least age 50, or in the case of a policy issued after age 44, for at least five years from its date of issue, during which period the insurer has no right to make unilaterally any change in any provision of the policy while the policy is in force, except that the insurer may make changes in premium rates by classes. The foregoing limitation on use of the term “non-cancellable” shall also apply to any synonymous term such as “not cancellable” and the limitation on use of the term “guaranteed renewable” shall also apply to any synonymous term such as “guaranteed continuable.” Nothing herein contained is intended to restrict the development of policies having other guarantees of renewability, or to prevent the accurate description of their terms of renewability or the classification of such policies as guaranteed renewable or non-cancellable for any period during which they may actually be such, provided the terms used to describe them in policy contracts and advertising are not such as may readily be confused with the above terms.

Rulemaking Authority 624.308 FS. Law Implemented 624.307(1), 627.602 FS. History–New 12-24-74, Formerly 4-8.04, 4-8.004, 4-154-004.

69O-154.005 Report of Training Instructions Required.

Every company writing disability insurance in this state shall complete and file with its annual statement a questionnaire concerning its course of training and instruction given its agents. Such questionnaire forms shall be supplied by the Director.

Rulemaking Authority 624.308 FS. Law Implemented 624.307(1), 624.424 FS. History–New 12-24-74, Formerly 4-8.05, 4-8.005, 4-154.005.

69O-154.006 Exemptions.

Rules 69O-154.001-.003, F.A.C., do not apply to group, franchise, or blanket disability insurance.

Rulemaking Authority 624.308 FS. Law Implemented 624.307(1), 624.424, 627.601 FS. History–New 12-24-74, Formerly 4-8.06, 4-8.006, 4-154.006.

69O-154.102 Applicability and Scope.

(1) These rules shall apply to all individual and family accident and health insurance policies, subscriber contracts of medical, surgical, or health maintenance organizations and to franchise insurance policies issued or issued for delivery in this state on and after the effective date hereof (except for policies issued to employees or members who are being added to existing franchise plans). The requirements contained in these rules shall be in addition to any other applicable rules previously adopted.

(2) Rules 69O-154.110 through 69O-154.112 and 69O-154.114 through 69O-154.116, F.A.C., shall also apply to insurance coverage subject to the provisions of Section 627.6487, F.S. Notwithstanding the foregoing, nothing in this rule chapter shall be construed to establish that the Office has rate approval authority over any rate applicable to a group policy issued outside this state, where that authority is not separately conferred by statute. 

Rulemaking Authority 624.308, 627.643 FS. Law Implemented 624.307(1), 627.642, 627.6425, 627.643, 627.6487 FS. History–New 1-1-75, Formerly 4-37.02, 4-37.002, Amended 9-19-00, 2-13-03, Formerly 4-154.102.

69O-154.104 Definition of Terms.

(1) Accident, accidental injury, accidental means:

(a) The definition shall employ “result” language and shall not include words which establish an “accidental means” test or use words such as “external, violent, visible wounds” or similar words of description or characterization.
(b) The definition shall not be more restrictive than the following: “injury or injuries for which benefits are provided means accidental bodily injuries sustained by the insured person which are the direct cause independently of disease, bodily infirmity or other cause of the loss and occur while the insurance is in force.”
(c) Such definitions may provide that injuries shall not include:

1. Injuries for which benefits are provided under:

a. Any workers’ compensation, employers’ liability or similar law; or

b. Florida Automobile Reparations Reform Act (motor vehicle no-fault plan or similar law); or

2. Injuries occurring while the insured person is engaged for wage or profit in any activity pertaining to any trade, business, employment or occupation.

(2) “Categories of benefits” means the following benefits:
(a) Mental health coverage;

(b) Substance abuse coverage;

(c) Prescription drug coverage;

(d) Dental coverage; and,
(e) Vision coverage.

(3) Convalescent nursing home or extended care facility. The term “convalescent nursing home” or “extended care facility” (skilled nursing facility) may be defined in relation to its status, facilities and available services.

(a) A definition shall not be more restrictive than one requiring that it:

1. Be operated pursuant to law;

2. Be approved for payment of Medicare benefits or be qualified to receive such approval, if so requested;
3. Be primarily engaged in providing, in addition to room and board accommodations, skilled nursing care under the supervision of a duly licensed physician;

4. Provide continuous 24 hour a day nursing service by or under the supervision of a registered graduate professional nurse (R.N.); and,
5. Maintain a daily medical record of each patient.

(b) A the definition may provide that the term shall not include:

1. Any home, facility or part thereof used primarily for rest;

2. Any home or facility for the aged or for the care of drug addicts or alcoholics; or

3. Any home or facility primarily used for the care and treatment of mental diseases or disorders or custodial or educational care.

(4) “Earned first year premium” is the amount of gross premium to be paid by an insured for the twelve months of coverage, measured from the effective date of coverage and which is earned during the period of time being measured.

(5) Hospital. The term “hospital” may be defined in relation to its status, facilities and available services, or to reflect its accreditation by the Joint Commission on Accreditation of Hospitals or the American Osteopathic Hospital Association.

(a) The definition shall not be more restrictive than one requiring that the hospital:

1. Be an institution licensed as a hospital and operated pursuant to law;

2. Be primarily and continuously engaged in providing or operating, either on its premises or in facilities controlled by the hospital, under the supervision of a staff of duly licensed physicians, medical, diagnostic and major surgery facilities for the medical care and treatment of sick or injured persons on an inpatient basis for which a charge is made; and,
3. Provide 24 hour nursing service by or under the supervision of registered graduate professional nurses (R.N.’s).

(b) The definition may state that the term shall not be inclusive of:

1. Any military or veteran’s hospital or soldier’s home or any hospital contracted for or operated by any national government or agency thereof for the treatment of members or ex-members of the armed forces;

2. Convalescent homes, convalescent, rest, or nursing facilities; or

3.a. Facilities for the aged, drug addicts, or alcoholics;

b. Facilities primarily affording custodial, educational, or rehabilitory care; or
c. Those primarily affording care for mental and nervous disorders.

(6) “Medical advice, diagnosis, care or treatment” means advice, diagnosis, care or treatment recommended by, or received from an individual licensed or similarly authorized to provide such services under state law and operating within the scope of practice authorized by state law.

(7) “Medical care or condition” means amounts paid for any of the following:

(a) The diagnosis, cure, mitigation or prevention of disease, or amounts paid for the purpose of affecting any structure or function of the body.

(b) Transportation primarily for and essential to medical care referred to in paragraph (7)(a).

(c) Insurance covering medical care referred to in paragraphs (7)(a) and (b).

(8) Mental or Nervous Disorders. A definition of “mental or nervous disorder” as used in a policy shall not be more restrictive than:

(a) Neurosis;
(b) Psychoneurosis;
(c) Psychopathy;
(d) Psychosis; or
(e) Mental or emotional disease or disorder of any kind.

(9) Nurse.
(a) The definition or description of “nurse” may be restricted to a type of nurse, such as:

1. Registered graduate professional nurse (R.N.);
2. Licensed practical nurse (L.P.N.); or
3. Licensed vocational nurse (L.V.N.).
(b) If the words “nurse”, “trained nurse” or “registered nurse” are used without specific instruction, then the use of such terms requires the insurer to recognize the services of any individual who qualifies under such terminology in accordance with the applicable statutes or administrative rules of the licensing or registry board of this state.

(10) “Offer” means to actively market.

(11) One Period of Confinement.

(a) “One period of confinement” as used in subsections 69O-154.106(1) and (2), F.A.C., means one or more separate or combined periods of confinement in a hospital, for the same or related causes, unless separated by an interval of not more than six consecutive months between the end of one such period and the beginning of the succeeding period.
(b) When succeeding confinements for the same or related causes are separated by a six-month interval, the following confinement will be considered a new period of confinement, and any applicable benefit provisions will be restored.

(12) Partial Disability. “Partial disability” may be defined in relation to:

(a) One’s inability to perform some part or all of the “major,” “important,” or “essential” duties of his employment or occupation; or

(b) A “percentage” of time worked;

(c) A “specified number of hours”;

(d) “Compensation.”

(13) Physician.

(a) The definition or description of “physician” may be restricted to a type of physician to the extent allowed by law.
(b)1. The insurer may also include terms such as “duly qualified physician” or “duly licensed physician.”
2. The use of such terms requires an insurer to recognize and to accept, to the extent of its obligation under the contract, all providers of medical care and treatment when they are within the scope of the providers’ licensed authority, and are provided pursuant to Section 627.419, F.S.

(14)(a) “Placement, or being placed, for adoption” means the assumption and retention of a legal obligation for total or partial support of a child by a person with whom the child has been placed in anticipation of the child’s adoption.
(b) The child’s placement for adoption with the person terminates upon the termination of the legal obligation.

(15) “Service area” means the geographic area approved by the Agency for Health Care Administration within which an insurer is authorized pursuant to Section 627.6472, F.S., to offer a health insurance policy, or within which an HMO is authorized pursuant to Section 641.495, F.S., to provide or arrange for comprehensive health care services.

(16) Sickness.

(a) The definition of “sickness” shall not be more restrictive than the following: Sickness means illness or disease of an insured person which first manifests itself after the effective date of insurance and while the insurance is in force.
(b)1. A definition of “sickness” which anticipates the exclusion of coverage of preexisting conditions, subject to the limitations in Section 627.607, F.S., shall not use the phrase “the cause of which originates” or any similar phrase.
2. Such definitions may provide for a probationary period which will not exceed 30 days except as stated in paragraph 69O-154.105(6)(a), F.A.C.
(c) The definition may be further modified to exclude sickness or disease for which benefits are provided under any workers’ compensation, occupational disease, employers’ liability or similar law.

(17) Total Disability.

(a) A general definition of “total disability” must not be more restrictive than one requiring the individual to be totally disabled from engaging in any employment or occupation for which the individual is or may become qualified by reason of education, training, or experience, and not in fact engaged in any employment or occupation for wage or profit.

(b) “Total disability” may be defined in relation to the inability of the person to perform duties, but the inability may not be based solely upon an individual’s ability to:

1. Perform “any occupation whatsoever” or “any occupational duty”; or

2. Engage in any training or rehabilitation program;
3. An insurer may specify the requirement of the complete inability of the person to perform substantially all of the material duties pertaining to his regular occupation, or words of similar import.

(c)1. The definition may reasonably require regular care and attendance by a physician, other than the insured or a member of insured’s immediate family.
2. The definition may require that the total disability be “continuous” or “uninterrupted” for a specified period of time or to a specified age which shall be consistent with the type of coverage afforded.

(d) If the insured’s total disability shall continue to the specified age or for the specified period and shall then and thereafter continue, the definition of “total disability” may predicate continuance of benefits on the insured’s inability to perform any work or occupation for which he is reasonably trained or qualified by education or experience.

Rulemaking Authority 624.308, 627.643, 641.36 FS. Law Implemented 624.307(1), 627.642, 627.643 FS. History–New 1-1-75, Formerly 4-37.04, 4-37.004, Amended 9-19-00, Formerly 4-154.104, Amended 2-19-20.

69O-154.105 Standards for Policy Provisions.

(1) Terms of renewability – Each individual or family policy of accident and health insurance shall include a renewal, continuation or nonrenewal provision. The language or specifications of such provision must be consistent with the type of contract to be issued (e.g., noncancellable and guaranteed renewable, guaranteed renewable, renewable at the option of the insurer, single term nonrenewable, etc.). Such provision must be appropriately captioned and commence or be referenced on the first page of the policy and must clearly state the duration, where limited, of renewability and the duration of the term of coverage for which the policy is issued and for which it may be renewed.

(a) Noncancellable and Guaranteed Renewable Policy – A renewal provision of a policy characterized as “noncancellable and guaranteed renewable” must be consistent with the minimum requirements as adopted and set forth in Rule 69O-154.004, F.A.C. In a family policy covering both husband and wife the age of the younger spouse must be used as the basis for fulfilling the age (at least to age 50) or durational (for at least 5 years if issued after age 44) requirements of the definitions of “noncancellable” and “guaranteed renewable” policies for the purpose of defining the period of guaranteed renewability of the policy. This requirement shall not prevent termination of coverage of the older spouse upon attainment of the state age limit (e.g., age 65) so long as the policy may be continued in force as to the younger spouse to the age or for the durational period as specified in said definition.

(b) Guaranteed Renewable Policy – The renewal provision used in a policy which is characterized as a “guaranteed renewable policy” must be consistent with the minimum requirements of Rule 69O-154.004, F.A.C. The renewal provision of a “guaranteed renewable policy” will be the same as that contained in a “noncancellable and guaranteed renewable policy” except for the reservation of the right to the insurer to change premium on a class basis. Such right shall be clearly expressed within the renewal provision and referenced in the caption of such provision.

(c) Renewable Subject to Consent of Company and Variants Thereof.

1. The renewal provision of a policy characterized as “renewable subject to the consent of the company” shall be appropriately captioned as:

a. Renewable Subject to Consent of Company; or

b. Renewable Subject to Company Consent; or

c. Renewable at Option of Company.

The designated captions are without prejudice to the right of the insurer to submit another caption, subject to the approval of the Director, which it believes is equally clear or more definitive as to the subject matter of said provision. The provision shall clearly declare that renewal of the policy is subject to the consent of the insurer and that the premium rate applicable to such policy shall be that currently in use on each renewal date of the policy. If the insurer reserves the right of cancellation, notice of the existence of the provision shall be cross-referenced in the renewal provision.

2. Conditional or limited continuance – A policy which provides a qualified right of continuance after expiration of the period during which such policy is “noncancellable and guaranteed renewable” or “guaranteed renewable” must clearly specify the conditions, such as continued gainful employment, which must be fulfilled to permit continuance of the policy. If premiums are to be based on an attained age or on a step-rate basis, such must be declared in the renewal provision. The age limit, if any, to which any policy is renewed shall be declared in the renewal provision.

3. Qualified right of renewal – A renewal provision, other than enumerated above, may grant to the insured the right of renewal by timely payment of premium up to a stated age, if any, subject to the reserved right of the insurer to terminate all such policies on a specified basis upon the giving of a specified period of notice, which shall be set forth in the appropriate provision of the policy. The right of the insured to renew the policy may be conditioned upon the continuation of a specified status (e.g., an employee or a named employer, member of a named organization, while engaged in a specific occupation associated with such employment or such organization, residence in a given state or geographic area, insured under a given form of insurance having like form number identification). The rights of the insured and of the insurer shall be clearly set forth in the renewal provision. Such shall include the specified age limit, if any, requirements as to the professional or occupational status, if any, and requirements as to the continuing relationship, if any, of the employee or member. Continuance of insurance after the insured ceases to be eligible for coverage under the plan may be at the option of the insurer. In the event a different table of premium rates is to be applicable with respect to renewals occurring thereafter, such fact shall be declared in the renewal provision.

4. Single term nonrenewable policy – A policy characterized as a “single term nonrenewable policy” shall include a provision appropriately captioned (e.g., “this policy is not renewable” or words of similar import). Such provision must identify or reference the proper part of the contract within which the term (duration) of the coverage is specified.

(d) Renewable at the option of the insured – A policy which may not be characterized as “noncancellable and guaranteed renewable” or “guaranteed renewable” under existing definitional requirements solely because such policy may not be continuable to age 50 or for a minimum period of five years, may use a renewal provision caption, subject to the approval of the Director, which states that the right of the renewal is vested in the insured (e.g., policies issued to afford coverage for family income protection mortgage payments or temporary debt obligations) for a stated period of years, to a stated age, to the occurrence of a stated event or during the continuance of a given status (e.g., employment, membership).

(2) Initial and Subsequent Conditions of Eligibility – A family policy providing hospital, surgical, medical expense, hospital confinement indemnity, or accident only insurance (which includes accidental death, dismemberment, loss of sight, indemnity for fractures or dislocations, blanket medical expense, etc.) shall include provisions which specify the identity and qualifications applicable to those family members who may become insured under the policy initially or by subsequent addition.

(a) Eligible family members may include:

1. The insured;

2. The insured’s spouse;

3. Children of the insured or of the insured’s spouse who are over a specified age and under a specified age not to exceed 21, unless a dependency test is specified; and,
4. Any other person dependent upon the insured.

(b) The provisions concerning eligibility shall, for persons who may become insured subsequent to policy issuance, state the conditions under which such coverage may become effective. Such conditions include:

1. Qualifications for automatic coverage and the duration thereof;

2. Required evidence of insurability;

3. The necessity of application or notice from the insured;

4. Any requirements as to the payment of premiums as to such addition; and,
5. The time within which action is to be taken by the insured.

(c) In family policies providing for the addition of newly eligible family members, the Time Limit on Certain Defenses provision may be modified to provide for a new contestable period for each new member so added other than newborn children of the insured, but shall not provide for a new contestable period for the policy.

(d) A family policy providing benefits for accidental injury (e.g., accidental death, dismemberment, loss of sight, indemnity for fractures or dislocations, blanket medical expense, etc.) shall include provisions which specify the identity and qualifications applicable to such family members who may become insured under the policy initially or by subsequent addition. Provisions describing eligibility of family members or the adding of family members will generally follow the pattern specified in subsections 69O-154.105(2) and (3), F.A.C. Generally, causes of termination of coverage of individual family members will be predicated on age, cessation of dependency, legal separation, termination of marriage, and similar causes.

(3) Termination of Insurance – A family policy providing hospital, surgical, medical expense, hospital confinement indemnity or accident only insurance shall include termination provisions which shall specify:

(a) As to the insured: the age or event, if any, upon which coverage under the policy will terminate (e.g., age 65, eligibility for Medicare).

(b) As to the spouse: the age or event, if any, upon which coverage under the policy will terminate (e.g., age 65, eligibility for Medicare, legal separation, termination of marriage by divorce or annulment or similar actions).

(c) As to a child: the age or event upon which coverage under the policy will terminate (e.g., age 21, marriage of the child, cessation of dependency).

(d) Other family members: the age or event, if any, or such other reasons as are appropriate for termination of coverage as to persons not coming within paragraphs (a), (b), or (c) above.

(e) A noncancellable and guaranteed renewable or guaranteed renewable policy may not provide for termination of coverage of the spouse solely because of the occurrence of an event specified for termination of coverage of the insured, other than nonpayment of premium. The provision shall provide that in the event of the insured’s death the spouse of the insured, if covered under the policy, shall become the insured.

(f) The provision shall provide that if the insurer accepts premium for coverage extending beyond the date, age or event specified for termination as to an insured family member, then coverage as to such person shall continue during the period for which an identifiable premium was accepted, except where such acceptance was predicated on a misstatement of age as outlined in Sections 627.620 and 627.634, F.S.

(g) The provision shall provide that, in the event of cancellation by the insurer, pursuant to Section 627.626, F.S., or refusal to renew by the insurer of a policy providing pregnancy benefits, such policy shall provide for an extension of benefits as to pregnancy commencing while the policy is in force and for which benefits would have been payable had the policy continued in force.

(h) The provision shall provide that termination of the policy by the insurer shall be without prejudice to any continuous loss which commenced while the policy was in force, but the extension of benefits beyond the period the policy was in force may be predicated upon the continuous total disability of the insured person, limited to the duration of the policy benefit period, payment of the maximum benefits or for a time period of not less than 3 months.

(i) The provision may provide for the termination or suspension of the family members who become eligible for coverage provided by the federal government (CHAMPUS or similar legislation).

(4) Nonduplication of Coverage Provisions:
(a) In addition to any other provisions not prohibited by law or rules, an insurer may avoid duplication of benefits with respect to losses for which benefits are payable under any workers’ compensation, occupational disease, employers’ liability or similar laws or payable pursuant to the Florida Automobile Reparations Reform Act (motor vehicle no-fault plan or similar law), and any national, state or other governmental plan not limited to civilian governmental employees or their families. An insurer may, alternatively, afford excess insurance to benefits afforded under any workers’ compensation, occupational disease, employers’ liability or similar laws or any national, state or other governmental plan or Florida Automobile Reparations Reform Act (motor vehicle no-fault plan or similar law), as well as other insurance or employer-employee or union welfare plans.

(b) Nonduplication may involve an interrelation, as related above and as appropriate to the coverage afforded, with other benefit programs including but not limited to individual or family insurance, group insurance, hospital service, medical service, group practice, individual practice and other prepayment plans, employee or employer benefit organizations, union or association welfare plans, Medicare, Florida Automobile Reparations Reform Act (motor vehicle no-fault plan or similar law), and similar benefit programs.

(5) Pre-existing Conditions – The policy must clearly disclose the intent of the insurer as to the applicability or nonapplicability or coverage to pre-existing conditions. If coverage of the policy is not to be applicable to pre-existing conditions, the policy shall specify, in substance, that coverage pertains solely to accidental bodily injuries resulting from accidents occurring after the effective date of coverage and that sicknesses are limited to these which first manifest themselves subsequent to the effective date of coverage or expiration of the probationary period, if any.

(6) Probationary or Waiting Periods – A probationary or waiting period shall relate to that period of time which may be specified in the policy and which must follow the date a person is initially insured under the policy before the coverage or coverages of the policy shall become effective as to such person.

(a) A probationary or waiting period shall not be used with respect to any loss resulting from accidental injuries as defined in the policy; however, as to loss resulting from sickness a policy may specify a probationary or waiting period which shall not exceed 30 days except as follows:

1. For pregnancy, childbirth, complications of pregnancy, 30 days where the probationary or waiting period is expressed in terms of the inception of the pregnancy;
2. Six months for losses resulting from hernia, disorder or reproduction organs, varicose veins, hemorrhoids, appendix, tonsils, adenoids and gall bladder;
3. 120 days for coverages under specified disease insurance.

(b) This subsection does not apply to benefits for dental or vision care.

(7) Limitations – The limitations on the risk undertaken, whether applicable to amounts, duration of benefits, age, or other matters, must be specified with clarity and certainty in the appropriate provision of the contract.

(8) Exceptions, Exclusions and Reductions.

(a) An exception or exclusion is any provision in a policy whereby coverage for a specified hazard is entirely eliminated. It is a statement of a risk not assumed under the terms and provisions of the contract.

(b) A reduction is a provision which takes away some portion, but not all of the coverage of the policy under certain specific conditions. Such relates to a risk assumed by the insurer but benefit upon the occurrence of such loss is limited to some amount or period less than would be otherwise payable had such reduction clause not been used.

(c) Exceptions, exclusions and reductions must be clearly expressed as a part of the benefit provision to which such applies, or if applicable to more than one benefit provision, shall be set forth as a separate provision and appropriately captioned. The use of general policy exclusions and the scope thereof will, of necessity, vary with the type of benefits afforded in a given policy. Such may generally be classified as “result” or “status” types. Policies containing the specified exclusionary subjects appearing in Exhibit A will be acceptable; however, this shall not preclude the consideration or approval of other exceptions or exclusions where such are deemed reasonable and appropriate to the risk undertaken and are approved by the Director.

(d) The listing of specified exclusionary subjects set forth in Exhibit A shall not impair or limit the use of waivers to exclude, limit or reduce coverage or benefits for specifically named or described pre-existing diseases, physical condition or extra hazardous activity. Where waivers are required as a condition of issuance, renewal or reinstatement, signed acceptance by the insured is required unless on initial issuance the full text of the waiver is contained either on the first page or specification page of the policy or unless notice of the waiver appears on the first page or specification page. Any waiver required as a condition precedent of renewal or reinstatement shall include a signed acceptance by the policyholder.
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(e) If a policy contains a military service exclusion or a provision suspending coverage during military service, and if the premiums are either reduced or refunded for the period of such military service, the policy shall clearly so state.

1. As to policies other than noncancellable and guaranteed renewable, guaranteed renewable and renewable at option of the insured:

a. If the policy contains a “status” type of exclusion which excludes all coverages applicable to an insured person while in military service on full-time active duty, the policy shall provide, upon receipt of written request, for refund of premiums as applicable to such person on a pro rata basis.

b. If the policy contains a “causation” type exclusion (loss resulting from military service) while an insured person is on full-time active duty, refund of premium is not required since the policy would be operative as to any other loss not resulting from military service causes.

c. A provision for voluntary suspension of coverage as to an insured person during military service may be used, and if an identifiable premium is charged as to such person, then upon written request for suspension, a pro rata premium must be refunded.

2. As to noncancellable and guaranteed renewable, guaranteed renewable and renewable at the option of the insured:

a. The policy may provide for refund of the entire premium for the period of military service or for a partial refund of the premium from the date the insurer receives notice and it may adjust any such refund for any change in reserves during the period of suspension.

b. The policy may contain a military service exclusion or may provide for suspension of coverage upon entry into military service with the right of reinstatement upon termination of such service without evidence of insurability, if applied for within a specified period of not less than 60 days.

c. The insurer may charge a partial premium during the period of suspension which will anticipate accumulation of reserves required by law or regulation and related cost factors.

(9) Elimination Period – Elimination period shall relate to the initial period of time, during the continuance of a condition insured against and specified in respect to a particular benefit, for which such benefit will not be paid. Such periods must be clearly expressed in the policy schedule or benefits page and clearly expressed or referenced in the benefit provision to which such elimination period applies.

(10) Recurrent Conditions – A policy may contain provisions relating to recurrent confinements or recurrent disability; provided, however, a recurrent confinement or recurrent disability provision may not specify that such confinement or such disabilities be separated by a period greater than six months.

(11) Conversion Privileges – If a policy contains a conversion privilege, it shall comply, in substance, with the following:

(a) The caption of the provision shall be “Conversion Privilege”, or words of similar import. The provision shall indicate the persons eligible for conversion. The circumstances applicable to the conversion privilege, including any limitations on the conversion, and the person by whom the conversion privilege may be exercised, shall be described in the provision. The provision may indicate that the privilege is subject to the underwriting standards of the insurer relating to overinsurance.

(b) A business overhead expense policy issued on either a guaranteed renewable basis, or on a noncancellable basis, or renewable at the option of the company basis may contain a conversion privilege exercisable upon termination of the business interest, or it may provide for its continuation as a loss of time policy.

(c) A policy issued pursuant to the exercise of a conversion privilege contained in a group, individual family or another individual policy, the converted policy or a rider attached thereto shall reflect the relative rights of each person covered under the converted policy.

Rulemaking Authority 627.643, 624.308 FS. Law Implemented 624.307(1), 627.642, 627.643 FS. History–New 1-1-75, Formerly 4-37.05, 4-37.005, 4-154.105.

69O-154.106 Minimum Standards for Benefits. 

An individual policy of accident and health insurance or nonprofit, medical, surgical, or hospital service corporation contract shall not be delivered or issued for delivery in this state unless the outline of coverage required by Section 627.642, F.S., labels and describes the policy or contract in accordance with the specified categories of coverage contained in this rule. Nothing in this rule shall preclude the issuance of any policy or contract combining two or more categories of coverage set forth in Section 627.643(2), F.S. This rule does not apply to policies issued pursuant to a conversion privilege. Types of policies controlled by this rule are as follows:

(1) Basic Hospital Expense Insurance – “Basic Hospital Expense Insurance” is a policy of accident and health insurance which provides coverage for a period of not less than 31 days during any one period of confinement for each person insured under the policy for the expense incurred for necessary treatment and services rendered as a result of an injury or sickness for at least the following:

(a) Daily hospital room and board in an amount not less than the lesser of the average semi-private room rate in the community in which the insured resides or $30.00 per day; and,
(b) Miscellaneous hospital service in an amount not less than ten times the daily hospital room and board benefit for the expense incurred for the charges made by the hospital for services and supplies rendered by the hospital and provided for use only during the period of confinement; and,
(c) Hospital outpatient services up to an amount of $50.00 for hospital-rendered services as an outpatient incurred within 72 hours of any one accident. Benefits provided under paragraphs (a) and (b) above may be provided subject to a combined deductible amount in excess of $100.00. This section does not prohibit a policy or rider especially designed to provide benefits for an insured person to supplement existing in force coverage.

(2) Basic Medical Expense Insurance – “Basic Medical Expense Insurance” is a policy of accident and health insurance which provides coverage for each person insured under the policy for the expense incurred for the necessary services and treatment of an injury or sickness for at least the following: In-hospital medical services, consisting of physician services rendered to a person who is a bed patient in a hospital for treatment of sickness or injury other than that for which surgical care is required, in an amount not less than $5.00 per call, one call per day, for at least 21 such calls during “one period of confinement” or similar benefit acceptable to the Office.

(3) Basic Surgical Expense Insurance – “Basic Surgical Expense Insurance” is a policy of accident and health insurance which provides coverage for each insured under the policy for the expense incurred for the necessary services rendered by a physician for treatment of an injury or sickness for at least the following:

(a) Surgical procedures for the treatment of a sickness, or injury, and endoscopic procedures including any preoperative and postoperative care usually rendered in connection with such operation or procedure, in an amount (a) not less than 75% of the reasonable charges or (b) if specified in dollar amounts, a fee schedule providing amounts for any procedure at least equal to those provided in a fee schedule with a maximum of $400.00 based on a relative value schedule acceptable to the Commissioner of Insurance.

(b) Anesthetic services, consisting of administration of necessary general anesthetics and related procedures in connection with covered surgical service rendered by a physician other than the physician (or his assistant) performing the surgical services, of at least 15 percent of the surgical service benefit provided. Surgical schedules contained in the policy shall include a provision providing coverage for procedures not specifically listed in the schedules and not otherwise excluded by the policy, and benefits therefore shall be consistent with the benefits for comparable procedures. Whenever a policy is written that provides at least the coverages required for both basic hospital expense coverage and basic medical and/or basic surgical expense coverages, the allowable deductible may be applied to the combined coverage.

(4) Hospital Confinement Indemnity Insurance – “Hospital Confinement Indemnity Insurance” is a policy of accident and health insurance which provides daily benefits for hospital confinement on an indemnity basis in an amount not less than $10.00 per day and not less than 31 days during any one period of confinement for each person insured under the policy and with no elimination period unless benefit period is 365 days or more, in which case, a three day elimination period will be acceptable.

(5) Major Medical Expense Insurance:
(a) “Major Medical Expense Insurance” is a policy of accident and health insurance which provides hospital, medical and surgical coverage as follows:

1. The aggregate maximum is not less than $10,000 per covered person.

2. The co-payment by a covered person is not more than 25 percent of covered charges except that the co-payment percentage applicable to subparagraph (5)(b)7. of this section may not be more than 50 percent.

3. The deductible is stated on a per person, per family, per illness, per benefit period or per year basis, or a combination of such basis, and, other than as specified in the next sentence, is not more than 10 percent of the maximum limit under the coverage. In lieu of a fixed dollar amount, the deductible amount may be expressed as (a) the higher of a fixed dollar amount of basic deductible and the policy’s covered charges paid by other medical expense coverage; or (b) not more than $500 plus the policy’s covered charges paid by other medical expense coverage.

4. The maximum benefit period of an “each cause” type of policy (where a separate deductible is required for different sicknesses and accidents) is not less than 18 months and the maximum benefit period for an “all cause” type of policy (where separate deductibles are not required for different sicknesses or accidents) is not less than the number of days remaining in the calendar or policy year after the deductible has been met.

5. The period allowed to satisfy the deductible is not less than 90 days.

(b) Major Medical Expense Insurance must provide for each covered person coverage of:

1. Hospital room and board expenses, prior to application of the co-payment percentage, for not less than $40.00 daily (or in lieu thereof the average daily cost of semiprivate room rate in the area where the insured resides) for a period of not less than 30 days for any period of continuous hospital confinement;

2. Miscellaneous hospital services, prior to application of the co-payment percentage, for an aggregate maximum of not less than $1,500 or 15 times the daily room and board rate if specified in dollar amounts;

3. Surgical fees, prior to application of the co-payment percentage, to a maximum of not less than $600.00 for the most severe operation with the amounts provided for other operations reasonably related to such maximum amount;

4. Anesthetic services, prior to application of the co-payment percentage of at least 15 percent of the covered surgical fees or, alternatively, if the surgical schedule is based on relative values, not less than the amount provided therein for anesthetic services at the same unit value as used for the surgical schedule;

5. Doctor visits, in or out of the hospital, with minimum dollar amounts per visit, prior to application of the co-payment percentage, equal to not less than $8.00 per visit, covering not less than one visit per day and for an aggregate maximum of such covered charges of not less than $600.00;

6. Out-of-hospital diagnostic x-rays and tests, prior to application of the co-payment percentage, for an aggregate maximum of such covered charges of not less than $600.00;

7. No fewer than three of the following additional benefits, prior to application of the co-payment percentage, for an aggregate maximum of such covered charges of not less than $1,000:

a. Private duty registered or if not available, licensed practical nurse services performed by other than a family member while insured is hospital confined;

b. Convalescent nursing home care;

c. Diagnosis and treatment by a radiologist or physiotherapist;

d. Rental of special medical equipment, as defined by the insurer in the policy;

e. Artificial limbs or eyes, casts, splints, trusses or braces;

f. Treatment for functional nervous disorders, and mental and emotional disorders;

g. Out-of-hospital prescription drugs and medications.

(6) Disability Income Protection Insurance:
(a) “Disability Income Protection Insurance” is a policy of health insurance identified in the outline of coverage, as to scope of coverage, if limited (e.g., accident only or sickness only), which provides for periodic payments, weekly or monthly, for a specified period during the continuance of disability resulting from sickness or injury or a combination thereof.

(b) Such coverage shall not require a loss from accidental injury to commence within less than 30 days after the date of an accident.

(c) No reduction in benefits shall be put into effect because of an increase in Social Security disability benefits during a benefit period.

(7) Accident Only Insurance:
(a) “Accident Only Insurance” is a policy of accident insurance which provides coverage, singly or in combination, for death, dismemberment, disability or hospital and medical care caused by accident.

(b) Accidental death and dismemberment benefits shall be payable if the loss occurs within a period of time of not less than 90 days from the date of the accident, irrespective of total disability. Disability income benefits, if provided, shall not require the loss to commence less than 30 days after the date of the accident.

(c) The amount of the accidental death benefit shall not be less than $1,000.00.

(d) The amount of the dismemberment benefit shall not be less than:

1. $500.00 in the case of a single dismemberment; and,
2. $1,000.00 in the case of a double dismemberment.

(e) Specified dismemberment benefits shall not be in lieu of other benefits unless the specific benefit exceeds the other benefit.

(8) Limited Benefit Insurance – “Limited Benefit Insurance” is that form of policy which provides coverage for each person insured under the policy for a specifically named disease (or diseases), specifically named accident, or specifically named limited market fulfilling an experimental or reasonable need.

(a) “Specified Disease Insurance” is a policy which provides coverage for each person insured under the policy for a specifically named disease (or diseases) with a deductible amount not in excess of $250.00 and an overall aggregate benefit limit of not less than $2,500.00 and a benefit period of not less than 2 years.

(b) “Specified Accident Coverage” is a policy which provides coverage for specifically identified kind of accident (or accidents) for each person insured under the policy for accidental death or accidental death and dismemberment combined, with a benefit amount of not less than $1,000 for accidental death; $1,000 for double dismemberment and $500 for single dismemberment.

(9) Supplemental Insurance – Any policy or contract which provides benefits that are less than the minimum standards for benefits required under subsections (1) through (3) of Rule 69O-154.106, F.A.C., may be delivered or issued for delivery if the outline of coverage describes such policy or contract as “supplemental hospital expense insurance”, “supplemental medical expense insurance” or “supplemental surgical expense insurance” and prominently states that it does not meet the requirements of minimum standards for the category involved.

(10) Non-Conventional Coverage – Nothing contained in this section shall prohibit the issuance of a policy or contract that does not fall within subsections (1) through (9) of Rule 69O-154.106, F.A.C., if such policy or contract is either experimental in nature or is demonstrated to be a type coverage that will fulfill a reasonable need of a person or persons to be insured and is appropriately and prominently described in the outline of coverage.

(11) Home Service Health Coverage (Exemption):
(a) “Home Service Health Coverage” is a policy sold by a combination debit company and shall be exempt from the minimum benefit requirements contained in Rule 69O-154.106, F.A.C.

(b) In order for a company to qualify as a combination debit company under this Rule, it must certify that at least 90 percent of its Florida premium income for individual health insurance arises from business produced by home service debit agents. If a combination company does not meet this requirement on an overall basis, but does meet it relative to a combination department, it may qualify under this rule relative only to that combination department; in this case, however, the applicable policy forms may be approved for use only by such combination department.

(c) Such certification as mentioned above must be included in the letter of transmittal of each policy submitted.

Rulemaking Authority 627.643, 624.308, 627.9407(1) FS. Law Implemented 624.307(1), 627.642, 627.643, 627.9404(1) FS. History–New 1-1-75, Formerly 4-37.06, Amended 5-17-89, 9-18-89, Formerly 4-37.006, Amended 3-24-99, Formerly 4-154.106.

69O-154.107 Outline of Coverage Required.

(1) An outline of coverage, as required by Section 627.642, F.S., shall be delivered either at the time the application for the policy is taken or at the time such policy is delivered. Such outline of coverage shall be clearly identified as such and accurately describe the policy or contract and its provisions in a clear and concise manner. If the outline is delivered at the time the application is taken, there must be either a certification of delivery by the agent, or an acknowledgement of receipt by the applicant. Such certification or acknowledgement may be a separate document or by certification in the application.

(2) The requirement of the outline of coverage as set forth in Section 627.642, F.S., shall include the following information:

(a) The name and principal address of the insurer or service association.

(b) A statement of identification of the policy or contract as described in Rule 69O-154.106, F.A.C., of this rule.

(c) A description of each of the principal benefits and coverages, including the benefit amounts, duration or limits, elimination periods, inner limits and any other items appropriate to the coverage provided.

(d) A description of the terms and conditions or renewability of the policy or contract, including any limitations by age, time or event, rights to change premium, status requirements and any other matters appropriate to the terms and conditions of renewability (including any rights of cancellation reserved to the insurer).

(e) A description of the principal exceptions, reductions and limitations contained in the policy or contract, including the pre-existing conditions, if any, and the circumstances under which any reduction provisions become operative.

(f) A statement that the Outline of Coverage is only a brief summary of the policy and is not the contract of insurance. The policy or contract itself sets forth the rights and obligations of the insured and insurer.

Rulemaking Authority 627.643, 624.308 FS. Law Implemented 624.307(1), 627.642, 627.643 FS. History–New 1-1-75, Formerly 4-37.07, 4-37.007, 4-154.107.

69O-154.110 Certificate of Creditable Coverage.
Rulemaking Authority 624.308, 627.6561(8)(e), 641.31071(8)(a), (e), (10)(b) FS. Law Implemented 624.307(1), 627.64871, 627.6561(8), 641.31071 FS. History–New 9-19-00, Formerly 4-154.110, Repealed 11-21-17.

69O-154.111 Demonstration of Creditable Coverage If Certificate is not Provided.

Rulemaking Authority 624.308, 627.6561(5)(b), (7)(b), (8)(a), (e), (9)(b), 641.31071(8)(a), (e), (10)(b) FS. Law Implemented 624.307(1), 627.64871, 641.31071 FS. History–New 9-19-00, Formerly 4-154.111, Repealed 11-21-17.

69O-154.112 Guaranteed Availability of Individual Health Coverage to Eligible Individuals.

(1)(a) Each health insurance issuer that offers individual health insurance coverage shall make available to eligible individuals the two policy forms with the largest and the next to largest premium volume of all such policy forms offered by the issuer in the state or a particular marketing or service area in the individual market.
(b) First year premium volume shall be calculated by using first year premium for the calendar year. In compiling the earned first year premium for the year, the company shall include earned premium for individuals renewing into a replacement form where a previously approved form has been discontinued.
(c) An insurer offering coverage in the individual market is not prohibited from establishing premium discounts.

(2)(a) Both policy forms shall be designed for, made generally available to, actively marketed to, and enroll both eligible and other individuals.
(b) Issuers are not required to reopen closed blocks to meet this requirement.

(c) Eligible individuals must be offered these policy forms using the rate schedule and rating manual filed with and approved by the Office. If in the application of the company’s underwriting standards, the eligible individual is determined to be uninsurable, the highest approved rate class may be used. Rates in each approved rate class must be generally applicable to all individuals and be based on sound actuarial practices without regard to the individual being an eligible individual.

(3) To enable the Office to monitor this coverage, the issuer shall file, no later than April 1 of each year, Form OIR-B2-1386, (Rev. 8/03), Individual Health Coverage Policy Forms Issued/Renewed in Florida, which is hereby adopted and incorporated by reference. All filings shall be submitted electronically to http://www.floir.com/iportal. Copies of the form may be printed from the Office’s website: http://www.floir.com/iportal.

(4)(a) If one or both of the largest first year earned premium volume policy forms are closed blocks of business, the issuer shall so inform the Office.
(b) The issuer shall provide evidence that the Office was notified of the intent to close these policy forms and shall provide the information listed in subparagraph 4. for the replacement forms.

(5)(a) If the health insurance issuer offers policy forms in the individual market that provide dependent coverage, the issuer may apply a pre-existing condition exclusion to dependents who are not eligible individuals.
(b) The issuer may not apply a preexisting condition exclusion on certain children who have less than 18 months creditable coverage but are dependents who were enrolled as a dependent under a group health plan within 30 days of birth, adoption, or placement for adoption and have not had a significant break in coverage.

(6) Each issuer offering health insurance coverage in the individual market must disclose, in writing, to all applicants at the time of application the availability of quarantee issue coverage for eligible individuals. Each issuer offering health insurance coverage in the individual market is responsible for informing the applicant at the time of application of the information necessary to determine whether an applicant for coverage is an eligible individual as defined in Section 627.6487(3), F.S., as follows:

(a) The issuer shall exercise reasonable diligence in making this determination.

(b) The issuer shall promptly determine whether an applicant is an eligible individual.

(c) If an issuer determines that an individual is an eligible individual, the issuer shall promptly issue a policy to that individual.

(7) If the information presented in or with an application is substantially insufficient for the issuer to make a determination, the issuer may immediately request additional information from the individual. Upon receipt of the requested information, the issuer shall act promptly to make its determination.

(8) If an entity fails to provide the applicant with the certificate required under Section 627.64871, F.S., the issuer is subject to the procedures set forth in Rule 69O-154.111, F.A.C., concerning an individual’s right to demonstrate creditable coverage.

Rulemaking Authority 624.308, 624.424(1)(c), 627.6487(4)(b) FS. Law Implemented 624.307(1), 627.6487 FS. History–New 9-19-00, Amended 9-30-01, 2-13-03, 9-22-03, Formerly 4-154.112, Amended 9-15-05.

69O-154.113 Discontinuance or Modification of Policy Form.
If an issuer elects to discontinue an individual health insurance policy form by consolidation with another policy form, the rate for the benefits shall be actuarially justified and approved by the Office for the consolidated group.

Rulemaking Authority 624.308(1) FS. Law Implemented 624.307(1), 627.410 FS. History–New 9-19-00, Formerly 4-154.113.

69O-154.114 Withdrawal From the Individual Market.

(1) If a health insurance issuer elects to withdraw from the individual health insurance market, the issuer must provide 180 days’ written notice to the Office and to all policyholders, certificateholders and beneficiaries provided coverage by the issuer in that market.

(2) A notice of withdrawal from the individual market means an issuer may then non-renew coverage upon the next renewal date of policies affected by the withdrawal.

(3) A policy may not be terminated except at the next renewal date following the 180 day notice period.

(4) Notice to the Office must include a copy of all forms issued in that market.

(5) With respect to notice to policyholders, certificateholders, beneficiaries, a mailing to one household constitutes a mailing to all covered persons residing in the household.

(6) A separate mailing is required for each separate household.

(7) If the issuer elects to exit or withdraw from the individual market, re-entry into that market is prohibited for five years from the last date of coverage provided in that market.
(8) The filing shall be submitted to the Office electronically through http://www.floir.com/iportal.
Rulemaking Authority 624.308(1) FS. Law Implemented 624.307(1), 624.424, 627.6425 FS. History–New 3-1-98, Formerly 4-154.114, Amended 7-30-17.

69O-154.115 Designation of Election to Become a Risk-Assuming or Reinsuring Carrier.

(1)(a) All individual health insurance issuers shall file a designation with the Office of their election to become either a risk-assuming or a reinsuring carrier.
(b) The individual issuer desiring to be a risk-assuming or reinsuring carrier shall use Form OIR-B2-1311 (rev. 8/03), http://www.flrules.org/Gateway/reference.asp?No=Ref-08294, State of Florida/Individual Carrier’s Application to Become a Risk Assuming Carrier or a Reinsuring Carrier, which is hereby adopted and incorporated and may be obtained from the Office’s website: http://www.floir.com/iportal, as required by Section 627.6475(5), F.S.

(2)(a) The Office shall provide notice by publication of the individual issuer’s designation of election to become a risk assuming or reinsuring carrier, and shall allow 21 days from the date of publication to receive comment prior to making its decision on the election.
(b) The Office shall hold a hearing on the election if requested by the carrier.

(3) The Office shall approve or disapprove any application within 60 days of receipt of the application, based on the criteria in Section 627.6475(6), F.S., for risk assuming carriers or Section 627.6475(7), F.S., for reinsuring carriers.

Rulemaking Authority 624.308, 627.6475(9) FS. Law Implemented 624.424, 627.6475, 627.6487(9) FS. History–New 9-19-00, Formerly 4-154.115, Amended 7-30-17.

69O-154.116 Change of Status of Individual Issuer’s Election to Become Risk-Assuming Carrier or Reinsuring Carrier.

(1) Any individual issuer seeking to change the election made by the carrier under Section 627.6475(5)(a), F.S., to become either a risk-assuming carrier or a reinsuring carrier shall request a change of status on Form OIR-B2-1304 (rev. 10/98), State of Florida/Individual Issuer’s Application to Modify Previous Election to Become a Risk Assuming or a Reinsuring Carrier which is hereby adopted and incorporated by reference and may be obtained from http://www.floir.com/iportal, as required by Section 627.6475(5), F.S.

(2)(a) Within 60 days from the date on which the form and its attached information is filed with the Office, the Office shall hold a hearing on the request.

(b) Within 30 days after the conclusion of the hearing and the submission of any post-hearing documentation or argument, the Office shall approve or disapprove the request, based on the criteria set forth in Section 627.6475(6)(b), F.S.

Rulemaking Authority 624.308, 627.6475(9) FS. Law Implemented 627.6475 FS. History–New 9-19-00, Formerly 4-154.116.

69O-154.201 Scope.

(1)(a) This rule chapter applies to all individual and group health insurance policies, including single premium credit disability insurance. All other credit insurance is not subject to this rule chapter. Credit disability is defined under Section 627.677(2), F.S.

(b) This rule chapter is effective December 31, 1998, for policies and contracts in force and issued thereafter.

(2) When an insurer determines that adequacy of its health insurance reserves requires reserves in excess of the minimum standards specified herein, the increased reserves shall be held and shall be considered the minimum reserves for that insurer.

(3)(a) With respect to any block of contracts, or with respect to an insurer’s health business as a whole, a prospective gross premium valuation is the ultimate test of reserve adequacy as of a given valuation date.

(b) Gross premium valuations shall take into account, for contracts in force, in a claims status, or in a continuation of benefits status on the valuation date, the present value as of the valuation date of:

1. All expected benefits unpaid;

2. All expected expenses unpaid; and,
3. All unearned or expected premiums, adjusted for future premium increases reasonably expected to be put into effect.

(4)(a) A gross premium valuation shall be performed whenever a significant doubt exists as to reserve adequacy with respect to any major block of contracts, or with respect to the insurer’s health business as a whole.

(b) If inadequacy is found to exist, immediate loss recognition shall be made and the reserves restored to adequacy.

(c) Adequate reserves (inclusive of claim, premium, and contract reserves, if any) shall be held with respect to all contracts, regardless of whether contract reserves are required for the contracts under these standards.

(5) Whenever minimum reserves, as defined in these standards, exceed reserve requirements as determined by a prospective gross premium valuation, the minimum reserves remain the minimum requirement under these standards.

Rulemaking Authority 624.308(1), 625.121(14), 625.081 FS. Law Implemented 624.307(1), 625.081, 625.121 FS. History–New 4-14-99, Formerly 4-154.201, Amended 3-1-04.

69O-154.202 Definitions.

As used in this rule chapter, the following terms have the following meaning:

(1) Annual Claim Cost. The net annual cost per unit of benefit before the addition of expenses, including claim settlement expenses, and a margin for profit or contingencies. For example, the annual claim cost for a $100 monthly disability benefit, for a maximum disability benefit period of one year, with an elimination period of one week, with respect to a male at age 35, in a certain occupation might be $12, while the gross premium for this benefit might be $18. The additional $6 would cover expenses and profit or contingencies.

(2) Claims Accrued. That portion of claims incurred on or prior to the valuation date which result in liability of the insurer for the payment of benefits for medical services which have been rendered on or prior to the valuation date, and for the payment of benefits for days of hospitalization and days of disability which have occurred on or prior to the valuation date, which the insurer has not paid as of the valuation date, but for which it is liable, and will have to pay after the valuation date. This liability is sometimes referred to as a liability for accrued benefits.

(3) Claims Reported. For annual statement purposes, a reported claim is a claim that has been incurred on or before the valuation date and has been reported on or before the valuation date.

(4) Claims Unaccrued. That portion of claims incurred on or prior to the valuation date which result in liability of the insurer for the payment of benefits for medical services expected to be rendered after the valuation date, and for benefits expected to be payable for days of hospitalization and days of disability occurring after the valuation date. This liability is sometimes referred to as a liability for unaccrued benefits.

(5) Claims Unreported. For annual statement purposes, an unreported claim is a claim that has been incurred on or before the valuation date but has not been reported on or before the valuation date.

(6) Date of Disablement. The earliest date the insured is considered disabled under the definition of disability in the contract, based on a doctor’s evaluation or other evidence. Normally this date will coincide with the start of any elimination period.

(7) Elimination Period. A specified number of days, weeks, or months starting at the beginning of each period of loss during which no benefits are payable.

(8) Gross Premium. The amount of premium charged by the insurer. It includes the net premium (based on claim-cost) for the risk, together with any loading for expenses, profit, or contingencies.

(9) Group Insurance. The term group insurance includes blanket insurance, franchise insurance, and any other forms of group insurance.

(10) Group Long-Term Disability Income. The term group long-term disability income includes group contracts providing group disability income coverage with a maximum benefit duration longer than two years. Group long-term disability income contracts are based on a group pricing structure. The term “group long-term disability” does not include group short-term disability (coverage with benefit periods of two years or less in maximum duration). It also does not include voluntary group disability income coverage that is priced on an individual risk structure and generally sold in the workplace.
(11) Level Premium. A premium calculated to remain unchanged throughout either the lifetime of the policy or for some shorter projected period of years. The premium need not be guaranteed, in which case, although it is calculated to remain level, it shall be changed if any of the assumptions on which it was based are revised at a later time.

Generally, the annual claim costs are expected to increase each year and the insurer, instead of charging premiums that correspondingly increase each year, charges a premium calculated to remain level for a period of years or for the lifetime of the contract. In this case the benefit portion of the premium is more than needed to provide for the cost of benefits during the earlier years of the policy and less than the actual cost in the later years. The building of a prospective contract reserve is a natural result of level premiums.

(12) Long-Term Care Insurance. Insurance as defined in Section 627.9404, F.S.

(13) Medicare Supplement Insurance. Insurance as defined in Section 627.672, F.S.

(14) Modal Premium. Refers to the premium paid on a contract based on a premium term which could be annual, semi-annual, quarterly, monthly, or weekly. Thus if the annual premium is $100, and instead monthly premiums of $9 are paid, then the modal premium is $9.

(15) Negative Reserve. Normally the terminal reserve is a positive value. However, if the values of the benefits are decreasing with advancing age or duration it could be a negative value, called a negative reserve.

(16) Preliminary Term Reserve Method. Under this method of valuation the valuation net premium for each year falling within the preliminary term period is exactly sufficient to cover the expected incurred claims of that year, so the terminal reserves shall be zero at the end of the year. As of the end of the preliminary term period, a new constant valuation net premium (or stream of changing valuation premiums) becomes applicable so the present value of all such premiums is equal to the present value of all claims expected to be incurred following the end of the preliminary term period.

(17) Present Value of Amounts Not Yet Due on Claims. The reserve for claims unaccrued which may at the option of the insurer be discounted at interest.

(18) Reserve. Includes all items of benefit liability, whether in the nature of incurred claim liability or of contract liability relating to future periods of coverage, and whether the liability is accrued or unaccrued. An insurer under its contracts promises benefits which result in:

(a) Claims which have been incurred; that is, for which the insurer has become obligated to make payment, on or prior to the valuation date. On these claims, payments expected to be made after the valuation date for accrued and unaccrued benefits are liabilities of the insurer which shall be provided for by establishing claim reserves; or

(b) Claims which are expected to be incurred after the valuation date. Any present liability of the insurer for these future claims shall be provided for by the establishment of contract reserves and unearned premium reserves.

(19) Terminal Reserve. The reserve at the end of a contract year, defined as the present value of benefits expected to be incurred after that contract year, minus the present value of future valuation net premiums.

(20) Unearned Premium Reserve.

(a) This reserve values that portion of the premium paid or due to the insurer which is applicable to the period of coverage extending beyond the valuation date. Thus if an annual premium of $120 was paid on November 1, $20 would be earned as of December 31 and the remaining $100 would be unearned. The unearned premium reserve shall be on a gross basis as in this example, or on a valuation net premium basis. The reserve for a policy which provides for the return of unearned premium in the event of termination shall be on a gross basis.

(b) Single premium credit disability insurance, both individual and group, is excluded from this definition of unearned premium reserve.

(21) Valuation Net Modal Premium. The modal fraction of the valuation net annual premium that corresponds to the gross modal premium in effect on any contract to which contract reserves apply. Thus if the mode of payment in effect is quarterly, the valuation net modal premium is the quarterly equivalent of the valuation net annual premium.

(22) Credible Experience. For experience to be considered credible for purposes of sub-sub-subparagraph 69O-154.203(1)(b)1.b.(I), F.A.C., the company shall be able to provide claim termination patterns over no more than six (6) years reflecting at least 5,000 claims terminations during the third through fifth claims durations on reasonably similar applicable policy forms.

(23) Best Estimate Assumptions. Assumptions designed to produce results which on average will prove to have been too high half of the time and too low half of the time. Alternatively, assumptions which have the greatest likelihood of being correct.

(24) Sound Values. To place a sound value on a claim liability means to estimate the amount of future payments in such a way as to reduce the likelihood that the estimate will be less than the amounts ultimately paid. Placing a sound value requires that as uncertainty of the amounts ultimately paid increases, the amount by which the estimated claim liability exceeds the estimated future amount of payments also increases. When past experience exists, it can be used, subject to emerging trends in recovery rates, inflation, and other factors which can be used to make reasonable estimates. In the absence of prior experience, the actuary shall rely on commonly accepted estimations such as fixed number of months of premium or paid claims, or an amount such that the paid claims plus change in the liability equal a percentage of premium. (Unless past experience is not credible the preceding method can be used only in the first two years after a benefit without prior experience has been sold.)

(25) Reasonable Margins. Adjustments (to most likely assumptions) necessary to produce contract or claim reserves which reflect sound values. The use of margins results in reserves which exceed an estimate of most likely future benefit payments. The margin for adverse experience is equal to this excess.

(26) Adequate Reserves. Reserves calculated based on best estimate assumptions adjusted to include reasonable margins. For purposes of this rule, reserves must equal or exceed reserves determined using the minimum standards provided herein.

(27) Adequate Provision for Accrued and Unaccrued Benefits. Amounts deemed necessary to comply with the requirements of Section 625.041, F.S.

(28) Commonly Accepted Actuarial Practice.
(a) Practices consistent with standards of practice established by the Actuarial Standards Board.
(b) The following standards of practice are hereby adopted and incorporated by reference:

1. Actuarial Standard of Practice No. 1 Introductory Actuarial Standard of Practice, effective 03/13, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10519;

2. Actuarial Standard of Practice No. 2 Nonguaranteed Charges or Benefits for Life Insurance Policies and Annuity Contracts, effective 05/11 available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10520;

3. Actuarial Standard of Practice No. 3 Continuing Care Retirement Communities, effective 01/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10521;

4. Actuarial Standard of Practice No. 4 Measuring Pension Obligations and Determining Pension Plan Costs or Contributions, effective 12/13, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10522;

5. Actuarial Standard of Practice No. 5 Incurred Health and Disability Claims, effective 03/17, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10523;

6. Actuarial Standard of Practice No. 6 Measuring Retiree Group Benefits Obligations and Determining Retiree Group Benefits Program Periodic Costs or Actuarially Determined Contributions, effective 05/14, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10525;

7. Actuarial Standard of Practice No. 7 Analysis of Life, Health, or Property/Casualty Insurer Cash Flows, effective 05/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10526;

8. Actuarial Standard of Practice No. 8 Regulatory Filings for Health Benefits, Accident and Health Insurance, and Entities Providing Health Benefits, effective 03/14, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10547;

9. Actuarial Standard of Practice No. 9 Documentation and Disclosure in Property and Casualty Insurance Ratemaking, Loss Reserving, and Valuations, effective 03/13, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10528;

10. Actuarial Standard of Practice No. 10 Methods and Assumptions for Use in Life Insurance Company Financial Statements Prepared in Accordance with U.S. GAAP, effective 01/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10529;

11. Actuarial Standard of Practice No. 11 Financial Statement Treatment of Reinsurance Transactions Involving Life or Health Insurance, effective 01/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10530;

12. Actuarial Standard of Practice No. 12 Risk Classification (for All Practice Areas), effective 01/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10531;

13. Actuarial Standard of Practice No. 13 Trending Procedures in Property/Casualty Insurance, effective 05/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10532;

14. Actuarial Standard of Practice No. 14 When to Do Cash Flow Testing for Life and Health Insurance Companies, effective 03/13, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10533;

15. Actuarial Standard of Practice No. 15 Dividends for Individual Participating Life Insurance, Annuities, and Disability Insurance, effective 05/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10534;

16. Actuarial Standard of Practice No. 16 Actuarial Practice Concerning Health Maintenance Organizations and Other Managed-Care Health Plans, effective 04/07, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10535;

17. Actuarial Standard of Practice No. 17 Expert Testimony by Actuaries, effective 06/18, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10538;

18. Actuarial Standard of Practice No. 18 Long-Term Care Insurance, effective 05/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10539;

19. Actuarial Standard of Practice No. 19 Appraisals of Casualty, Health, and Life Insurance Businesses, effective 05/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10540;

20. Actuarial Standard of Practice No. 20 Discounting of Property/Casualty Unpaid Claim Estimates, effective 09/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10541;

21. Actuarial Standard of Practice No. 21 Responding to or Assisting Auditors or Examiners in Connection with Financial Audits, Financial Reviews, and Financial Examination, effective 09/16, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10542;

22. Actuarial Standard of Practice No. 22 Statement of Opinion Based on Asset Adequacy Analysis by Actuaries for Life or Health Insurers, effective 12/12, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10543;

23. Actuarial Standard of Practice No. 23 Data Quality, effective 12/16, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10544;

24. Actuarial Standard of Practice No. 24 Compliance with the NAIC Life Insurance Illustrations Model Regulation, effective 12/16, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10545;

25. Actuarial Standard of Practice No. 25 Credibility Procedures, effective 12/13, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10546;

26. Actuarial Standard of Practice No. 26 Compliance with Statutory and Regulatory Requirements for the Actuarial Certification of Small Employer Health Benefit Plans, effective 05/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10548;

27. Actuarial Standard of Practice No. 27 Selection of Economic Assumptions for Measuring Pension Obligations, effective 09/13, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10554;

28. Actuarial Standard of Practice No. 28 Statements of Actuarial Opinion Regarding Health Insurance Liabilities and Assets, effective 12/12, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10550;

29. Actuarial Standard of Practice No. 29 Expense Provisions in Property/Casualty Insurance Ratemaking, effective 05/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10551;

30. Actuarial Standard of Practice No. 30 Treatment of Profit and Contingency Provisions and the Cost of Capital in Property/Casualty Insurance Ratemaking, effective 05/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10552;

31. Actuarial Standard of Practice No. 31 Documentation in Health Benefit Plan Ratemaking, effective 06/09, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10553;

32. Actuarial Standard of Practice No. 32 Social Insurance, effective 05/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10555;

33. Actuarial Standard of Practice No. 33 Actuarial Responsibilities with Respect to Closed Blocks in Mutual Life Insurance Company Conversions, effective 05/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10556;

34. Actuarial Standard of Practice No. 34 Actuarial Practice Concerning Retirement Plan Benefits in Domestic Relations Actions, effective 06/15, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10557;

35. Actuarial Standard of Practice No. 35 Selection of Demographic and Other Noneconomic Assumptions for Measuring Pension Obligations, effective 09/14, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10558;

36. Actuarial Standard of Practice No. 36 Statements of Actuarial Opinion Regarding Property/Casualty Loss and Loss Adjustment Expense Reserves, effective 05/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10559;

37. Actuarial Standard of Practice No. 37 Allocation of Policyholder Consideration in Mutual Life Insurance Company Demutualizations, effective 05/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10560;

38. Actuarial Standard of Practice No. 38 Using Models Outside the Actuary’s Area of Expertise (Property and Casualty), effective 05/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10561;

39. Actuarial Standard of Practice No. 39 Treatment of Catastrophe Losses in Property/Casualty Insurance Ratemaking, effective 03/13, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10562;

40. Actuarial Standard of Practice No. 40 Compliance with the NAIC Valuation of Life Insurance Policies Model Regulation with Respect to Deficiency Reserve Mortality, effective 05/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10563;

41. Actuarial Standard of Practice No. 41 Actuarial Standard of Practice, effective 12/10, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10564;

42. Actuarial Standard of Practice No. 42 Health and Disability Actuarial Assets and Liabilities Other Than Liabilities for Incurred Claims, effective 03/18, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10565;

43. Actuarial Standard of Practice No. 43 Property/Casualty Unpaid Claim Estimates, effective 05/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10566;

44. Actuarial Standard of Practice No. 44 Selection of Asset Valuation Methods for Pension Valuations, effective 05/11, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10567;

45. Actuarial Standard of Practice No. 45 The Use of Health Status Based Risk Adjustment Methodologies, effective 01/12, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10568;

46. Actuarial Standard of Practice No. 46 Risk Evaluation in Enterprise Risk Management, effective 09/12, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10569;

47. Actuarial Standard of Practice No. 47 Risk Treatment in Enterprise Risk Management, effective 12/12, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10570;

48. Actuarial Standard of Practice No. 48 Life Settlements Mortality, effective 12/13, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10571;

49. Actuarial Standard of Practice No. 49 Medicaid Managed Care Citation Rate Development and Certification, effective 03/15, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10582;

50. Actuarial Standard of Practice No. 50 Determining Minimum Value and Actuarial Value under the Affordable Care Act, effective 09/15, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10583;

51. Actuarial Standard of Practice No. 51 Assessment and Disclosure of Risk Associated with Measuring Pension Obligations and Determining Pension Plan Contributions, effective 09/17, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10574;

52. Actuarial Standard of Practice No. 52 Principle-Based Reserves for Life Products under the NAIC Valuation Manual, effective 09/17, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10575;

53. Actuarial Standard of Practice No. 53 Estimating Future Costs for Prospective Property/Casualty Risk Transfer and Risk Retention, effective 12/17, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10576; and

54. Actuarial Standard of Practice No. 54 Pricing of Life Insurance and Annuity Products, effective 06/18, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10577.

(c) A copy of the standards of practice may be obtained from the Actuarial Standards Board at http://www.actuarialstandardsboard.org/standards-of-practice/.

(29) Gross Premium Valuation. A projection of the present values of gross premiums, benefit payments (including dividends or experience refunds), expenses, and taxes, whose uses include testing reserve adequacy. Gross premium valuations use persistency and other assumptions considered most likely to occur. If significant doubt as to reserve adequacy remains after most likely assumptions are used, the gross premium valuation shall include additional sensitivity testing. Sensitivity testing involves adjusting some or all of the assumptions used in the gross premium valuation to measure the effects of adverse experience.

(30) Qualified Actuary. This is defined in Rule 69O-138.043, F.A.C.

(31) Reasonable Method. One which can be shown to produce claim reserves which reflect sound values.

(32) Reasonable Assumptions for Contract Reserves. A reasonable assumption is one which can be shown to produce adequate contract reserve.

(33) Rating Block. A grouping of contracts determined by the valuation actuary based on common characteristics, such as a policy form or forms having similar benefit designs.

Rulemaking Authority 624.308(1), 625.121(14), 625.081 FS. Law Implemented 624.307(1), 625.081, 625.121 FS. History–New 4-14-99, Formerly 4-154.202, Amended 3-1-04, 1-25-16, 8-15-19.
69O-154.203 Categories of Reserves.

Adequacy of an insurer’s health insurance reserves shall be determined on the basis of all three categories combined. However, these standards emphasize the importance of determining appropriate reserves for each of the three categories separately.

(1) Claim Reserves.

(a) General.

1. Claim reserves are required for all incurred but unpaid claims on all health insurance policies.

2. Appropriate claim expense reserves are required with respect to the estimated expense of settlement of all incurred but unpaid claims.

3. All reserves for prior valuation years shall be tested for adequacy and reasonableness along the lines of claim runoff schedules in accordance with the financial statement pursuant to Section 625.121(14), F.S., including consideration of any residual unpaid liability.

(b) Minimum Standards for Claim Reserves.

1. Disability Income.

a. Interest. The maximum interest rate for claim reserves is specified in subsection 69O-154.204(2), F.A.C.

b. Morbidity. Minimum standards for morbidity are those specified in subsection 69O-154.204(1), F.A.C., except that, at the option of the insurer:

(I) For claims incurred on or before December 31, 2006, with a duration from date of disablement of less than two years, reserves may at the option of the insurer be based on the insurer’s experience, if such experience is considered credible, or upon other assumptions designed to place a sound value on the liabilities. Each insurer may elect one of the following to use as the minimum morbidity standard for claim reserves:

(A) The minimum morbidity standard in effect for claim reserves as of the date the claim was incurred, or 

(B) The standards as defined in (II) applied to all open claims. Once an insurer elects to calculate reserves for all open claims on the standard defined in (II), all future valuations must be on that basis.

(II) For individual disability income claims incurred on or after January 1, 2007, the minimum standards with respect to morbidity are those specified in Rule 69O-154.204, F.A.C., except that, at the option of the insurer, assumptions regarding claim termination rates for the period less than two years from the date of disablement may, at the option of the insurer, be based on the insurer’s experience, if such experience is considered credible, or upon other assumptions designed to place a sound value on the liabilities.
(III) For group disability income claims incurred on or before December 31, 2006, with a duration from date of disablement of more than two (2) years but less than five (5) years, reserves may at the option of the insurer, be based on the insurer’s experience for which the insurer maintains underwriting and claim administration control, and in accordance with commonly accepted actuarial practice.

(IV) For group disability income claims incurred on or after January 1, 2007 and on or before September 30, 2014.
(A) Assumptions regarding claim termination rates for the period less than two years from the date of disablement may, at the option of the insurer, be based on the insurer’s experience, if such experience is considered credible, or upon other assumptions designed to place a sound value on the liabilities.

(B) Assumptions regarding claim termination rates for the period two or more years but less than five years from the date of disablement may, with the approval of the Office, be based on the insurer’s experience, if such experience is considered credible, and for which the insurer maintains underwriting and claim administration control. The request for such approval of a plan of modification to the reserve basis must include:

(i) An analysis of the credibility of the experience;

(ii) A description of how all of the insurer’s experience is proposed to be used in setting reserves;

(iii) A description and quantification of the margins to be included;

(iv) A summary of the financial impact that the proposed plan of modification would have had on the insurer’s last filed annual statement;

(v) A copy of the approval of the proposed plan of modification by the commissioner of the state of domicile; and,

(vi) Any other information deemed necessary, to provide clarity and completeness, by the office.

(C) Each insurer may elect one of the following to use as the minimum morbidity standard for group long-term disability income claim reserves:

(i) The minimum morbidity standard in effect for claim reserves as of the date the claim was incurred, or

(ii) The standards as defined in sub-sub-sub-sub-subparagraph (1)(b)1.b.(IV)(B)(iii) above, applied to all open claims. Once an insurer elects to calculate reserves for all open claims on a more recent standard then all future valuations must be on that basis.
(V) With respect to sub-sub-subparagraph (1)(a)1.b.(III) and sub-sub-sub-subparagraph (1)(a)1.b.(IV)(B) above, for experience to be considered credible, the company should be able to provide claim termination patterns over no more than six (6) years reflecting at least 5,000 claims terminations during the third through fifth claims durations on reasonably similar applicable policy forms.
(VI) For group long-term disability income claims incurred on or after October 1, 2014, and on or before December 31, 2016, the minimum standards with respect to morbidity may be based on the 2012 GLTD termination table (http://www.naic.org/documents/01_naic_2012_group_long-term_disability_valuation_table.xls) http://www.flrules.org/Gateway/reference.asp?No=Ref-05857 which is incorporated herein by reference or subsequent table with considerations of: 

(A) The insurer’s own experience computed in accordance with Actuarial Guideline XLVII as included in the NAIC Accounting Practices and Procedures Manual, adopted by subsection 69O-137.001(4), F.A.C.; and,

(B) An adjustment to include an own experience measurement margin derived in accordance with Actuarial Guideline XLVII, as included in the NAIC Accounting Practices and Procedures Manual; and,

(C) A credibility factor derived in accordance with Actuarial Guideline XLVII.

(D) Subject to the conditions in this paragraph, the 2012 GLTD or subsequent table with considerations outlined in sub-sub-sub-sub-subparagraph (B) shall be used in determining minimum standards with respect to morbidity for group long term disability claims incurred on or after January 1, 2017.

(VII) Subject to the conditions in this Section, the 2012 GLTD or subsequent table with considerations outlined in subparagraph (1)(b)1. shall be used in determining minimum standards with respect to morbidity for group long term disability claims incurred on or after January 1, 2017.

(A) The request for approval of a plan of modification to the reserve basis shall include:

(I) An analysis of the credibility of the experience;

(II) A description of how all of the insurer’s experience is proposed to be used in setting reserves;

(III) A description and qualification of the margins to be included;

(IV) A summary of the financial impact that the proposed plan of modification would have had on the insurer’s last filed annual statement;

(V) For a company not domiciled in this state, a copy of the approval of the proposed plan of modification by the commissioner of the state of domicile.

(VI) Information necessary for the Office to verify that the claim reserve makes adequate provision for accrued and unaccrued benefits. In determining information, the insurer shall use the NAIC Financial Examiners Handbook as referred to in Rule 69O-138.001, F.A.C.

(B) For claim reserves to reflect “sound values” and/or reasonable margins, reserve tables based on credible experience shall be adjusted regularly to maintain reasonable margins.

c. Duration of Disablement. For contracts with an elimination period, the duration of disablement shall be measured as dating from the time that benefits would have begun to accrue had there been no elimination period.

2. All Other Benefits.

a. Interest. The maximum interest rate for claim reserves is specified in subsection 69O-154.204(2), F.A.C.

b. Morbidity or other Contingency. The reserve shall be based on the insurer’s experience, if that experience is considered credible, or upon other assumptions used by the company designed to place a sound value on the liabilities.

c. Claim Reserve Methods Generally.

(I) A reserving method shall be used to estimate claim liabilities if it is:

(A) A generally accepted actuarial reserving method following commonly accepted actuarial practice; or

(B) A reasonable method approved by the Office after a public hearing prior to the statement date. A reasonable method is one where the company is able to demonstrate that the claim reserves calculated using the company’s method would not be less than those calculated using a generally accepted actuarial method; or

(C) A combination of these methods.

At its option, an insurer may estimate some of all of its claim liabilities either separately or by using aggregate methods. Approximations based on groupings and averages may also be employed. Adequacy of the claim reserves, however, shall be determined in the aggregate.

(2) Premium Reserves.

(a) General.

1. Except as noted in subparagraph (2)(a)2., unearned premium reserves shall be required for all contracts for the period of coverage for which premiums, other than premiums paid in advance, have been paid beyond the date of valuation.

2. Single premium credit disability insurance individual policies and group certificates, which are subject to the requirements of Section 625.121(13), F.S., are excluded from unearned premium reserve requirements of paragraphs (2)(a), (b), and (c).

3.a. If premiums due and unpaid are carried as an asset, the premiums shall be treated as premiums in force, subject to unearned premium reserve determination.

b. The value of unpaid commissions, premium taxes, and the cost of collection associated with due and unpaid premiums shall be carried as an offsetting liability.

4. The gross premiums paid in advance for a period of coverage beginning after the next premium due date following the date of valuation may at the option of the insurer be discounted to the valuation date, and shall be held as a separate liability.

(b) Minimum Standards for Unearned Premium Reserves.

1. The minimum unearned premium reserve for any contract is the pro-rata unearned modal premium that applies to the premium period beyond the valuation date, with the premium determined on the basis of:

a. The valuation net modal premium on the contract reserve basis applying to the contract; or

b. The gross modal premium for the contract if no contract reserve applies.

2. In no event shall the sum of the unearned premium and contract reserves for all contracts of the insurer subject to contract reserve requirements be less than the gross modal unearned premium reserve on all these contracts, as of the date of valuation. The reserve shall not be less than the expected claims for the period beyond the valuation date represented by the unearned premium reserve, to the extent not provided for elsewhere.

(c) Premium Reserve Methods Generally. The insurer may at their option employ suitable approximations and estimates, including but not limited to groupings, averages, and aggregate estimation, in computing premium reserves. These approximations or estimates shall be tested periodically to determine their continuing adequacy and reliability.

(3) Contract Reserves.

(a) General.

1. Contract reserves shall be required, unless otherwise specified in sub-sub-sub-sub-subparagraph (3)(a)1.b.(C)(III)2. below, for:

a. All individual and group contracts with which level premiums are used; or

b.(I) All individual and group contracts for which, due to the gross premium pricing structure at issue, the value of the future benefits at any time exceeds the value of any appropriate future valuation net premiums at that time.

(II)(A) This evaluation may be applied on a rating block basis if the total premiums for the block were developed to support the total risk assumed and expected expenses for the block each year, and a qualified actuary certifies the premium development.
(B) The actuary shall state in the certification that premiums for the rating block were developed such that each year’s premium was intended to cover that year’s costs without any prefunding.
(C) For group policies having retrospective pricing agreements, if the premium is also intended to recover costs for any prior years, the actuary shall also disclose the reasons for and magnitude of such recovery.

(III) The values specified in this sub-subparagraph shall be determined on the basis specified in paragraph (3)(b) below entitled “Minimum Standards for Contract Reserves”.

2. Contracts not requiring a contract reserve are:

a. Contracts which cannot be continued after one year from issue.

b. For valuation dates on or prior to December 31, 1998, contracts already in force on the effective date of these rules for which no contract reserve was required prior to the effective date of these rules.

c. For valuation dates after December 31, 1998, contracts in force on the effective date of these rules for which no contract reserve is required by the Commissioner of the insurer’s State of Domicile.

3. The contract reserve is in addition to claim reserves and premium reserves.

4. The methods and procedures for contract reserves shall be consistent with those for claim reserves for any contract, or else appropriate adjustment shall be made when necessary to assure provision for the aggregate liability. The definition of the date of incurral shall be the same in both determinations.

5. The total contract reserve established shall incorporate provisions for moderately adverse deviations.

(b) Minimum Standards for Contract Reserves.

1. Basis.

a. Morbidity or other Contingency.

(I) Minimum standards for morbidity are specified in rule subsection 69O-154.204(1), F.A.C. Valuation net premiums used under each contract shall have a structure consistent with the gross premium structure at issue of the contract as it relates to advancing age of insured, contract duration, and period for which gross premiums have been calculated.

(II) Except as provided in sub-subparagraph (3)(a)1.b., if for a policy form there is no gross premium variation by age, the valuation net premiums will nonetheless vary based on age at issue for each such contract since at issue the present value of valuation net premiums for a contract must equal the present value of tabular claim costs.
(III) Contracts for which tabular morbidity standards are not specified in subsection 69O-154.204(1), F.A.C., shall be valued using tables established for reserve purposes by a qualified actuary. The morbidity tables shall contain a pattern of incurred claims cost that reflects the underlying morbidity, and shall not be constructed for the primary purpose of minimizing reserves.

(A) In determining the morbidity assumptions, the actuary shall use assumptions that represent the best estimate of anticipated future experience, but shall not incorporate any expectation of future morbidity improvement.
(B) Morbidity improvement is a change, in the combined effect of claim frequency and the present value of future expected claim payments given that a claim has occurred, from the current morbidity tables or experience that will result in a reduction to reserves.
(C) It is not the intent of this provision to restrict the ability of the actuary to reflect the morbidity impact for a specific known event that has occurred and that is able to be evaluated and quantified.

b. Interest. The maximum interest rate is specified in rule subsection 69O-154.204(2), F.A.C.

c. Termination Rates. Termination rates used in the computation of reserves shall be on the basis of a mortality table specified in rule subsection 69O-154.204(3), F.A.C., except as follows:

(I) Under contracts issued on or after January 1, 1999, for which premium rates are not guaranteed, and where the effects of insurer underwriting are specifically used by policy duration in the valuation morbidity standard or for return of premium or other deferred cash benefits, total termination rates may at the option of the insurer be used at ages and durations where these exceed specified mortality table rates, but not in excess of the lesser of:

(A) Eighty percent (80%) of the total termination rate used in the calculation of the gross premiums; or

(B) Eight percent (8%):

(II) For long-term care individual policies or group certificates issued on or after January 1, 1999, the contract reserve shall be established on a basis of:

(A) Separate mortality as specified in rule subsection 69O-154.204(3), F.A.C.; and,
(B) Terminations other than mortality, where such terminations are not to exceed:

(i) For policy years one through four, the lesser of eighty percent (80%) of the voluntary lapse rate used in the calculation of gross premiums and eight percent (8%);

(ii) For policy years five (5) and later, the lesser of one hundred percent (100%) of the voluntary lapse rate used in the calculation of gross premiums and four percent (4%);

(iii) Where a morbidity standard specified in rule subsection 69O-154.204(1), F.A.C., is on an aggregate basis, the morbidity standard shall be adjusted to reflect the effect of insurer underwriting by policy duration. The adjustments shall be appropriate to the underwriting and in accordance with commonly accepted actuarial practice.

(III) Under contracts issued prior to January 1, 1999, voluntary lapse rates accepted for valuation by the Commissioner of the state where the company is domiciled.

(A) In determining the morbidity assumptions, the actuary shall use assumptions that represent the best estimate of anticipated future experience, but shall not incorporate any expectation of future morbidity improvement.
(B) Morbidity improvement is a change, in the combined effect of claim frequency and the present value of future expected claim payments given that a claim has occurred, from the current morbidity tables or experience that will result in a reduction to reserves. 

(C) It is not the intent of this provision to restrict the ability of the actuary to reflect the morbidity impact for a specific known event that has occurred and that is able to be evaluated and quantified.

(IV) For long-term care individual policies or group certificates issued on or after January 1, 2005, the contract reserve shall be established on the basis of: 

(A) Separate mortality as specified in subsection 69O-154.204(3), F.A.C.; and,
(B) Terminations other than mortality, where the terminations are not to exceed:
(i) For policy year one, the lesser of 80 percent of the voluntary lapse rate used in the calculation of gross premiums and 6 percent;
(ii) For policy years 2 through 4, the lesser of 80 percent of the voluntary lapse rate used in the calculation of gross premiums and 4 percent; and,
(iii) For policy years 5 and later, the lesser of 100 percent of the voluntary lapse rate used in the calculation of gross premiums and 2 percent, except for group long-term care insurance sold to one or more employers, as defined in Section 627.9405(1)(a), F.S., where the 2 percent shall be 3 percent.

d. Reserve Method.

(I) For insurance except long-term care and return of premium or other deferred cash benefits, the minimum reserve is the reserve calculated on the two-year full preliminary term method; that is, under which the terminal reserve is zero at the first and the second contract anniversary.

(II) For long-term care insurance, the minimum reserve is the reserve calculated as follows:

(A) For individual policies and group certificates issued on or before December 31, 1991, reserves calculated on the two-year full preliminary term method, or any other method approved by the Commissioner of the state where the company is domiciled.

(B) For individual policies and group certificates issued on or after January 1, 1992 reserves calculated on the one-year full preliminary term method, except for policies issued prior to January 1, 1999, any method acceptable to the Commissioner of the state where the company is domiciled.

(III) For return of premium or other deferred cash benefits, the minimum reserve is the reserve calculated as follows:

(A) On the one year preliminary term method if the benefits are provided at any time before the twentieth anniversary;

(B) On the two year preliminary term method if the benefits are only provided on or after the twentieth anniversary.

(C) For policies issued prior to January 1, 1999, any method acceptable to the Commissioner of the state where the company is domiciled.

(IV) The preliminary term method shall be applied only in relation to the date of issue of a contract. Reserve adjustments introduced later as a result of rate increases, revisions in assumptions (e.g., projected inflation rates), or for other reasons, shall be applied as of the effective date of adoption of the adjusted basis.

e. Negative Reserves. Negative reserves on any benefit may at the option of the insurer be offset against positive reserves for other benefits in the same contract, but for each contract the total contract reserve for all benefits combined shall not be less than zero.

f. Nonforfeiture benefits. The contract reserve on a policy basis shall not be less than the net single premium for the nonforfeiture benefits at the appropriate policy duration, where the net single premium is computed according to the above specifications.

(c) Alternative Valuation Methods and Assumptions Generally.

1. An insurer may use any reasonable assumptions as to interest rates, termination or mortality rates, and rates of morbidity or other contingency, provided the contract reserve on all contracts to which an alternative method or basis is applied is not less in the aggregate than the amount determined according to the applicable standards specified above.

2. Subject to the condition in subparagraph 1. above, the insurer may employ methods other than the methods stated above in determining a sound value of its liabilities under these contracts, including, but not limited to the following:

a. The net level premium method;

b. The one-year full preliminary term method;

c. Prospective valuation on the basis of actual gross premiums with reasonable allowance for future expenses;

d. The use of approximations such as those involving:

(I) Age groupings;
(II) Groupings of several years of issue;
(III) Average amounts of indemnity;
(IV) Grouping of similar contract forms.

e. The computation of the reserve for one contract benefit as a percentage of, or by other relation to, the aggregate contract reserves exclusive of the benefit or benefits so valued; and,
f. The use of a composite annual claim cost for all or any combination of the benefits included in the contracts valued.

(d) Tests for Adequacy and Reasonableness of Contract Reserves.

1. A review shall be made annually by a qualified actuary of the insurer’s prospective contract liabilities on contracts valued by tabular reserves to determine the continuing adequacy and reasonableness of the tabular reserves, giving consideration to future gross premiums. If the review indicates that the prospective reserves are no longer adequate subject to the minimum standards at paragraph (3)(b) above, the insurer shall add increments to the tabular reserves in order to meet or exceed the minimum standard.

2. If a company has a contract, or a group of related similar contracts, for which future gross premiums shall be restricted by contract, administrative rule, or other reasons, such that the future gross premiums reduced by expenses for administration, commissions, and taxes shall be insufficient to cover future claims, the company shall establish contract reserves for the shortfall in the aggregate.

Rulemaking Authority 624.308(1), 625.121(14), 625.081 FS. Law Implemented 624.307(1), 625.081, 625.121 FS. History–New 4-14-99, Formerly 4-154.203, Amended 3-1-04, 4-7-05, 11-2-06, 1-25-16.
69O-154.204 Specific Minimum Standards for Morbidity, Mortality and Interest.

Specific minimum standards for morbidity, mortality and interest which apply to claim reserves according to year of incurral and to contract reserves according to year of issue:

(1) Morbidity.

(a) Minimum morbidity standards for valuation of specified individual contract health insurance benefits are as follows:

1. Disability Income Benefits Due to Accident or Sickness.

a. Contract Reserves:

(I) Contracts issued on or after January 1, 1965, and prior to January 1, 1998: The 1964 Commissioners Disability Table (64 CDT), incorporated by reference in Rule 69O-154.210, F.A.C., or a table acceptable to the Office as specified in paragraph 69O-154.204(1)(c), F.A.C.

(II) Contracts issued on or after January 1, 1999:

(A) The 1985 Commissioners Individual Disability Tables A (85CIDA), incorporated by reference in Rule 69O-154.210, F.A.C; or

(B) The 1985 Commissioners Individual Disability Tables B (85CIDB), incorporated by reference in Rule 69O-154.210, F.A.C.

(III) Contracts issued on or after January 1, 1998 and prior to January 1, 1999 inclusive: Optional use of either the 1964 Table or the 1985 Tables, or a table acceptable to the Office as specified in paragraph 69O-154.204(1)(c), F.A.C.

(IV) Each insurer may elect, with respect to all individual contracts issued in any one statement year, whether it will use Tables A or Tables B as the minimum standard. The insurer shall, however, elect to use the other tables with respect to any subsequent statement year.

b. Claim Reserves:

(I) For claims incurred on or before December 31, 2002, the minimum morbidity standard in effect for contract reserves on currently issued contracts as of the date the claim is incurred.

(II)(A) For claims incurred on or after January 1, 2003, the 1985 Commissioners Individual Disability Table A (85CIDA) with claim termination rates multiplied by the following adjustment factors:

	Duration
	Adjustment Factor
	Adjusted Termination Rates*

	Week
	
	

	1
	0.366
	0.04831

	2
	0.366
	0.04172

	3
	0.366
	0.04063

	4
	0.366
	0.04355

	5
	0.365
	0.04088

	6
	0.365
	0.04271

	7
	0.365
	0.04380

	8
	0.365
	0.04344

	9
	0.370
	0.04292

	10
	0.370
	0.04107

	11
	0.370
	0.03848

	12
	0.370
	0.03478

	13
	0.370
	0.03034

	Month
	
	

	4
	0.391
	0.08758

	5
	0.371
	0.07346

	6
	0.435
	0.07531

	7
	0.500
	0.07245

	8
	0.564
	0.06655

	9
	0.613
	0.05520

	10
	0.663
	0.04705

	11
	0.712
	0.04486

	12
	0.756
	0.04309

	13
	0.800
	0.04080

	14
	0.844
	0.03882

	15
	0.888
	0.03730

	16
	0.932
	0.03448

	17
	0.976
	0.03026

	18
	1.020
	0.02856

	19
	1.049
	0.02518

	20
	1.078
	0.02264

	21
	1.107
	0.02104

	22
	1.136
	0.01932

	23
	1.165
	0.01865

	24
	1.195
	0.01792

	Year
	
	

	3
	1.369
	0.16839

	4
	1.204
	0.10114

	5
	1.199
	0.07434

	6 and later
	1.000
	**


*The adjusted termination rates derived from the application of the adjustment factors to the DTS Valuation Table termination rates shown in exhibits 3a, 3b, 3c, 4, and 5 (Transactions of the Society of Actuaries (TSA) XXXVII, pp. 457-463) is displayed. The adjustment factors for age, elimination period, class, sex, and cause displayed in exhibits 3a, 3b, 3c, and 4 should be applied to the adjusted termination rates shown in this table.

**Applicable DTS Valuation Table duration rate from exhibits 3c and 4 (TSA XXXVII, pp. 462-463).

(B) The 85CIDA table so adjusted for the computation of claim reserves shall be known as 85CIDC (The 1985 Commissioners Individual Disability Table C).

2. Hospital Benefits, Surgical Benefits and Maternity Benefits (Scheduled benefits or fixed time period benefits only).

a. Contract Reserves:

(I) Contracts issued on or after January 1, 1955, and before January 1, 1982: The 1956 Intercompany Hospital-Surgical Tables, incorporated by reference in Rule 69O-154.210, F.A.C., or a table acceptable to the Office as specified in paragraph 69O-154.204(1)(c), F.A.C.

(II) Contracts issued on or after January 1, 1982: The 1974 Medical Expense Tables, Table A, Transactions of the Society of Actuaries, Volume XXX, pg. 63, incorporated by reference in Rule 69O-154.210, F.A.C., or a table acceptable to the Office as specified in paragraph 69O-154.204(1)(c), F.A.C. Refer to the paper (in the same volume, pg. 9) to which this table is appended, including its discussions, for methods of adjustment for benefits not directly valued in Table A: “Development of the 1974 Medical Expense Benefits,” Houghton and Wolf, incorporated by reference in Rule 69O-154.210, F.A.C.

b. Claim Reserves: No specific standard. See sub-subparagraph 5., below entitled “Other Individual Contract Benefits”.

3. Cancer Expense Benefits (Scheduled benefits or fixed time period benefits only).

a. Contract Reserves:

(I) Contracts issued on or after January 1, 1986, and prior to January 1, 1999: The 1985 NAIC Cancer Claim Cost Tables, incorporated by reference in Rule 69O-154.210, F.A.C., or a table acceptable to the Office as specified in paragraph 69O-154.204(1)(c), F.A.C.

(II) Contracts issued on or after January 1, 1999: The 1985 NAIC Cancer Claim Cost Tables, incorporated by reference in Rule 69O-154.210, F.A.C.

b. Claim Reserves: No specific standard. See subparagraph 5., below entitled “Other Individual Contract Benefits”.

4. Accidental Death Benefits.

a. Contract Reserves: Contracts issued on or after January 1, 1965: The 1959 Accidental Death Benefits Table, incorporated by reference in Rule 69O-154.210, F.A.C.

b. Claim Reserves: Actual amount incurred.

5. Single Premium Credit Disability.
a. Contract Reserves:

(I) For contracts issued on or after January 1, 2003:

(A) For plans having less than a 30 day elimination period, the 1985 Commissioners Individual Disability Table A (85CIDA) with claim incidence rates increased by 12 percent.

(B) For plans having a 30 day and greater elimination period, the 85CIDA for a 14 day elimination period with the adjustment in sub-sub-subparagraph (A).

(II) For contracts issued prior to January 1, 2003, each insurer may elect either sub-sub-subparagraphs (A) or (B) to use as the minimum standard. Once an insurer elects to calculate reserves for all contracts on the standard defined in sub-subparagraph (I), all future valuations must be on that basis.

(A) The minimum morbidity standard in effect for contract reserves on currently issued contracts, as of the date the contract was issued; or
(B) The standard as defined in sub-subparagraph (I), applied to all contracts.

b. Claim Reserves: Claim reserves are to be determined as provided in paragraph 69O-154.203(1)(c), F.A.C.

6. Other Individual Contract Benefits.

a. Contract Reserves: For all other individual contract benefits, morbidity assumptions shall be determined as provided in the reserve standards.

b. Claim Reserves: For all benefits other than disability, claim reserves shall be determined as provided in the standards.

(b) Minimum morbidity standards for valuation of specified group contract health insurance benefits shall be as follows:

1. Disability Income Benefits Due to Accident or Sickness where Rules 69O-154.201 ‒ 69O-154.210 reference 69O-154.204, F.A.C.; otherwise Actuarial Guideline XLVII, as included in the most current version of the NAIC Accounting Practices and Procedures Manual adopted by subsection 69O-137.001(4), F.A.C.
a. Contract Reserves:

(I) Contracts issued prior to January 1, 1999: The same basis, if any, as that employed by the insurer as of January 1, 1999 or a table acceptable to the Office as specified in paragraph 69O-154.204(1)(c), F.A.C.

(II) Contracts issued on or after January 1, 1999: The 1987 Commissioners Group Disability Income Table (87CGDT).

b. Claim Reserves:

(I) For claims incurred on or after January 1, 1999: The 87CGDT.

(II) For claims incurred prior to January 1, 1999: Use of the 87CGDT is optional.

2. Single Premium Credit Disability.

a. Contract Reserves:

(I) For contracts issued on or after January 1, 2003:

(A) For plans having less than a 30 day elimination period, the 1985 Commissioners Individual Disability Table A (85CIDA) with claim incidence rates increased by 12 percent.

(B) For plans having a 30 day and greater elimination period, the 85CIDA for a 14 day elimination period with the adjustment in (A).

(II) For contracts issued prior to January 1, 2003, each insurer may elect to use either sub-subparagraph (I) or (II) as the minimum standard. Once an insurer elects to calculate reserves for all contracts on the standard defined in sub-subparagraph (I), all future valuations must be on that basis.

(A) The minimum morbidity standard in effect for contract reserves on currently issued contracts, as of the date the contract was issued, or
(B) The standard as defined in sub-subparagraph (I), applied to all contracts.

b. Claim Reserves: Claim reserves are to be determined as provided in paragraph 69O-154.203(1)(c), F.A.C.

3. Other Group Contract Benefits.

a. Contract Reserves: For all other group contract benefits, morbidity assumptions shall be determined as provided in the reserve standards.

b. Claim Reserves: For all benefits other than disability, claim reserves shall be determined as provided in the standards.

(c) A table of factors used to value contract reserves for policies issued on or before December 31, 1998 or used to value claim reserves incurred on or before December 31, 1998, shall be acceptable to the Office if it has been accepted for valuation by the Commissioner of the state where the company is domiciled. If the insurer is a Florida domiciled insurer it will be acceptable if the valuation is done in accordance with commonly accepted actuarial practice.

(2) Interest.

(a) For contract reserves, the maximum interest rate is the maximum rate specified in Section 625.121(6)(a), F.S., in the valuation of whole life insurance with an interest guarantee period greater than twenty years issued on the same date as the health insurance contract. An interest rate used to value contract reserves for policies issued on or before December 31, 1998 or used to value claim reserves incurred on or before December 31, 1998, shall be acceptable to the Office if it has been accepted for valuation by the Commissioner of the state where the company is domiciled.

(b) For claim reserves on policies that require contract reserves, the maximum interest rate is the maximum rate specified in Section 625.121(6)(a), F.S., in the valuation of whole life insurance with an interest guarantee period greater than twenty years issued on the same date as the claim incurral date.

(c) For claim reserves on policies not requiring contract reserves, the maximum interest rate is the maximum rate specified in Section 625.121(5)(a)2., F.A.C., in the valuation of single premium immediate annuities issued on the same date as the claim incurral date, reduced by one hundred basis points.

(3) Mortality.

(a) For all individual policies or group certificates issued before January 1, 1999, the mortality basis used shall be according to a table (but without use of selection factors) permitted by law for the valuation of whole life insurance issued on the same date as the health insurance contract or a table acceptable to the Office as specified in paragraph (3)(d) below.

(b) For all individual policies or group certificates other than long-term care insurance issued on or after January 1, 1999, the mortality basis used shall be according to a table of rates (but without use of selection factors) specified in Section 625.121(5)(a)2., F.S., for the valuation of whole life insurance issued on the same date as the health insurance contract.

(c)1. For long-term care insurance individual policies or group certificates issued on or after January 1, 1999, the mortality basis used shall be the 1983 Group Annuity Mortality Table, incorporated by reference in Rule 69O-154.210, F.A.C., without projection.

2. For long-term care insurance individual policies or group certificates issued on or after January 1, 2005, the mortality basis used shall be the 1994 Group Annuity Mortality Table, which is the 1994 GAR Table without projection, qx1994, incorporated by reference in Rule 69O-162.108, F.A.C.

(d) A table of mortality factors used for the purpose of valuing contract reserves or claim reserves for policies issued before January 1, 1999, shall be acceptable to the Office if it has been accepted for that purpose by the commissioner of the state where the insurer is domiciled. If the insurer is a Florida domiciled insurer, the mortality factors shall be acceptable if the valuation is done in accordance with commonly accepted actuarial practice.

(e) For single premium credit insurance using the adjusted 85 CIDA table, no separate mortality shall be assumed.
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69O-154.205 Reserves for Waiver of Premium.

Waiver of premium reserves involve several special considerations.

(1) The disability valuation tables promulgated by the National Association of Insurance Commissioners are based on exposures that include contracts on premium waiver as in-force contracts. Therefore, contract reserves based on these tables are not reserves on “active lives” but rather reserves on contracts “in force.” This is true for the 1964 Commissioner’s Disability Table and for both the 1985 CIDA and CIDB tables.

(2) Accordingly, tabular reserves using any of these tables shall value reserves on the following basis:

(a) Claim reserves shall include reserves for premiums expected to be waived, valuing as a minimum the valuation net premium being waived.

(b) Premium reserves shall include contracts on premium waiver as in-force contracts, valuing as a minimum the unearned modal valuation net premium being waived.

(c) Contract reserves shall include recognition of the waiver of premium benefit in addition to other contract benefits provided for, valuing as a minimum the valuation net premium to be waived.

(3)(a) If an insurer is valuing reserves on what is truly an active life table, or if a specific valuation table is not being used but the insurer’s gross premiums are calculated on a basis that includes in the projected exposure only those contracts for which premiums are being paid, then it shall not be necessary to provide specifically for waiver of premium reserves.

(b) Any insurer using a true active life basis shall carefully consider whether additional liability shall be recognized due to premiums waived during periods of disability or during claim continuation.

Rulemaking Authority 624.308(1), 625.121(14), 625.081 FS. Law Implemented 624.307(1), 625.081, 625.121 FS. History–New 4-14-99, Formerly 4-154.205.

69O-154.206 Reinsurance.

Increases to or credits against reserves carried arising because of reinsurance assumed or reinsurance ceded, except as noted below, shall be determined in a manner consistent with these minimum reserve standards and with all applicable provisions of the reinsurance contracts which affect the insurer’s liabilities. If increases to or credits against reserves are not determined in a manner consistent with these minimum reserve standards, the insurer will be required to demonstrate to the Office that assumed reserves are not less than those required and ceded reserves are not greater than those required by these minimum reserve standards.
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69O-154.210 Tables.

(1) The following tables are hereby adopted and incorporated by reference:

(a) 1964 Commissioners Disability Table;

(b) 1985 Commissioners Individual Disability Tables A;

(c) 1985 Commissioners Individual Disability Tables B;

(d) 1956 Intercompany Hospital-Surgical Tables;

(e) 1974 Medical Expense Tables, Table A, Transactions of the Society of Actuaries, Volume XXX, page 63;

(f) “Development of the 1974 Medical Expense Benefits”, Houghton and Wolfe, Transactions of the Society of Actuaries, Volume XXX, page 9;

(g) 1985 NAIC Cancer Claim Cost Tables;

(h) 1959 Accidental Death Benefits Table;

(i) 1987 Commissioners Group Disability Income Table;

(j) 1983 Group Annuity Mortality Table.

(2) The tables in subsection (1) above are available from the Bureau of Life & Health Insurer Solvency, 200 East Gaines Street, Tallahassee, Florida 32399-0327.

Rulemaking Authority 624.308(1), 625.121(14), 625.081 FS. Law Implemented 624.307(1), 625.081, 625.121 FS. History–New 4-14-99, Formerly 4-154.210, Amended 3-1-04.

69O-154.302 Applicability and Scope.

The provisions of this Part shall apply to any small employer group in force on January 1, 1997, as defined in Section 627.6699, F.S., which cover fewer than 20 employees.

Rulemaking Authority 624.308(1), 627.6692(9) FS. Law Implemented 624.307(1), 627.6692 FS. History–New 4-24-97, Formerly 4-154.302.

69O-154.303 Initial Notice.

Rulemaking Authority 624.308(1), 627.6692(9) FS. Law Implemented 624.307(1), 627.6692(8) FS. History–New 4-24-97, Formerly 4-154.303, Repealed 5-4-06.

69O-154.304 Notice of Occurrence of a Qualifying Event.

Each contract, policy, certificate and handbook must contain a Notice of Occurrence of a Qualifying Event provision. This provision must include the information required by Section 627.6692(5)(d)1., F.S. The beneficiary shall notify the carrier in writing within sixty-three (63) days, as evidenced by postmark, after the occurrence of the qualifying event or the termination of coverage whichever is later.

Rulemaking Authority 624.308(1), 627.6692(9) FS. Law Implemented 624.307(1), 627.6692(5) FS. History–New 4-24-97, Formerly 4-154.304, Amended 5-4-06.

69O-154.305 Election and Premium Notice Form.

(1) Within 14 days of the date that the carrier receives the notice of occurrence of a qualifying event from the qualified beneficiary the carrier must send to the employee, covered spouse and covered dependents, by certified mail, the Election and Premium Notice Form OIR-B2-1261 (REV 8/03), which is hereby adopted and incorporated by reference. Copies of the forms are available and may be printed from the Office’s website: http://www.floir.com/iportal.

(2) Carriers may develop a similar form which must include the information in Form OIR-B2-1261. Any similar form must be filed and approved before use pursuant to the requirements of Section 627.410, F.S. Any filing shall be submitted to the Office electronically through http://www.floir.com/iportal.
Rulemaking Authority 624.308(1), 627.6692(9) FS. Law Implemented 624.307(1), 624.424, 627.6692(5) FS. History–New 4-24-97, Formerly 4-154.305, Amended 5-4-06, 7-30-17.

69O-154.306 Election, Billing and Payment of Premium.

(1) The employee, covered spouse and covered dependents have until the 30th day, as evidenced by postmark, after receiving the Election and Premium Notice form described in Rule 69O-154.305, F.A.C., to elect coverage continuation in writing and pay the premium to the carrier.

(2) The carrier or its designee must process all elections, within 30 days and provide coverage retroactively to the day coverage would have otherwise terminated due to the qualifying event. The first premium payment must include the coverage paid to the end of the month in which the first payment of premium is made.

Rulemaking Authority 624.308(1), 627.6692(9) FS. Law Implemented 624.307(1), 627.6692(5) FS. History–New 4-24-97, Formerly 4-154.306, Amended 5-4-06.

69O-154.410 Withdrawal From the Group Market.

(1) If a health insurance issuer elects to withdraw from the group market, the issuer must provide 180 days’ written notice to the Office and to all policyholders, certificateholders and beneficiaries provided coverage by the issuer in that market.

(2) A notice of withdrawal from the group market means an issuer may then non-renew coverage upon the next renewal date of policies affected by the withdrawal.

(3) A policy may not be terminated except at the next renewal date following the 180 day notice period.

(4) Notice to the Office must include a copy of all forms issued in that market.

(5) With respect to notice to policyholders, certificateholders, beneficiaries, a mailing to one household constitutes a mailing to all covered persons residing in the household.

(6) A separate mailing is required for each separate household.

(7) If the issuer elects to exit or withdraw from the group market, re-entry into that market is prohibited for five years from the last date of coverage provided in that market.
(8) The filing shall be submitted to the Office electronically through http://www.floir.com/iportal.
Rulemaking Authority 624.308(1), 641.36 FS. Law Implemented 624.424, 627.410, 627.6571(3)(b), 641.31074 FS. History–New 3-1-98, Formerly 4-154.410, Amended 7-30-17.

69O-154.512 Withdrawal From the Small Group Market.

(1) If a small employer carrier elects to withdraw from the small group health insurance market, the carrier must provide 180 days’ written notice to the Office and to all policyholders, certificateholders and beneficiaries provided coverage by the carrier in that market.

(2) A notice of withdrawal from the small group market means an issuer may then non-renew coverage upon the next renewal date of policies affected by the withdrawal.

(3) A policy may not be terminated except at the next renewal date following the 180 day notice period.

(4) Notice to the Office must include a copy of all forms issued in that market.

(5) With respect to notice to policyholders, certificateholders, beneficiaries, a mailing to one household constitutes a mailing to all covered persons residing in the household.

(6) A separate mailing is required for each separate household.

(7) If the small employer carrier elects to exit or withdraw from the small group market, re-entry into that market is prohibited for five years from the last date of coverage provided in that market.
(8) The filing shall be submitted to the Office electronically through http://www.floir.com/iportal.
Rulemaking Authority 624.308(1) FS. Law Implemented 624.424, 627.410, 627.6571 FS. History–New 3-1-98, Formerly 4-154.512, Amended 7-30-17.

69O-154.530 Renewal of Group Health Insurance. 

An insurer or health maintenance organization that issues a group health insurance policy must renew or continue in force such coverage at the option of the policyholder. Employers are eligible to renew that exact coverage, subject to the participation requirement provisions of Sections 627.6571(2) and 641.31074(2), F.S.

Rulemaking Authority 624.308(1), 627.6699(16) FS. Law Implemented 624.307, 627.6571, 641.31074 FS. History–New 3-12-01, Formerly 4-154.530.
