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69O-149.002 Scope and Applicability.

(1)(a)1. Every policy, rider or endorsement form affecting benefits which is submitted for approval shall be submitted in accordance with the provisions of Part II of this rule chapter and shall be accompanied by a rate filing or an actuarial certification that such policy, rider, or endorsement form does not require a change in rates.

2. Any subsequent addition to or change in rates applicable to such policy, rider, or endorsement form shall also be filed.

(b) Unless the context specifically states otherwise, this Part I of this rule chapter applies to:

1. All individual health insurance issued to Florida residents;

2. All group health insurance insuring the residents of Florida where the master contract is issued in the state of Florida;

3. All franchise health insurance issued to Florida residents; and,
4. All Group Health Insurance and Health Maintenance Organization contracts insuring the residents of Florida where the master contract is issued to an association group or a group trust, in or outside the State of Florida, and the insurance is provided to the employees of a small employer as defined in Section 627.6699, F.S.

(c)1. Insurers may make filings that incorporate prospective premium schedule rate changes in which the future change period is up to one year. Examples include increasing the new issue premium by a predetermined amount each month or each quarter, or implementing a rate increase in segments over a one-year period.

2. The renewal premium schedule shall be consistent with any adjustments in the new premium schedule in a predefined and approved fashion.

3. All prospective rate changes or methodologies for rate changes must be approved before implementation in accordance with this part.

(2) As required by Section 627.410(7), F.S., all health insurers shall comply with the annual rate filing requirements in Rule 69O-149.007, F.A.C., including for forms subject to subsection (5) below.

(3) Part I of Rule Chapter 69O-149, F.A.C., does not apply to:

(a) Credit disability insurance as defined in Section 627.677, F.S.;

(b) Contract forms as defined in Section 627.601(3), F.S.

(4) The rates for every individual accident and health policy form filed pursuant to a loss ratio guarantee permitted by Section 627.410(8), F.S., shall comply with the provisions of Rules 69O-149.002 through 69O-149.006 and 69O-149.008, F.A.C. The provisions of Section 627.410(8), F.S., are optional.

(5) The rules of this Part I are applicable to all policies and certificates in force or issued on or after February 1, 1994, except that:

(a) As to forms approved prior to February 1, 1994, and as to which the insurer does not continue to issue new policies after June 1, 1994, only those rules in effect on October 1, 1993 shall apply; and,
(b) As to forms approved prior to February 1, 1994, and as to which the insurer continues to issue new policies after June 1, 1994, policies in force on May 31, 1994, shall be subject only to rules in effect on October 1, 1993, and policies issued on or after June 1, 1994, shall be subject to these rules. The rating prohibitions described in paragraphs 69O-149.005(10)(a) and (b), F.A.C., are applicable to all policies and certificates issued on or after October 1, 1993.

(6) Pursuant to the provisions of Section 627.410(6)(b), F.S., rate filings required by Rule 69O-149.003, F.A.C., and Annual Rate Certification (ARC) filings required by Rule 69O-149.007, F.A.C., are not required to be made for the following; however, the rating standards contained in this Part I and applicable statutes shall continue to apply as if the rate schedules were required to be filed for approval:
(a) Annually rated group health insurance policies as defined by Section 627.652(1), F.S., including blanket insurance as defined by Section 627.659, F.S., issued in this state that provide availability of coverage only to groups with 51 or more employees/members.

(b) This filing exemption does not apply to franchise policies issued pursuant to Section 627.663, F.S.
(c) This filing exemption does not apply to stop-loss policy forms, unless the policy is issued only to employers with 51 or more employees.
(7)(a) Forms that provide for the acceleration of the benefits of a life insurance policy that are incidental to the total life insurance coverage are not subject to the annual rate or ARC filing requirements of Section 627.410, F.S., or these rules. The insurer is required to submit an actuarial demonstration with the initial filing for approval demonstrating such incidental compliance.

(b) The acceleration is considered incidental if the value of the accelerated benefit is less than 10 percent of the total value of the benefits provided by the life insurance coverage. These values shall be measured as the present values of the benefits determined as of the date of issue, determined according to the formula (NSP2-NSP1)/NSP1, applied over a range of underwriting classes and plans at which the benefit is being made available, is not in any case greater than 10%, where:
1. NSP1 and NSP2 are determined using an effective annual interest rate of 6%.

2. NSP1 is the net single premium for the base policy benefits assuming there is no accelerated death benefit.

3. NSP2 is the net single premium for the base policy benefits assuming that the full death benefit is paid at time of death or the occurrence of the non-death accelerated death benefit trigger.

(c) If a separate premium or cost of insurance (COI) charge is the only charge being charged for the accelerated benefit provided, the ratio of the present value of the accelerated benefit premiums or COI charges over the life of the policy to the present value of the policy premiums or COI charges exclusive of any riders, does not exceed 10%, the present values shall be determined using an effective annual interest rate of 6%.

(d) Upon request of the Office, the insurer shall provide an actuarial demonstration that the accelerated death benefit continues to meet these standards. If it is determined that the accelerated death benefit fails to comply with these standards, the provisions of these rules shall apply.

Rulemaking Authority 624.308(1), 627.410(6)(b) FS. Law Implemented 624.307(1), 627.402, 627.410(1), (2), (6), (7), 627.411(1)(e), (2), 627.6515(2)(a), 627.6699 FS. History–New 7-1-85, Formerly 4-58.02, 4-58.002, Amended 4-18-94, 4-9-95, 10-27-02, Formerly 4-149.002, Amended 5-18-04, 1-16-08.

69O-149.0025 Definitions.

(1)(a) Actual-to-Expected (A/E) ratio: The ratio of actual incurred claims under the policy form divided by expected claims. This is equivalent to the actual annual loss ratio divided by the applicable durational loss ratios of the approved durational loss ratio table.
(b) For projected periods, the A/E ratio is the ratio of the projected claims divided by the expected claims.
(c) Both the year-by-year pattern of the A/E ratios and the aggregate past, future, and lifetime ratios shall be presented.
(2) Annually Rated Group Policies: Group policies, including major medical coverage, which meet all of the following criteria:

(a) The policies are funded on a 1-year basis to satisfy loss ratio requirements.
(b) The policies are expected to be repriced annually based on trend and demographic changes.
(c) Effects of underwriting, if any, are part of the composite assumptions so that durational claims experience is incorporated into the composite rate.
(d) Aging is not pre-funded, as in a Medicare supplement or long term care policy.
(3) Anticipated Loss Ratio: The present value of future benefits divided by the present value of future premiums computed over the entire future lifetime of the policy form. For annually rated groups, the anticipated loss ratio expected over the rating period is also referred to as the target loss ratio.
(4) Attained Age Premium Schedule: An attained age premium schedule is one in which the policyholder’s premium is dependent upon his or her age at policy renewal.
(a) The aging component of the claim cost is not pre-funded.
(b) These schedules shall be constructed so that the slope by age is substantially similar to the slope of the ultimate claim cost curve. The premiums shall form a smooth progression and, to eliminate jumps in premium caused by bracketed age groups, insurers shall use each available renewable age.
(c) These requirements do not apply to any group policy where the final premium charged is an average of the individual members.
(5) Closed Policy Form: A policy form is closed for rating purposes if the insurer has not actively offered it for sale in the previous 12 months.
(6) Credible Data:
(a) Except as provided in paragraph (b), if a policy form has 2,000 or more policies in force, then full (100 percent) credibility is given to the experience; if fewer than 500 policies are inforce, then zero (0 percent) credibility is given.
(b)1. For policy forms with low expected claims frequency, the data from the fewest number of entire calendar years, starting with the most recent experience year and looking back year by year as necessary, to the calendar year in which the accumulated claims first equal or exceed a total of 1,000 claims, shall be assigned 100 percent credibility; 200 claims shall be assigned 0 percent credibility. If 100 percent credibility is not achieved by using the most recent five year period, the data from the most recent five year period only shall be used. The determination of low expected claims frequency is determined at issue and not at different durations of the coverage.

(I) Policy forms that are determined not to be low expected claims frequency forms include, but are not limited to: Medicare Supplement, vision, dental, hospital indemnity, medical expense and other coverage described in Section 627.6561(5), F.S., as creditable coverage.

(II) Policy forms that are determined to be low expected claims frequency forms include, but are not limited to: accident, disability with benefit periods of 24 months or longer, coverage subject to the Long-Term Care Insurance Act, s. 627.9401 – 627.9408, cancer, specified disease, and critical illness.

2. For purposes of this section, a claim is counted as the first incidence or diagnosis of an event resulting in a covered benefit or series of covered benefits. It is not each provider encounter or service that may provide care or benefits due to such event.
3. A distinct incident resulting from a recurring chronic condition may be considered as a new claim if the incident triggering the claim is distinct from the incident triggering the prior claim, and the insured had recovered from the prior claim.

(c) Linear interpolation is used for inforce amounts between the low and high values in paragraphs (a) or (b).
(d) For group policy forms, the numbers in this definition refer to individual group certificates or subscribers, not policies.
(e) For coverage that is not subject to paragraph (f) below,:

1. Florida only experience shall be used if it is 100 percent credible.
2.a. If Florida experience is not 100 percent credible, a combination of Florida and nationwide experience shall be used.

b. The Florida data shall be given the weight of the ratio of the Florida credibility to the nationwide credibility. For example, if Florida data is 10 percent credible and nationwide is 40 percent credible, the Florida data will be given the weight of [10%/40%] 25 percent.
c. The nationwide data shall be given the weight of the ratio of the nationwide credibility less the Florida credibility to the nationwide credibility. In the above example, the nationwide data will be given the weight of [(40%-10%)/40%] 75 percent.

d. The data is combined using the indicated weights (in the example above, the experience data would be weighted 25%/75%). The combination of the two weights will always equal 100 percent. A rate change is determined from the blended data. If the nationwide credibility is less than 100 percent, the indicated rate change is weighted by the nationwide credibility (40 percent in the above example) and medical trend, if applicable, by the compliment of the nationwide credibility (60 percent in the above example). If nationwide credibility is 100 percent, there would be no trend component.

3. The analysis in subparagraph (6)(e)2. above is equivalent to determining the indicated rate increase from the Florida only data and the total nationwide data separately, and then weighting the resulting rate changes from each distinct analysis by the credibility of each distinct component. In the example above, the Florida rate increase would be weighted by 10 percent, the nationwide rate increase would be weighted by 30 percent (40%-10% = the non-Florida credibility component) and trend would be weighted by the complement of the nationwide credibility (1-40%) 60 percent.

(f) Due to the geographic pricing of medical expense coverage, Florida-only data shall be used. When Florida data is not fully credible, the complement of the experience credibility factor shall be weighted with medical trend.
(7) Durational Loss Ratio Table: The table of annual loss ratios where a loss ratio is the ratio of incurred claims divided by earned premium for each policy duration, by policy duration determined from the original actuarial memorandum when the form was first approved.
(a)1.a. The company shall adjust the durational loss ratio table when the average annual premium at the time of filing results in a loss ratio standard pursuant to the provisions of subsection 69O-149.005(4), F.A.C., that is changed by at least .5 percent from the current lifetime loss ratio standard for the form.
b. Each loss ratio in the durational loss ratio table shall be increased by the ratio of the loss ratio standard determined from the current average annual premium divided by the prior lifetime loss ratio standard;
2.a. When the loss ratio is adjusted pursuant to sub-subparagraph (7)(a)1.a. above, the lifetime loss ratio standard for the form shall be the prior lifetime standards weighted by the accumulated earned premiums applicable to each standard with the weight for the new lifetime loss ratio standard being the present value of projected premiums.
b. If the company is unable to provide the historical information necessary to calculate the appropriate weighting, the new standard will be the lifetime loss ratio as determined by sub-subparagraph (7)(a)1.a. above.
(b) The approved durational loss ratio table is the durational loss ratio table contained in the filing when the form was originally approved, or any subsequent durational loss ratio table filed where the Office explicitly approved the table. The present value of these durational loss ratios is designated as the lifetime target loss ratio.

(8) Earned Premium:
(a) The portion of the total premium paid by the insured attributable to the period of coverage elapsed. This includes all modal loadings, fees, or charges that are required to be paid by the insured.
(b) Premium shall be earned uniformly over the period for which coverage is provided.
(c) Sections 627.6043(2) and 627.6645(4), F.S., provide that the company may have a short rate table approved. If approved, the short rate table is used in lieu of uniform earning (pro-rata) for determining refunds upon cancellation, and shall not be incorporated for rate filing purposes.
(9) Entire Future Lifetime: The maximum period over which the policy would be in effect if not terminated by action of the insurer or the insured.
(a) For individual and group policies other than annually rated group policies, the minimum acceptable period for calculation purposes is the number of years before fewer than 5 percent of the original policyholders or certificateholders remain inforce. This period is determined using the anticipated termination rates for the form.
(b) For annually rated group policies, the entire future lifetime is the rating period.
(10) Expected Claims:
(a) The actual earned premium or, for projected periods the projected premium, times the applicable policy durational loss ratio from the approved durational loss ratio table which was in effect for the time period covered by the premiums.
(b) For annually rated group policies, this reflects the actual target loss ratio for the group; i.e., reflecting different retention loads based on group differences.
(11) Franchise Policies: These are considered to be individual policies under these rules unless the franchise policies are health benefit plans under Section 627.6699, F.S. In this event, the franchise policies will be considered to be group policy forms.
(12) Group Insurance Policy Form: Any insurance provided by a group master contract issued to any entity representing a group specified in Chapter 627, Part VII, F.S., such as a trust, an association, a union, an employer, or a group established primarily for the purpose of providing insurance coverage.
(13) Group Size: 

(a) For Group Insurance Policy Forms insuring employer/employee relationships, the group size is the average number of certificates per employer.
(b) For other types of groups, the group size is the number of certificates issued in the state of Florida for out-of-state group master contracts or the average number of certificates per master contract issued in the state of Florida for in-state groups, up to a maximum of 50 certificates.
(14) Incurred Claims: Claims occurring within a fixed period, whether or not paid during the same period, under the terms of the policy form.
(15) Line of Business: For rating purposes, the Office recognizes the following types of policy forms:
(a) Medical Expense: Policy forms that pay benefits based on the actual costs charged for hospital care (in or out patient), health care provider services, durable medical equipment, drugs, blood, medical supplies, x-ray and radiology services, lab work or like services which are reasonable and medically necessary and are not otherwise excluded under the policy.
1. The Policy Form will be considered a “medical expense” policy if at least 50 percent of total benefits of the policy based upon expected claim costs are subject to medical trend.
2. The following coverages will not be considered medical expense insurance:
a. Medicare Supplement insurance.
b. Long Term Care insurance.
c. Coverage supplemental to liability insurance.
d. Workers’ compensation or similar insurance.
e. Automobile medical payment insurance.
(b) Medical Indemnity: Policy forms that pay a predetermined, specified, fixed benefit for services provided.
1. Claim costs under these forms are generally not subject to medical trend, although they may be subject to utilization changes.
2. Policy forms that can use this structure include hospital indemnity, dread disease, and accident policy forms.
(c) Medicare Supplement: Policy forms as defined in Part VIII of Chapter 627, F.S.;
(d) Long Term Care: Policy forms as defined in Part XVIII of Chapter 627, F.S.
(e) Loss of Income: Policy forms which pay a regular income as long as the insured is disabled but not beyond the benefit period.
(16) New Policy Form: A policy form that is proposed for approval to the Office and has no policies issued or inforce.
(17) Policy Form or Form: A single policy form or any collection of policy forms that have been combined for rating purposes. A collection once combined continues to be combined.
(18) Premium Schedule: The collection of rates to be charged encompassing base rates and any modifying factors.
(19) Rate Change: Any change to the premium schedule being charged.
(20) Renewal Clauses:
(a) Optionally Renewable: Renewal can be declined on any individual or group contract at the option of the insurer.
(b) Conditionally Renewable: Renewal can be declined by class, by geographic area or for stated reasons other than deterioration of health. The insurer may revise rates on a class basis.
(c) Guaranteed Renewable includes:
1. Policy forms where the renewal cannot be declined by the insurer for any reason other than fraud, misrepresentation, failure to pay the premium when due, or expiration of the contract, but the insurer can revise rates on a class basis.
2.a. Policy forms subject to Sections 627.6425 or 627.6571, F.S.
b. When an insurer discontinues offering a particular policy form for health insurance coverage pursuant to Section 627.6425(3)(a), F.S.:

(I) The nonrenewal of coverage shall occur on the policy anniversary;

(II) The offer of new coverage pursuant to Section 627.6425(3)(a)2., F.S., shall be considered a renewal of coverage and shall be renewed on the policy anniversary at the same class basis as the coverage being discontinued.
(III) If the forms do not have consistent class definitions, the class shall be determined based on the original application and underwriting status of the individual when the discontinued coverage was first issued.
(IV) For policy forms subject to Section 627.6571, F.S., the renewal or nonrenewal of coverage shall be coincident with the effective date of coverage when the group is rerated, which is generally the annual anniversary of the group.
(d) Non-Cancelable: Renewal cannot be declined for any reason other than fraud, misrepresentation, or failure to pay the premium when due, and that rates cannot be revised by the insurer.
(e) Non-Renewable: A contractual provision exists which prevents a policy duration of more than a specific period, which shall be no more than 1 year.
(21) Select and Ultimate Premium Schedule: Any premium schedule which has premiums that vary based on the time elapsed since issuance of the policy. These do not include rate schedules that reduce due to temporary risk charges, a one-time policy fee, or policyholder action to reduce benefits.
(22) Similar Benefits:
(a) Policy forms shall be considered to have similar benefits if the benefit configuration under the forms is of the same type. Dental, hospital and accidental death are examples of different benefit configurations. Policy forms providing expense coverage are not considered similar to policy forms providing indemnity coverage.

(b) Covered services, benefit triggers, copay amounts, copay options, deductible sizes, daily limits, inside and outside limits may vary and shall be considered as having similar benefits.

(23) Stop-Loss Insurance: Coverage purchased by an entity, generally an employer, for the purpose of covering the entity’s obligation for the excess cost of medical care provided under a self-insured health benefit plan. Stop-loss coverage issued to a small employer shall not be subject to the requirements of Section 627.6699, F.S. The coverage shall be considered as a health insurance policy, rather than as a stop-loss insurance policy if the policy:

(a) Has an attachment point for claims incurred per individual which is lower than $20,000; or
(b)1. For insured employer groups with fifty (50) or fewer covered employees, has an aggregate attachment point which is lower than the greater of:

a. $4,000 times the number of employees;

b. 120 percent of expected claims; or

c. $20,000; or

2. For insured employer groups with fifty-one (51) or more covered employees, has an aggregate attachment point which is lower than 110 percent of expected claims.

3. Insurers shall determine the number of covered employees of an employer on a consistent basis (such as annually and at a uniform time).

(24) Target Loss Ratio: The lifetime loss ratio and the present value of the durational loss ratios developed in initial pricing projections as may be subsequently amended and approved pursuant to this rule chapter. For annually rated groups, the anticipated loss ratio over the rating period.

Rulemaking Authority 624.308(1), 627.410(6)(b), (e) FS. Law Implemented 627.410(1), (2), (6), 627.411(1)(e) FS. History–New 6-19-03, Formerly 4-149.0025, Amended 5-18-04, 12-22-05, 10-1-08.

69O-149.003 Rate Filing Procedures.

(1)(a) Pooling. For purposes of submitting a rate filing under this part for individual policy forms and for group Medicare supplement and long-term care group policy forms, in order to encourage adequate risk sharing for all generations of policyholders, the experience of all policy forms providing similar benefits, whether open or closed, shall be combined.

1. Separate rating pools may be used for policy forms defined in subsections 69O-149.005(5) and (6), F.A.C., and for stop-loss insurance policy forms.

2. Once policy forms have been combined, they remain so for all rating purposes, unless otherwise approved by the Office. This combining of the experience of policy forms is referred to as pooling. All policy forms within a pool are reviewed based on the analysis of the aggregate experience.

3. The same percentage rate adjustment shall be applicable to all policy forms within the pool.
4. In lieu of subparagraph (1)(a)3. above, percentage rate adjustments that are not the same for all policy forms within the pool shall be permitted subject to the following:

a. Resulting premium rate schedules are actuarially equivalent based on benefit differences or different regulatory standards, such as margins or retentions, between the policy forms within the pool;

b. Assumptions used to determine future experience and actuarial equivalence shall be based on the same set of common morbidity assumptions for all policy forms within the pool;
c. Policy forms with existing premium rate schedules not meeting the standards of sub-subparagraphs a. and b. above shall not be required to reduce rates to bring the policy forms into compliance, but any proposed rate adjustment shall be required to improve the relationship of the policy forms’ premium rate schedules to bring them closer to compliance with sub-subparagraphs a. and b. above; and 

d. Non-uniform rate increases shall be subject to the implementation provisions of sub-sub-subparagraph 69O-149.006(3)(b)20.b.(V), F.A.C., on a revenue neutral basis as though a level percentage adjustment had been applied.

5. The experience of policies and policy forms where the rate schedule is not subject to change, such as non-cancellable policy forms and paid up policies, shall not be pooled with policy forms where the rates are subject to change. 

6. The rate increase for a Medicare supplement form may be adjusted, on a revenue neutral basis, to mitigate the impact on the refund credit calculation required for the form pursuant to Rule 69O-156.011, F.A.C., where the company can demonstrate that without such adjustment, the rate increase will result in refunds being required. 

(b) Credibility. In analyzing the experience of policy forms, and to improve the statistical credibility and predictability of anticipated experience, credible data shall be used.

(2) Filing Format for Individual Policies and Group Policies and Certificates.

(a)1. All filings shall be made in accordance with paragraph (2)(b) below.

2a. For purposes of the rules in this part and the time periods in Section 627.410, F.S., a filing is considered “filed” with the Office upon the receipt of the material required by paragraph (2)(b), on business days between the hours of 8:00 a.m. and 5:00 p.m. eastern time. Filings received after 5:00 p.m. shall be considered to be received the following business day.

b. For purposes of the rules in this part, the term “filed” does not mean “approved.” The term “filed” refers to the date on which the filing is filed with the Office and is the date on which the approval process of Section 627.410, F.S., commences.

c. Filings shall be made on a company distinct basis.

(b) A health insurance rate filing shall consist of the following items:

1. A brief letter explaining the type and nature of the filing. The letter shall indicate if the filing is for a new policy form, a benefit revision, a rate revision, justification of existing rates, or a resubmission. If the filing is a resubmission, the letter shall indicate the Florida filing number of the prior filing.

2. Form OIR-B2-1507, “Office of Insurance Regulation Life and Health Forms and Rates Universal Standardized Data Letter” as adopted in Rule 69O-149.022, F.A.C., completely filled out in accordance with Form OIR-B2-1507A, “Office of Insurance Regulation Life and Health Forms and Rates Universal Standardized Data Letter Instruction Sheet” as adopted in Rule 69O-149.022, F.A.C.

3. The actuarial memorandum, completed as required by Rule 69O-149.006, F.A.C.

4. Rate pages that define all proposed rates, rating factors and methodologies for determining rates applicable in the state.
a. For companies that have a complete rate manual on file with the Office, only the pages that are being changed need to be filed, unless requested by the Office.

b. For Medicare Supplement filings, rates must be submitted through the on-line Medicare Supplement Rate Collection System which is part of the i-file system.

(3) Filings shall be submitted electronically to http://www.floir.com/iportal.
(4)(a) Every insurer submitting a rate filing shall be notified as to whether the filing has been affirmatively approved by the Office or has been disapproved by the Office within any statutory review period of the date of receipt of the filing.

(b) Submissions that do not include the required material to meet the definition of a filing, or that include material that is illegible, shall not be accepted and shall be returned as incomplete without processing.
(c) Every insurer submitting a rate filing which does not comply with the requirements of Rules 69O-149.002-.006, F.A.C., or for which the Office determines that additional information is necessary for a proper review, will be notified of the additional information necessary within the statutory limit. Every insurer shall submit the required data by a date certain stated in the clarification letter, to allow the Office sufficient time to perform a proper review. Failure to correct the filing by the date certain in the clarification letter will result in an affirmative disapproval of the filing by the Office.

(5)(a) Insurers with fewer than 1,000 Florida policyholders, under any form or pooled group of Medicare supplement, or medical expense forms with coverage meeting the definition of Section 627.6561(5)(a)2., F.S., may, at their option, file a streamlined rate increase filing not exceeding medical trend as provided in subsection (6) below.
(b) The number indicated in paragraph (5)(a) above represents the individual primary insureds and does not include spouses or dependants.

(c) For group coverage, the number indicated in paragraph (5)(a) above represents the individual certificateholders or subscribers.

(d) For Medicare supplement business, this provision applies for each type considered separately: Standard, Pre-standard and Select Medicare supplement coverage.

(e) The filing:

1. Shall be made in accordance with paragraph 69O-149.003(2)(b), F.A.C.; and,
2. Shall provide a certification that the filing includes all forms with similar benefits in lieu of the actuarial memorandum referenced in subparagraph 69O-149.003(2)(b)3., F.A.C.

(f) This provision is an option available to the company. The company may choose, at its option, to make a complete filing in accordance with paragraph 69O-149.003(2)(b), F.A.C., including a complete actuarial memorandum in accordance with Rule 69O-149.006, F.A.C.

(6)(a) The tables found at www.floir.com shall apply to filings made pursuant to subsection (5) above. They contain the maximum medical trend for medical expense coverage described in Section 627.6561(5)(a)2., F.S. and the maximum medical trend for Medicare Supplement coverage.
(b) A company without fully credible data may, at its option, use an annual medical trend assumption not to exceed the values in the tables referenced in paragraph (6)(a) for the medical trend assumption used in a complete filing made pursuant to paragraph 69O-149.003(2)(b), F.A.C., including the actuarial memorandum required by Rule 69O-149.006, F.A.C., without providing explicit trend justification.

(c) Use of an annual medical trend assumption exceeding the maximum medical trend in the tables referenced in paragraph (6)(a) shall be filed pursuant to subparagraph 69O-149.006(3)(b)18., F.A.C. 

Rulemaking Authority 624.308(1), 624,424(1)(c), 627.410(6)(b), (e) FS. Law Implemented 119.07(1)(b), 624.307(1), 626.9541(1), 627.410 FS. History–New 7-1-85, Formerly 4-58.03, 4-58.003, Amended 8-23-93, 4-18-94, 8-22-95, 4-4-02, 10-27-02, 6-19-03, Formerly 4-149.003, Amended 5-18-04, 12-22-05, 1-16-08, 10-2-08, 9-15-13.
69O-149.004 Experience Records.

(1) The level of detail and the degree of integrity incorporated in the experience records of the insurer are vital factors in the presentation and review of rate filings. Benefits to policyholders and insurer viability and profitability are significantly impaired with less than excellent record-keeping. The detail necessary to complete the experience on the form, as defined in subparagraph 69O-149.006(3)(b)23., F.A.C., is sufficient for rate filing and review purposes. Any requests for additional information shall be only for such information as is required by sound actuarial principles.

(2) The data required shall be available on a nationwide and on a Florida-only basis.

(3)(a) If an insurer does not have all necessary data, and is unable to reconstruct the data at a reasonable expense, the insurer shall consult with the Office to address the issue of determining compliance with the required loss ratio standards.
(b) If the insurer is able to demonstrate that the missing data will not materially affect the analysis, the missing data shall not be required.
(c) If the missing data would affect the analysis, the missing data shall either be reconstructed, or a conservative estimate that minimizes the current rate increase request shall be used.
Rulemaking Authority 624.308(1), 627.410(6)(b) FS. Law Implemented 627.410(6), 627.411(1)(e), (2) FS. History–New 7-1-85, Formerly 4-58.04, 4-58.004, Amended 4-18-94, Formerly 4-149.004, Amended 5-18-04.
69O-149.005 Reasonableness of Benefits in Relation to Premiums.

(1) Benefits will be determined to be reasonable in relation to the premium rates charged if the premium schedule is not excessive, not inadequate and not unfairly discriminatory. In determining whether a premium schedule satisfies these requirements, the Office will consider all items presented in the filing with special emphasis placed on the information included in the actuarial memorandum.

(2) A premium schedule is not excessive if the following are true:

(a) For a new policy form, group or individual, the anticipated loss ratio is not less than the indicated adjusted entry in the loss ratio tables, in subsection (4), below.

(b)1. For individual forms, and group policy forms other than annually rated group policy forms, approved on or after 2/1/94 or issued on or after 6/1/94, the Premium Schedule satisfies the following:

a. An Anticipated Loss Ratio test such that the present value of projected claims is not less than the present value of expected claims over the entire future lifetime of the form. This is equivalent to the present value of the future A/E ratio not being less than 1.0; and,
b. The current lifetime loss ratio, as defined in subparagraph 69O-149.006(3)(b)24., F.A.C., is not less than the initial filed target loss ratio for the form as may be subsequently amended and approved pursuant to this rule chapter.

2. For annually rated group policy forms, the target loss ratio is not less than the loss ratio anticipated in the current premium schedule, as may be subsequently amended and approved pursuant to this rule chapter.

(c) For an existing Individual Policy Form issued up to 6/1/94 for forms approved prior to 2/1/94, the Premium Schedule satisfies subparagraphs 1. and 2., below:

1. The anticipated Loss Ratio is not less than the initial filed loss ratio; and,
2. The current lifetime Loss Ratio is not less than the initial filed loss ratio.

(d) For an existing group policy form issued up to 6/1/94 for forms approved prior to 2/1/94, the anticipated loss ratio is not less than the appropriate adjusted entry in the loss ratio tables in subsection (3), below.

(3) Loss Ratios for Individual Policies and Group Certificates issued up to 6/1/94 for forms approved prior to 2/1/94. The loss ratios in the table in paragraph (d), below, are adjusted pursuant to paragraph (a), (b), or (c), below, where:
I = (CPI-U, year N-1)/103.9

N-1 is the calendar year immediately preceding the calendar year (N) in which the rate filing is submitted in Florida, and

CPI-U is the consumer price index for all urban consumers, for all items and for all regions of the U.S. combined, as determined by the U.S. Department of Labor, Bureau of Labor Statistics; and the CPI-U for any year is the value as of September.

(a) If the average annual premium per individual policy or group certificate, (X), is less than $ 300xI, then the minimum loss ratio is adjusted to R´ by the following formula: R' = R x ((800xI + X)/(1100xI)), where the reduction cannot exceed 10 percentage points.

(b) If the average annual premium per individual policy or group certificate, (X) exceeds $ (I*2000), then the minimum loss ratio is adjusted to R' by the following formula: R' = R*((I*9000)+X)/(I*11000)). R' cannot exceed R by more than 10 percentage points.

(c) For group insurance certificates, there is an additional adjustment R''.

1. For E greater than 0 and less than or equal to 100

R'' = R' x ((550 + E) / 550)

2. For E greater than 100

R'' = R' x ((6400 + E) / 5500)

3. E is normally the average number of certificateholders in a group rating class.

4. However, where a group is composed of subgroups, e.g., multiple employer trusts, E is the average number of certificateholders per subgroup. Where a group is composed of certificateholders issued as a result of solicitations of individuals through the mail or by mass media advertising, including both print and broadcast advertising, E shall be 50. In no event will R'' be greater than 80%. The average annual premium (X) shall be per certificate under a group policy and shall be estimated by the insurer based on an anticipated distribution of business considering all significant criteria having a rate difference. Such estimate shall assume an annual mode for all certificates, i.e., the fractional premium loading shall not affect the average annual premium or anticipated loss ratio calculation. The value of X shall be determined on the basis of the rates being filed.

(d) Loss Ratio Table:

	Renewal Clauses
	Loss Ratio in % 

	Optionally Renewable
	60 

	Conditionally Renewable
	55 

	Guaranteed Renewable
	55 

	Non-cancellable
	50 

	Non-renewable
	50 


(4) Loss Ratios for Individual Policies and Group Certificates approved on or after 2/1/94 or issued on or after 6/1/94. These tables are not applicable to Medicare Supplement or Long-Term Care Policy Forms. The minimum loss ratios for those policy forms are found in Rule Chapters 69O-156 and 69O-157, F.A.C., respectively.

(a) The loss ratios in the tables below are adjusted in accordance with the following formula, where:
R = the loss ratio from the table,

A = the average annual premium per individual policy or per group certificate,

R' = the adjusted loss ratio, and

I is as defined in subsection 69O-149.005(3), F.A.C.

Then R' = (A-25I)R/A and R' cannot be more than 10 percentage points less than R, for coverage with at least 12 months and pro rata for coverage with less than 12 months, nor less than 50 percent; except R' cannot be less than 45 percent as to accident only non-cancellable policies.

(b) Loss Ratio Table – Group Policy Forms 

	
	
	Medical Indemnity or any policy with an average annual premium per certificate less

	
	Medical Expense
	than $1000 

	Group Size
	Loss Ratio
	Loss Ratio

	Fewer than 51 certificates
	65%
	57.5%

	51 through 500 certificates
	70%
	62.5%

	All others
	75%
	67.5%


(c)1. Loss Ratio Table – Individual and Stop-loss Policy Forms.
	
	Medical Expense
	Medical Indemnity, Loss of Income

	Renewal Clause
	Loss Ratio % 
	Loss Ratio

	Non-Cancellable
	55%
	50%

	Non-Renewable
	60% 
	55%

	Guaranteed Renewable
	65%
	60%

	All Other
	70%
	65

	Minimum Acceptable
	55%
	50%


2. For purposes of determining the minimum required loss ratio for stop-loss policies, the average annual premium for purposes of determining the R’ above, shall be the average premium per employee covered by the employer’s stop-loss policy.
(5)(a) Group conversion insurance, other than long-term care and medicare supplement insurance, issued on either a group or an individual basis, is exempt from the loss ratios required above.

(b) The loss ratio for group conversion insurance shall not be less than 120 percent.

(c) The insurer may charge the excess of the group conversion loss ratio over that required for group insurance on active lives to the experience for insurance on active lives.

(d) The premium to be charged for group conversion insurance subject to Section 627.6675, F.S., shall not exceed the limits of Section 627.6675(3), F.S., based on the standard risk rates as established in Part X of this rule chapter.

(6) Blanket Insurance is exempt from the loss ratios required above. The minimum loss ratio for blanket insurance is 65%.

(7) As provided by Section 627.411(3)(a), F.S., the minimum loss ratio in the above tables for health insurance coverage as described in Section 627.6561(5)(a)2., F.S., shall be at least 65 percent.
(8) Anticipated loss ratios lower than those otherwise required by this part shall not be permitted unless the insurer demonstrates that the proposed loss ratios are in accordance with sound actuarial principles; do not result in unfair discrimination in sales practices; and are otherwise in substantial compliance with the requirements of this part.

(9) A premium schedule shall not be disapproved on the grounds of inadequacy if:

(a) The expected profit margin on the policy form is non-negative. This margin equals the sum of premium income and investment income, minus the sum of benefit payments, expenses, taxes and contingency margins;

(b) The premium schedule incorporates for the entire future lifetime of the policy, the projected entire effects of insurance trend; and,
(c) The premium schedule is determined such that if all assumptions are satisfied, the annual rate increases needed will not be greater than medical trend, as defined in subparagraph 69O-149.006(3)(b)18., F.A.C.

(10) A premium schedule is unfairly discriminatory if it incorporates any of the following:

(a) For all long term care policy forms and other policy forms under which more than 50 percent of the policies/certificates are issued to persons age 65 or older, attained age premium structures, are prohibited. Only premium structures which prefund the aging component of future claim costs are allowed.

(b) Select and Ultimate Premium Schedules are prohibited.

(c) Attained age premium schedules where the slope by age is substantially different from the slope of the ultimate claim cost curve are prohibited.

(11) Attained age rated individual medical expense health insurance coverage may incorporate into the rate schedule a rating factor that provides for a reapplication of the factor subsequent to the original issuance of the coverage, subject to the following:

(a) The factor shall be limited to those categories where an insured is able to qualify for the factor based solely on the insured’s right to apply for the option at the time, such as continued discount for non-tobacco use;

(b) The determination for qualification of the factor shall be based on well-defined objective criteria;

(c) Health or claim status of the insured does not limit the ability of an individual to qualify for the factor;

(d) The factor shall be applied uniformly to all insureds;

(e) The timing of the redetermination of the factor shall be predetermined and disclosed in the policy. The application of the factor shall be in a nondiscriminatory manner; i.e., at every anniversary, at each third year anniversary, etc.;

(f) The availability, initial determination, redetermination, or value of the factor is not based on any health-status-related factors, as described in Section 627.65625(1), F.S., in relation to the individual or a covered dependant of the individual.

(12) Upon request of the Office, the company shall provide an actuarial demonstration that benefit and premium relativities provided on a form currently available for sale are reasonable in relation to benefit and premium relativities provided in other forms currently available for sale in the same rating pool, given actuarial considerations generally used in pricing a product.

(13)(a) Whenever a company makes a non-contractual offering to existing insureds, without underwriting, to replace or exchange their policy with alternate coverage where the original policy is priced on an issue age rate schedule, the rate charged to the insured for the new policy shall recognize the policy reserve buildup, due to the prefunding inherent in the use of an issue at rate basis, to the benefit of the insured. The method proposed by the company must be filed for approval. The rate for the conversion shall be at the most similar rating class as was the original coverage. A statutorily required conversion provision would be considered contractual.

(b) Not withstanding the above, a company may always convert at the original issue age and duration of the insured without providing justification to the Office.

(14) An insurer may issue multiple year rate guarantee or rating cap provisions subject to the following:

(a) The coverage is for annually rated group health insurance policies for which filing of rates is exempted by Section 627.410(6), F.S., and excluding disability income policies:

(b) The provision may not apply for greater than 24 months;

(c) The rate for the entire rating period reflects the increased risk of a rate guarantee with an increased premium or other consideration is actuarially sound, includes claim costs projected at trend levels at least as high as those applicable to other groups with similar benefit structures in the rating area covered under the form(s) and is reasonably anticipated to meet the target loss ratio for the group;

(d) The provision is available to groups on a nondiscriminatory basis as determined by the insurer’s underwriting standards; and,
(e) The insurer uses experience rating in determining the group’s rate consistently based on its rating and underwriting practices without regard to whether the rate is issued with or without a rate guarantee.

Rulemaking Authority 624.308(1), 627.410(6)(b), (d), (e) FS. Law Implemented 626.9541(1), 627.410(6)(d), (e), 627.410(7), 627.411(1)(a), (e), 627.9175 FS. History–New 7-1-85, Formerly 4-58.05, 4-58.005, Amended 4-18-94, 11-20-02, Formerly 4-149.005, Amended 5-18-04, 11-2-06, 6-18-07, 10-1-08.
69O-149.0055 Healthy Lifestyle Rebate.

(1) Group Coverage.

(a) All insurers and HMOs subject to the provisions of Sections 627.65626 or 641.31(40), F.S., shall provide for a healthy lifestyle rebate.

(b)1. All insurers and HMOs providing a healthy lifestyle rebate shall file for approval the standards it will use for determining the level of rebate, i.e., between 0% and 10%, for different health status indicators, which shall include reduction in weight, body mass index, and smoking cessation.

2. The filed standards shall provide that the rebate is available and attainable by all policy or contract holders on a nondiscriminatory basis and be without regard to the health or claim status of the member or subscriber.

3. The filing of the standards shall address the method and timing of the determination and application of the rebate.

(c)1. For purposes of rate filings, the rebate made shall be accounted as a reduction to the earned premium and clearly identified in the filing.

2. Rate filings shall include the number of members or subscribers participating in the rebate program and the distribution of the policies or contracts by size of rebate earned.

(d) The insurer or HMO shall provide an appropriate rebate for maintenance or improvement of health status for any program offered by a policy or contract holder as determined by agreed upon health status indicators.

(e) This rule shall be effective for all policies issued or renewed on or after July 1, 2005 with the first rebate available in 2006.

(2) Individual Coverage.

(a) Any individual health insurance coverage subject to the provisions of Section 627.6402, F.S., and where such coverage meets the standards of creditable coverage as defined in Section 627.6561(5), F.S., may provide for a healthy lifestyle rebate.

(b)1. All insurers that provide for a healthy lifestyle rebate shall file for approval the standards it will use for determining the level of rebate, i.e., between 0% and 10%, for different health status indicators, which shall include reduction in weight, body mass index, and smoking cessation.

2. The filed standards shall provide that the rebate is available and attainable by all insureds on a nondiscriminatory basis and be without regard to the health or claim status of the insured.

3. The filing of the standards shall address the method and timing of the determination and application of the rebate.

(c)1. For purposes of rate filings, the rebate made shall be accounted as a reduction to the earned premium and clearly identified in the filing.

2. Rate filings shall include the number of policies participating in the rebate program and the distribution of the policies by size of rebate earned.

(d) The insurer shall provide an appropriate rebate for maintenance or improvement of health status for any program approved by the insurer as determined by agreed upon health status indicators.

(e) This rule shall be effective for all policies issued or renewed on or after July 1, 2005 with the first rebate available in 2006.

Rulemaking Authority 624.308(1), 627.410(6), 641.31(2), 641.36 FS. Law Implemented 624.307(1), 627.6402, 627.65626, 641.31(40) FS. History–New 3-24-05, Amended 1-12-06.
69O-149.006 Actuarial Memorandum.

(1) In order for a rate filing to be reviewed properly by the Office, the actuarial memorandum required by subparagraph 69O-149.003(2)(b)4., F.A.C., shall contain the items listed in subsection (2), below, for a new product filing, a rate revision or justification of existing rates. Pricing assumptions shall reflect insurer experience to the degree credible, and industry experience where insurer experience is not credible, available or appropriate. Assumptions shall reflect what the insurer fully expects to occur, rather than assumptions developed primarily for rate filing purposes based on sound actuarial principles. All such items shall be adequately justified by supporting data. In reviewing these assumptions, the Office will use, as an initial point of reference, comparisons of the assumptions with those from similar products of the same insurer, similar products of other insurers and independent studies. If an insurer provides projections that differ from those historically experienced for similar coverage, it shall provide supporting data to justify how and why the projections will differ from the actual historical experience. Additional information will be required, if, given the particular facts and circumstances of the filing, the Office determines that the additional information is necessary to properly complete its review of the filing to determine if the benefits are reasonable in relation to the premiums charged. All filings reviewed under Rules 69O-149.002 through 69O-149.006, F.A.C., shall be reviewed in accordance with sound actuarial principles and, except where the context plainly does not involve an actuarial determination, all adverbs in these rules such as “properly” and “appropriately” shall be construed in light of those principles.

(2) Note that the numbers preceding the item names refer to the descriptions in subsection (3), below.

(a) Item 1. Scope & Purpose.

(b) Item 2. Benefit Description.

(c) Item 3. Renewability Clause.

(d) Item 4. Applicability.

(e) Item 5. Morbidity.

(f) Item 6. Mortality.

(g) Item 7. Persistency.

(h) Item 8. Expenses.

(i) Item 9. Marketing Method.

(j) Item 10. Underwriting.

(k) Item 11. Premium Classes.

(l) Item 12. Issue Age Range.

(m) Item 13. Area Factors.

(n) Item 14. Average Annual Premium.

(o) Item 15. Premium Modalization Rules.

(p) Item 16. Claim Liability and Reserves.

(q) Item 17. Active Life Reserves.

(r) Item 18. Trend Assumption – Medical and Insurance.

(s) Item 19. Minimum Loss Ratio.

(t) Item 20. Anticipated Loss Ratio.

(u) Item 21. Distribution of Business.

(v) Item 22. Contingency & Risk Margins.

(w) Item 23. Experience – Past & Future.

(x) Item 24. Lifetime Loss Ratio.

(y) Item 25. History of Rate Adjustments.

(z) Item 26. Number of Policyholders.

(aa) Item 27. Proposed Effective Date.

(bb) Item 28. Actuarial Certification.

(3) Descriptions.

(a)1. For new filings, rate revisions, and justification of existing rates, the assumptions presented shall be appropriate at the time of the filing.

2. Rate revision filings shall clearly identify all rating factors or methods proposed to be changed.
3. New policy forms shall include a rate and benefit comparison to at least the two largest volume policy forms of the insurer that provide similar benefits, including all forms currently available for sale. The insurer shall demonstrate that the proposed premium rate schedule represents an actuarially sound relationship between the policy forms and between benefit options within policy forms, giving appropriate consideration to experience emerging under existing forms.
(b) The descriptions, by item number, of the terms listed above in subsection (2) follow:

1. Scope and Purpose of Filing: This section shall specify whether this is a new filing, a rate revision, or a justification of an existing rate. If the filing is a rate revision, the reason for the revision shall be stated.

2. Description of Benefits: This section shall include a brief description of the benefits provided by the policy, the benefit amounts per unit of coverage, and the available number of units.

3. Renewability Clause: This section shall identify the renewability classification of the form.

4. Applicability: This section shall specify whether the insurer anticipates new issues under the form or renewals only.

5. Morbidity: This section shall describe the morbidity basis for the form, including the source or sources used. Any substantive adjustments from either the source or earlier assumptions shall be explained. The morbidity assumed shall be adequately justified by supporting data.

6. Mortality: This section shall state the mortality basis. Any substantive adjustments from earlier assumptions shall be explained and adequately justified by supporting data.

7. Persistency: This section shall state and describe the lapse rates used. Any substantive adjustments from earlier assumptions shall be explained. The Office shall request historical lapse rates on an inforce policy block or on a similar policy form if needed to judge the actuarial reasonableness of the filed lapse rates.

8. Expenses: This section shall include a brief description of any expense assumptions used, including, for example, per policy and percentage of premium expense for acquisition, maintenance, and commissions. These must be provided separately for each policy year.

9. Marketing Method: This section shall provide a brief description of the market and the marketing method. An example of an acceptable brief description is: “This product is sold in a home service debit market by a captive agency force.” The information requested is not intended to compromise the insurer’s proprietary interests but rather to inform the Office’s consideration of allocation of expenses and acquisition costs, as required by Section 627.411(2), F.S.

10. Underwriting: This section shall provide a brief description of the extent to which this product will be underwritten, if any, and the expected impact by duration and in total, on the claim costs. The insurer shall state separately the effects of different types of underwriting: medical, financial and plan appropriateness. An example of an acceptable brief description is: “This Policy Form is subject to limited underwriting with yes/no questions. The expected impact is: Duration 1=.15; duration 2=.05; overall=.03 decrease in claim costs.” The information requested is not intended to compromise the insurer’s proprietary interests but rather to inform the Office’s consideration of past and prospective loss experience, as required by Section 627.411(2), F.S.

11. Premium Classes: This section shall state all the attributes upon which the premium rates vary.

12. Issue Age Range: This section shall specify the issue age range of the form. A statement shall be made as to whether the premiums are on an issue age, attained age or other basis.

13. Area Factors: This section shall include a brief description for any area factors used, and an explanation of any changes since the last filing. The area factors and definitions must also be displayed.

14. Average Annual Premium: This section shall display the average annual premium for both Florida and the nation. If a rate adjustment is proposed, average annual premiums reflecting the Premium Schedule both before and after the proposed adjustment shall be provided. The average annual premium per policy for individual insurance or per certificate for group insurance shall be calculated based on the distribution of Florida business considering any factors which actuarially justify a rate difference. This distribution is the anticipated issue distribution if the filing is a new policy form, and the actual inforce distribution if the filing is for a rate revision or rate justification. Premiums for riders, endorsements and amendments must be added to the base plan premiums to yield this average. For the purpose of calculating the average annual premium and loss ratios, any fractional premium loading shall not be incorporated in this average.

15. Premium Modalization Rules: This section shall display the modalization factors and fees as applicable. For premium modes other than annual, the level of the fees and factors shall be adequately justified by supporting data.

16. Claim Liability and Reserves: This section represents the present value of future claim payments on claims incurred prior to the valuation date. This includes both the accrued and unaccrued portions of the liability and reserve as of the valuation date. A complete description of the development of these reserves shall be presented. A display which compares the reserve held to the actual claim runoff shall be included. For loss ratio purposes, the interest rates used to determine these reserves and liabilities shall be consistent with the insurer’s premium determination interest rates, which may be different from rates used for valuation purposes. Claim runoff is a common insurance industry term which means the pattern of claims payout after the establishment of reserves.

17. Active Life Reserves: Because these reserves do not represent claim payments, but provide for timing differences, they shall not be included in any benefit and loss ratio calculations. The active life reserve as of the evaluation date for rate revision filings shall be provided.

18. Trend Assumptions – Medical and Insurance:

a. This section must describe the trend assumptions used in pricing, which assumptions must be appropriate for the specific line of business, product design, benefit configuration, and time period.

b. All factors affecting the projection of future claims must be presented.

c. The trend assumptions shall be presented under two categories:

(I) Medical Trend: the combined effect of medical provider price increases, utilization changes, medical cost shifting, and new medical procedures and technology. In determining medical trend from underlying data, the analysis:

(A) Shall use credible data and make appropriate adjustments to claims data to isolate the effects of medical trend only; and,
(B) Shall not include the effects of underwriting wearoff, aging, or changes to claim costs due to changes in demographics, policy coverages, geographic distribution, or reinsurance.

(II) Insurance Trend: the combined effect of underwriting wearoff, deductible leveraging, antiselection resulting from rate increases, and discontinuance of new sales.

(A) Medical trend must be determined or assumed before insurance trend can be determined.

(B) Underwriting wearoff means the gradual increase from initial low expected claims which result from underwriting selection to higher expected claims for later (ultimate) durations.

19. Minimum Required Loss Ratio for the Form: This section shall state the minimum required loss ratio for the form.

20. Anticipated Loss Ratio: This section shall provide the anticipated loss ratio and the interest rate(s) used in the determination of the value. The target loss ratio for an annually rated group policy form may be reduced upon demonstration and justification of an increase in administrative costs, but not less than the minimum required standard for the policy form.

a. When claim cost projections include the effect of medical trend, such as for Medicare supplement and medical expense coverage, premium projections shall also include the effects of such trend.

b. This section shall also include the current approved durational loss ratio table for the form.

(I) If a revised durational loss ratio table is being proposed, the proposed table, together with a justification for the new table, shall be provided.
(II) The proposed new table shall be consistent with the claim projections contained in the filing.

(III) If approved, the new table will be used in filings made subsequent to the one in which it is being proposed.
(IV) A new table shall produce a lifetime loss ratio at least as great as the lifetime loss ratio developed from the current approved loss ratio table and shall become the lifetime standard or target loss ratio for the form.
(V)(A) When the slope or shape of the durational loss ratio table is changed, or the persistency or interest assumptions are changed, from those used in the last approved rate filing, any rate increase due to the change shall be uniformly implemented over a 3 year period.
(B) The insurer may request a shorter phase-in period if it can be demonstrated that the shorter period is not expected to result in the greater of a 5 percent reduction in persistency and a 25 percent increase in lapse rate from what had been assumed in the last approved rate filing.
(C) At its option, a company may request a new business rate schedule based on the full effect of the new assumptions with the phase-in period only applicable to inforce insureds.
(D) When a new business rate is elected, the rate analysis for the form shall be based on the new business rate schedule level.

21. Distribution of Business: This section shall provide the anticipated issue distribution for new policy forms and the actual inforce distribution for rate revisions. All criteria having a rating difference shall be included.

22. Contingency and Risk Margins: This section shall describe the contingency and risk margins anticipated for the Policy Form at the time of the filing. The information requested is not intended to compromise the insurer’s proprietary interests, but rather to inform the Office’s consideration of risk and contingency margins, as required by Section 627.411(2), F.S.

23. Experience on the Form (Past and Future Anticipated): This section shall display the actual experience on the form and that expected for the future.

a. Past Experience: Experience from inception (or the last 3 years for annually rated group coverages) shall be displayed, although, with proper interest adjustment, the experience for calendar years more than 10 years in the past may be combined. Excluding annually rated group policy forms, earned premiums, actual incurred and expected claims experience shall also be displayed, for each policy year or issue year, within the calendar year. The following information shall be displayed (A sample experience exhibit is illustrated in Appendix A, Illustrative Experience Exhibit (2/04), which is hereby incorporated by reference):

(I) Year;
(II) Earned premium;
(III) Paid claims, for past periods only;
(IV) Change in claim liability and reserve, for past periods only. These reserves shall be updated to reflect actual claim runoff as it develops;
(V) Incurred claims (=(III)+(IV));
(VI) Incurred loss ratio (=(V)/(II));
(VII) Expected loss ratio;
(VIII) Expected incurred claims;
(IX) Actual-to-expected claims (=(V)/(VIII) or equivalently (=(VI)/(VII));
(X) Earned premium on a manual rate basis for at least the past 5 calendar years or the experience period used for projection purposes for annually rated group products; i.e., removing the impact of adjustments to the approved rate manual due to underwriter adjustments, the impact of any rate limits, and experience rating. This restatement to a manual basis does not apply to annually rated group products exempt from the filing and prior approval of rate schedules as provided by subsection 69O-149.002(6), F. A.C.

(XI) Earned premium on a current rate basis for at least the past 5 calendar years or the experience period used for projection purposes for annually rated group products. This is not required for annually rated group products exempt from the filing and prior approval of rate schedules as provided by subsection 69O-149.002(6), F.A.C.

b. Future periods where the projected values are based on inforce experience:

(I) The experience period used as the basis for determining projected values shall be clearly indicated.

(II) The experience period shall reflect the most current data available. For forms subject to the credibility standards of paragraph 69O-149.0025(6)(b), F.A.C., the experience period shall be the period of time used to determine credible data pursuant to paragraph 69O-149.0025(6)(b), F.A.C. For other forms, the experience period shall be the period consisting of the most recently completed four (4) calendar quarters, where such period must end at least 45 days before the date of the filing. (For example, the experience period for a filing submitted on August 1 would be April 1 of the prior year through March 31 of the current year. The experience period for a filing submitted on September 1 would be July 1 of the prior year through June 30 of the current calendar year). Use of other data shall be justified to the office as to why the requisite data is not available or appropriate to use.
(III) An exhibit showing the development of the expected claims and A/E ratio for the experience period shall be provided. (A sample exhibit demonstrating an expected development is illustrated in Appendix A)

(IV) The projected values shall represent the experience that the actuary fully expects to occur. In order for the proposed premium schedule or rate change to be reasonable, the underlying experience used as the basis of a projection must be reflective of the experience anticipated over the rating period. The Office will consider how the following items are considered in evaluating the reasonableness of the projections and ultimate rates. In order to expedite the review process, the actuary is encouraged to provide information on how each of the following have or have not been addressed in the experience period data used as the basis for determining projected values, or otherwise addressed in the ratemaking process.
(A) Large nonrecurring claims;

(B) Seasonality of claims;

(C) Prior rate changes not fully realized;

(D) Rate limits, rate guarantees, and other rates not charged at the full manual rate level;

(E) Experience rating, if any;

(F) Reinsurance costs and recoveries for excess claims subject to non-proportional reinsurance;

(G) Coordination of benefits and subrogation;

(H) Benefit changes during the experience period or anticipated for the rating period; 

(I) Operational changes during the experience period or anticipated for the rating period that will affect claim costs;
(J) Punitive damages, lobbying, or other costs that are not policy benefits;

(K) Claim costs paid which exceed contract terms or provisions;

(L) Benefit payments triggered by the death of an insured, such as waiver of premium or spousal benefits;

(M) Risk charges for excess group conversion costs or other similar costs for transferring risk;

(N) The extent and justification of any claim administration expenses included in claim costs; and,
(O) Other actuarial considerations that affect the determination of projected values.

(V) The method or formulas, including necessary assumptions and sample calculations, used in determining the projected values from the experience period used shall be provided.

(VI) Projection years shall include columns I, II, V, VI, VII, VIII and IX as indicated in sub-subparagraph 23.a. above.

(VII) Projections shall be based on existing inforce business with no new sales assumed during the projection period.

(VIII) A summary of the historical and projected data shall be provided for all experience columns providing the accumulated past values, future values, and lifetime values both with and without interest and with and without the proposed rate change.

c. Projections for new forms or otherwise not based on experience shall:

(I) Project an initial assumed cohort of new business with no new sales assumed during the projection period; and,
(II) Shall display columns for each policy year, anticipated premiums, claims and loss ratios and include the lifetime values both with and without interest.

d. The experience exhibit shall be submitted electronically in an active Excel worksheet or workbook, i.e., not converted to a PDF or other image format. Formulas used to develop other values in the worksheet or workbook shall be included. It is noted that the I-file system does provide for the submission of information on a trade secret basis. If this is used, the company shall additionally file a workbook without the trade secret information for the public domain.

24. Lifetime Loss Ratio: This is the loss ratio determined over the rating period for annually rated groups. For other forms, the loss ratio is derived by dividing A by B where:

a. A is the accumulation with interest of incurred claims from the original effective date of the policy form to the evaluation date, and the present value of future incurred claims over the entire future lifetime of the policy form; and,
b. B is the accumulation with interest of earned premiums from the original effective date of the policy form to the evaluation date, and the present value of future earned premiums over the entire future lifetime of the policy form.

c. The evaluation date is the endpoint of the actual experience review period.

25. History of Rate Adjustments: This section shall list the approval dates and average percentage rate adjustments both nationwide and in Florida for the last 5 years. Nationwide information is not required when Florida data is 100 percent credible.

26. Number of Policyholders: This section shall report the number of Florida policyholders/certificateholders who will be affected by the proposed rate revision, and the number of policyholders/certificateholders inforce nationwide.

27. Proposed Effective Date: This section shall state the proposed effective date and method of the proposed rate revision implementation.

28. Actuarial Certification:

a. Certification by a qualified actuary that to the best of the actuary’s knowledge and judgment:

(I) The entire rate filing is in compliance with the applicable laws of the State of Florida and with the rules of the Office;
(II) Complies with all applicable Actuarial Standards of Practice; and,
(III) The benefits provided are reasonable in relation to the proposed premiums. The premium schedule is not excessive, inadequate, nor unfairly discriminatory.

b. In making the certification:

(I) The actuary shall recognize that the certification is a prescribed statement of actuarial opinion.
(II) The applicable Actuarial Standards of Practice, incorporated in subsection 69O-154.202(27), F.A.C., are as provided in the Applicability Guidelines for Actuarial Standards of Practice, second edition, as developed by the Council on Professionalism of the American Academy of Actuaries, August 1999, which standard is hereby adopted and incorporated by reference.

c. A copy of the Applicability Guidelines for Actuarial Standards of Practice may be obtained from the Bureau of Life and Health Forms and Rates, Office of Insurance Regulation, Larson Building, Tallahassee, FL 32399-0328.

d. A qualified actuary is one who is a member of the Society of Actuaries or the American Academy of Actuaries, and who is qualified in the area of health insurance.

e. If the actuary is unable to provide the certification without qualification, a detailed explanation and reason for the qualification shall be provided as part of the certification. 

Rulemaking Authority 624.308(1), 627.410(6)(b), (e) FS. Law Implemented 627.410(1), (2), (6), 627.411(1)(e) FS. History–New 7-1-85, Formerly 4-58.06, 4-58.006, Amended 4-18-94, 4-9-95, 11-20-02, 6-19-03, Formerly 4-149.006, Amended 5-18-04, 11-2-06, 10-1-08.
69O-149.007 Annual Rate Certification (ARC) Filing Procedures.

(1) This rule applies to filings made pursuant to Section 627.410(7)(b)2., F.S., in which no rate change is proposed.

(2) The filings required by this rule shall be on an individual company basis.

(3) This rule is not applicable for Medicare supplement coverage. Medicare supplement forms are subject to Rule 69O-149.003, F.A.C.

(4) Non-cancellable coverages which are no longer available for sale and which have not been sold or marketed for at least 5 years and are in compliance with the reasonableness standards of Rule 69O-149.005, F.A.C., shall be exempt from the filing requirements of this rule. If a company is subsequently discovered not to have met the standards, they shall, in addition to other administrative remedies, be required to enhance benefits and make premium refunds to bring the form into full compliance with the loss ratio standards of Rule 69O-149.005, F.A.C.

(5) An ARC filing shall consist of:

(a) A cover letter indicating the nature of the filing;
(b) Form OIR-B2-1507, as adopted in Rule 69O-149.022, F.A.C.; and,
(c) A certification by an actuary, in accordance with subparagraph 69O-149.006(3)(b)28., F.A.C. For policies subject to the provisions of Part II of Chapter 69O-157, F.A.C., the certification in accordance with paragraph 69O-157.108(1)(c), F.A.C., is required.

(6) A filing shall include only forms that are pooled together for rating purposes as provided by subsection 69O-149.003(1), F.A.C. Separate filings shall be made for separate rating pools.
(7) For noncredible blocks of business on a nationwide basis, the company may request a waiver of the requirement. The request shall be made annually and be accompanied by a letter indicating the nature of the filing, the type of product, and the reason for the request.

(8) When a company using a current rate schedule is unable to demonstrate that the minimum loss ratio standards in Rule 69O-149.005, F.A.C., are met, it shall make a rate filing with the Office pursuant to Rule 69O-149.003, F.A.C., to reduce rates, enhance benefits, make refunds, or a combination of these to satisfy the standards.

(a) A company may make a certification in compliance with this rule without such change to benefits, refunds, or premiums if the A/E ratio for the past experience periods are, both in pattern and aggregate value, consistently at or in excess of .85; or

(b) For rating pools that are not fully credible, the company may make a certification in compliance with this rule if both the lifetime A/E ratio and the future A/E ratio are at or in excess of .85 when assuming best estimate assumptions in determining projected values.

(c) If the certification in paragraphs (a) or (b) is unable to be made, and the company has been in compliance with these rules, the company shall make a rate filing pursuant to Rule 69O-149.003, F.A.C., to reduce rates, enhance benefits, make refunds, or a combination of these which shall target a future A/E ratio of at least 1.0.

(9) A company may request exemption from all future ARC filings upon demonstration that the form or rating pool consists only of policy forms which are no longer available for sale; and,
(a) The company has no other form with similar benefits that is currently available for sale;
(b) The accumulated experience from inception to date exceeds the required lifetime loss ratio standard for the form;
(c) The present value of future premiums is less than 10 percent of the accumulated value of past earned premiums or the data is 0 percent credible; and,
(d) The company certifies that it will not increase premiums in the future.

(10) All filings made pursuant to this rule shall be on a company distinct basis and submitted electronically to http://www.floir.com/iportal.

Rulemaking Authority 624.308 FS. Law Implemented 627.410 FS. History–New 5-14-92, Amended 11-20-02, Formerly 4-149.007, Amended 5-18-04, 11-2-06.

69O-149.008 Loss Ratio Guarantee Filings.

(1) Applicability. This rule is applicable to individual accident and health insurance policy forms whose original new product filing is submitted for approval on or after October 1, 1991 and to rate revisions for policy forms submitted for approval before October 1, 1991. Insurers are not required to make filings pursuant to the provisions of Section 627.410(8), F.S. However, insurers may elect to exercise the loss ratio guarantee option in Section 627.410(8), F.S., in lieu of making filings pursuant to Sections 627.410(6) and (7), F.S. If an insurer elects the loss ratio guarantee option, then the provisions of Section 627.410(8), F.S., and this rule are mandatory. Medicare Supplement policies, as defined by Section 627.672, F.S.; long-term care policies, as defined by Section 627.9404, F.S.; and other policy forms under which more than 50% of the policies are issued to individuals age 65 or over, are not eligible to be filed pursuant to the loss ratio guarantee provisions of Section 627.410(8), F.S.

(2) Initial Filing Exercising the Loss Ratio Guarantee Option. In order for an insurer to exercise the rate filing option in Section 627.410(8), F.S., the initial loss ratio guarantee filing for new products and for rate revisions to already-approved forms shall be made in compliance with Rules 69O-149.001 through 69O-149.006, F.A.C., and shall be accompanied by a specific written statement regarding the details of the loss ratio guarantee, documenting the durational and lifetime loss ratios. The terms of the guarantee, and the durational and lifetime loss ratios, are subject to Office approval. The guarantee shall be signed by an officer of the insurer.

(3) Rate Renewals Pursuant to a Currently Approved Loss Ratio Guarantee. The rates shall be considered approved upon receipt by the Office of a filing which contains the rates and any modification factors, if applicable, and is accompanied by the most current approved loss ratio guarantee. This guarantee shall:

(a) Be in writing;

(b) Be signed by an officer of the insurer;

(c) Contain a presentation of the anticipated lifetime and durational target loss ratios contained in the actuarial memorandum in the filing when it was originally approved. If statutory changes render any portion of the original actuarial memorandum obsolete, an amended memorandum shall be filed to reflect those changes and shall contain revised durational and lifetime target loss ratios, which are subject to approval by the Office;

(d) Contain a guarantee that the applicable loss ratios for the experience period in which the revised rates will take effect, and for each one year experience period thereafter until further revised rates are filed, will meet the applicable durational and lifetime target loss ratios;

(e) Contain a certification, signed by an actuary, that the currently expected lifetime loss ratio is not more than 5% less than the filed lifetime loss ratio. The certification shall contain the currently expected lifetime loss ratio and its justification;

(f) Contain a guarantee that the applicable loss ratio results for the experience period shall be audited at the insurer’s expense by an independent auditor. An independent auditor shall be an actuary or an accountant who is without bias with respect to the insurer and who is free from any obligation to or interest in the insurer, its management, or its owners. The independent auditor shall not have any relationships with the insurer or any conflict of interest which would impair integrity or objectivity or give the impression of impairing integrity or objectivity. The audit shall be performed in the second calendar quarter of the year following the end of the experience period and the results of the audit shall be reported to the Office no later than the end of that quarter. The audit shall be performed in accordance with generally accepted actuarial and accounting principles and shall conform to the actuarial demonstration requirements set forth in Rule 69O-149.006, F.A.C.;

(g) Contain a guarantee that a refund will be made to policyholders, of the amount necessary to bring the applicable experience period loss ratio up to the durational target loss ratios referred to in paragraph (3)(c), above. Any such refund shall:

1. Be proportional, based on earned premium during the experience period;

2. Be made to all policyholders in this state who are insured under the applicable policy form as of the last day of the experience period;

3. Not be required for an individual if that refund would be less than $10. Refunds of less than $10 shall be aggregated and paid proportionally to the policyholders receiving refunds;

4. Include interest compounded monthly at the then current variable loan interest rate for life insurance policies established by the National Association of Insurance Commissioners, from the end of the experience period until the date of payment;

5. Be paid during the third calendar quarter of the year following the experience period. However, no refund shall be made until 60 days after the filing of the audit report required by paragraph (3)(f), above; and,
6. Be calculated so that the refund is subtracted from earned premiums in the loss ratio calculation. The premium refund shall not be considered a benefit payment; and,
(h) Contain a guarantee that if the applicable loss ratio exceeds the durational target loss ratio for that experience period by more than 20% of the durational target loss ratio, the insurer shall withdraw the policy form for purposes of issuing new policies, if so directed by the Office. This guarantee will apply only when there are at least 2,000 policyholders nationwide or 2,000 accumulated policyholder years.

(4) “Applicable loss ratio” shall be defined as the loss ratio attributable solely to this state if there are 2,000 or more policyholders in the state. If there are at least 500 policyholders in the state, but fewer than 2,000, the applicable loss ratio shall be the linear interpolation between the nationwide and state-only loss ratios. For example, if there are 1,200 policyholders in the state, the applicable loss ratio is:
	(1,200 ‒ 500)
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	+
	(2,000 ‒ 1,200)
	U.S.

	_____________
	x loss ratio
	
	_____________
	x loss ratio

	(2,000 ‒ 500)
	
	
	(2,000 ‒ 500)
	


If there are fewer than 500 policyholders in the state, the applicable loss ratio shall be the nationwide loss ratio.

Rulemaking Authority 624.308 FS. Law Implemented 627.410 FS. History–New 5-14-92, Formerly 4-149.008.

69O-149.010 Refusal to Insure Based on Geographical Location.

No insurer authorized to engage in the business of insurance in the State of Florida shall refuse to insure, or continue to insure, an individual risk or a group for accident and health insurance coverage because of the residence of the individual or location of the group within the State unless the insurer performs a written analysis which establishes that there is a reasonable relationship between the residence of the individual or location of the group and the coverage refused. Every analysis shall be retained in the records of the insurer for a period of three years.

Rulemaking Authority 624.308(1) FS. Law Implemented 626.9541(24) FS. History–New 1-31-84, Formerly 4-43.05, 4-43.005, 4-149.010.

69O-149.020 Purpose and Scope.

The purpose of this part is to establish filing procedures to assist insurers and the Office in preparing and processing life, annuity, accident, and health insurance form filings. This part shall apply to all form filings of policies and applications for accident and health insurance, including outlines of coverage, and of all form filings for life insurance and annuities submitted to the Office for review. Except for subparagraphs 69O-149.021(1)(b)1., 2., and 6.-8., F.A.C., this part shall not apply to any filings of amendments, endorsements, or riders, or to any medicare supplement filings.

Rulemaking Authority 624.308 FS. Law Implemented 627.410 FS. History–New 10-29-91, Amended 4-18-94, 5-15-96, Formerly 4-149.020.

69O-149.021 Form Filing Procedures.

(1)(a)1. All filings shall be made in accordance with paragraph (1)(b) below.

2.a. For purposes of the rules in this part and the time periods in Section 627.410, F.S., a filing is considered “filed” with the Office upon the receipt of the material required by paragraph (1)(b), on business days between the hours of 8:00 a.m. and 5:00 p.m. eastern time. Filings received after 5:00 p.m. shall be considered to be received the following business day.

b. For purposes of the rules in this part, the term “filed” does not mean “approved.” The term “filed” refers to the date on which the filing is filed with the Office and is the date on which the approval process of Section 627.410, F.S., commences. 

(b) A form filing shall consist of the following items:

1.a. A brief transmittal letter explaining the type and nature of the filing, including the subject, the purpose, and any unusual features relative to products being sold by other companies. The letter shall also indicate if the filing is new or is a resubmission.

b. If the filing is a resubmission, the letter shall indicate the Florida filing number of the prior filing.

c. If the filing is either a group life or a group annuity form, the letter shall indicate the Florida Statute number under which the form is to be issued.

2. Form OIR-B2-1507, “Office of Insurance Regulation Life and Health Forms and Rates Universal Standardized Data Letter” as adopted in Rule 69O-149.022, F.A.C., completely filled out in accordance with Form OIR-B2-1507A, “Office of Insurance Regulation Life and Health Forms and Rates Universal Standardized Data Letter Instruction Sheet” as adopted in Rule 69O-149.022, F.A.C.

3. The checklist appropriate for the type of form being filed and any information required by that checklist. All forms and checklists are listed and adopted in Rule 69O-149.022, F.A.C.

4. Any certifications of rates, cost indices, or other items, if required by the appropriate checklist or by rule.

5. The form(s) being filed. Each form shall include the name of the company, and have an identifying form number in the lower left hand corner of the first page of the form.

6. Each filing shall contain an actuarial memorandum, certified and signed by a qualified actuary. The actuarial memorandum for life and annuity product filings shall demonstrate compliance with the Standard Valuation Law (Section 625.121, F.S.). In addition, filings for life insurance products other than annuities shall demonstrate compliance with the Standard Nonforfeiture Law (Section 627.476, F.S.).

(2) Each filing shall contain forms for only one type of coverage, i.e., ordinary life, variable life, major medical, etc. However, a filing may contain more than one form if the forms are for the same type of coverage.

(3) Each filing shall contain forms for only one company.

(4) Combination forms, products that contain both life and health coverages, shall be submitted separately but simultaneously and shall be clearly marked to indicate that they are combination filings, one as life and one as health.

(5) Complete filings shall be submitted electronically to http://www.floir.com/iportal.

(6)(a) Every insurer submitting a form filing shall be notified as to whether the filing has been affirmatively approved by the Office, or has been disapproved by the Office within any statutory review period of the date of receipt of the filing.

(b) Submissions that do not include the required material to meet the definition of a filing, or that include material that is illegible, shall not be accepted and shall be returned as incomplete without processing.
(c) Every insurer submitting a form filing for which the Office determines that additional information is necessary for a proper review will be notified of the additional information within the statutory limit. Every insurer shall submit the required data by a date certain stated in the clarification letter to allow the Office sufficient time to perform a proper review. Failure to correct the filing by the date certain in the clarification letter will result in an affirmative disapproval of the filing by the Office.

(7) Definitions. As used in this rule:

(a) New Filing – A new filing is one that is being submitted for the first time. This includes submission of revisions to a previously approved form.

(b) Resubmission – A filing submission in response to a final disapproval from the Office is a resubmission. It is given a new filing number by the Office. This term does not apply to ongoing correspondence under the same filing number before an affirmative approval or disapproval by the Office.

Rulemaking Authority 624.308, 624.424(1)(c) FS. Law Implemented 624.307, 625.121, 627.410, 627.476, 627.807 FS. History–New 10-29-91, Amended 8-23-93, 4-18-94, 8-22-95, 5-15-96, 4-4-02, 6-19-03, Formerly 4-149.021, Amended 5-18-04.

69O-149.022 Forms Adopted.

(1) The forms adopted in subsection (2), below, shall be used, as applicable, by insurers making form filings for life and accident insurance, annuities, and health insurance. All the forms in subsections (2) and (3), below, are hereby adopted and incorporated by reference. All forms are available and may be printed from the Office’s website: www.floir.com. 

(2)(a) Form OIR-B2-1507, “Office of Insurance Regulation, Life and Health Forms and Rates Universal Standardized Data Letter”, Rev. 06/12. http://www.flrules.org/Gateway/reference.asp?No=Ref-01706.
(b) Form OIR-B2-1507 A, “Office of Insurance Regulation, Life and Health Forms and Rates Universal Standardized Data Letter Instruction Sheet”, Rev. 06/12. http://www.flrules.org/Gateway/reference.asp?No=Ref-01707.
(c) Health Checklists.
1. OIR-B2-1616, “Blanket Application Checklist”,  Rev. 1/05.
2. OIR-B2-535, “Blanket Health Contract Checklist”, Rev. 1/04.
3. OIR-B2-527, “Debtor Group Application Checklist”, Rev. 1/04.
4. OIR-B2-529, “Debtor Group Contract Checklist”, Rev. 1/04.
5. OIR-B2-528, “Florida Additional Information Checklist for Debtor Group”, Rev. 8/03.
6. OIR-B2-1607, “Discount Medical Plan Organization (DMPO) Contract and Application Checklist”, 9/04.
7. OIR-B2-539, “Excess-Specific and Aggregate Checklist”, Rev. 1/04.
8. OIR-B2-540, “Informational Memorandum Checklist – Florida Excess Specific and Aggregate – F.S. 624.406”, Rev. 1/04.
9. OIR-B2-1356, “Florida HMO Contract Checklist”, Rev. 1/04.
10. OIR-B2-1617, “Florida HMO Individual Application Checklist”, 1/05.
11. OIR-B2-1618, “Florida HMO Master Group Application Checklist”, 1/05.
12. OIR-B2-536, “Franchise Health Application Checklist”, Rev. 1/04.
13. OIR-B2-538, “Franchise Health Contract Checklist”, Rev. 1/04.
14. OIR-B2-537, “Franchise Health Outline of Coverage Checklist”, Rev. 1/04.
15. OIR-B2-525, “Group Health Application Checklist – Employers, Labor Unions, Association Groups and Additional Groups”, Rev. 1/04.
16. OIR-B2-526, “Group Health Contract Checklist – Employers, Labor Unions, Association Groups and Additional Groups”, Rev. 1/04.
17. OIR-B2-520, “Individual Health Application Checklist”, Rev. 1/04.
18. OIR-B2-523, “Individual Health Contract Checklist”, Rev. 1/04.
19. OIR-B2-521, “Individual Health Outline of Coverage Checklist”, Rev. 1/04.
20. OIR-B2-1619, “Long Term Care Advertisement Checklist”, 1/05.
21. OIR-B2-541, “Long Term Care Application Checklist”, Rev. 1/04.
22. OIR-B2-543, “Long Term Care Contract Checklist”, Rev. 1/04.
23. OIR-B2-542, “Long Term Care Outline of Coverage Checklist”, Rev. 1/04.
24. OIR-B2-1620, “Medicare Supplement Advertisement Checklist”, 1/05.
25. OIR-B2-1354, “Medicare Supplement Application Checklist”, Rev. 1/04.
26. OIR-B2-1355, “Medicare Supplement Contract Checklist”, Rev. 1/04.
27. OIR-B2-1621, “Medicare Supplement Outline of Coverage”, 1/05.

28. OIR-B2-524, “Out-of-State Group Health Checklist”, Rev. 1/04.

29. OIR-B2-1353, “Pre-Paid Limited Benefit Contract Checklist”, Rev. 1/04.

30. OIR-B2-1359, “Pre-Paid Limited Benefit Conversion Application Checklist”, Rev. 1/04.

31. OIR-B2-1358, “Pre-Paid Limited Benefit Group Application Checklist”, Rev. 1/04.

32. OIR-B2-1360, “Pre-Paid Limited Benefit Individual Application Checklist”, Rev. 1/04.

33. OIR-B2-1622, “Small Group Advertisement Checklist”, 1/05.

34. OIR-B2-1357, “Florida Small Group Health Checklist for Indemnity Plans Other Than Standard and Basic”, Rev. 1/04.

(d) Life Checklists.

1. OIR-B2-1624, “Credit Disability Policy Checklist”, 1/05.

2. OIR-B2-1625, “Credit Life or Disability Application Checklist”, 1/05.
3. OIR-B2-1626, “Credit Life Policy Checklist”, 1/05.
4. OIR-B2-1367, “Endorsements, Amendments & Riders Checklist”, Rev. 1/04.
5. OIR-B2-1627, “Group Annuity Enrollment Application Checklist”, 1/05.
6. OIR-B2-1628, “Group Life Enrollment Application Checklist”, 1/05.
7. OIR-B2-1363, “Group Non-Variable Annuity Contract Checklist”, Rev. 1/04.
8. OIR-B2-1349, “Group Non-Variable Annuity Enrollment Application Checklist”, Rev. 1/04.
9. OIR-B2-1488, “Group Term Life Policy Checklist”, Rev. 1/04.
10. OIR-B2-1345, “Group Universal Life Policy Checklist”, Rev. 1/04.
11. OIR-B2-1365, “Group Variable Annuity Contract Checklist”, Rev. 1/04.
12. OIR-B2-1342, “Group Variable Annuity Enrollment Application Checklist”, Rev. 1/04.
13. OIR-B2-1629, “Group Variable Life Enrollment Application Checklist”, 1/05.
14. OIR-B2-1489, “Group Variable Life Policy Checklist”, Rev. 1/04.
15. OIR-B2-1490, “Group Whole Life Policy Checklist”, Rev. 1/04.
16. OIR-B2-1630, “Individual Fraternal Life Application Checklist”, 1/05.
17. OIR-B2-1631, “Individual Fraternal Non-Variable Annuity Application Checklist”, 1/05.
18. OIR-B2-1632, “Individual Fraternal Non-Variable Annuity Contract Checklist”, 1/05.
19. OIR-B2-1382, “Individual Fraternal Term Life Policy Checklist”, Rev. 1/04.
20. OIR-B2-1491, “Individual Fraternal Universal Life Policy Checklist”, Rev. 1/05.
21. OIR-B2-1633, “Individual Fraternal Variable Annuity Application Checklist”, 1/05.
22. OIR-B2-1634, “Individual Fraternal Variable Annuity Contract Checklist”, 1/05.
23. OIR-B2-1635, “Individual Fraternal Variable Life Application Checklist”, 1/05.
24. OIR-B2-1636, “Individual Fraternal Variable Life Policy Checklist”, 1/05.
25. OIR-B2-1314, “Individual Fraternal Whole Life Policy Checklist”, Rev. 1/04.
26. OIR-B2-1346, “Individual Life Application Checklist”, Rev. 1/04.
27. OIR-B2-1637, “Individual Non-Variable Annuity Application Checklist”, 1/05.
28. OIR-B2-1352, “Individual Non-Variable Annuity Contract Checklist”, Rev. 1/04.
29. OIR-B2-1493, “Individual Term Life Policy Checklist”, Rev. 1/04.
30. OIR-B2-1494, “Individual Universal Life Policy Checklist”, Rev. 1/04.
31. OIR-B2-1348, “Individual Variable Annuity Application Checklist”, Rev. 1/04.
32. OIR-B2-1364, “Individual Variable Annuity Contract Checklist”, Rev. 1/04.
33. OIR-B2-1638, “Individual Variable Life Application Checklist”, 1/05.
34. OIR-B2-1384, “Individual Variable Life Policy Checklist”, Rev. 1/04.
35. OIR-B2-1496, “Individual Whole Life Policy Checklist”, Rev. 1/04.
36. OIR-B2-1350, “Master Group Application Checklist”, Rev. 1/04.
37. OIR-B2-1639, “Out-of-State Group Life Enrollment Application Checklist”, 1/05.
38. OIR-B2-1640, “Out-of-State Group Non-Variable Annuity Contract Checklist”, 1/05.

39. OIR-B2-1641, “Out-of-State Group Non-Variable Annuity Enrollment Application Checklist”, 1/05.

40. OIR-B2-1328, “Out-of-State Group Term Life Policy Checklist”, Rev. 1/05.
41. OIR-B2-1330, “Out-of-State Group Universal Life Policy Checklist”, Rev. 1/05.
42. OIR-B2-1642, “Out-of-State Group Variable Annuity Contract Checklist”, 1/05.
43. OIR-B2-1644, “Out-of-State Group Variable Annuity Enrollment Application Checklist”, 1/05.
44. OIR-B2-1643, “Out-of-State Group Variable Life Enrollment Application Checklist”, 1/05.

45. OIR-B2-1343, “Out-of-State Group Variable Life Policy Checklist”, Rev. 1/05.
46. OIR-B2-1329, “Out-of-State Group Whole Life Policy Checklist”, Rev. 1/05.
47. OIR-B2-1646, “Viatical Contract Checklist”, 3/05.

48. OIR-B2-1647, “Viatical Settlement Escrow Form Checklist”, 3/05.

49. OIR-B2-1648, “Viatical Settlement Purchase Agreement Checklist”, 3/05.

50. OIR-B2-1649, “Viatical Settlement Related Form Checklist”, 3/05.
(3) Form OIR-B2-2112 “Consumer Notice The Impact of Federal Health Care Reform on Your Health Plan Costs” (New 9/13) http://www.flrules.org/Gateway/reference.asp?No=Ref-02990.
Rulemaking Authority 624.308, 627.410(9) FS. Law Implemented 624.424(1)(c), 627.410, 636.216, 627.410(9) FS. History–New 10-29-91, Amended 5-15-96, 4-4-02, 5-2-02, 6-19-03, Formerly 4-149.022, Amended 4-7-05, 1-12-06, 1-28-13, 12-10-13.
69O-149.023 Review.

(1) Filings will be reviewed for compliance with applicable statutes and rules as stated on the forms adopted in Rule 69O-149.022, F.A.C., and will be disapproved for failure to comply. Filings will be disapproved for inconsistencies or ambiguities which are misleading.

(2) The policy may not reserve the right to change contractual provisions without the written consent of the policyholder unless the nature and parameters of such changes are clearly expressed in the contract.

(3) A group life or annuity policy may not reserve the right to change contractual provisions which will adversely affect the annuitization benefit for a certificateholder which is attributable to premiums or contributions already made to the contract.

(4) The insurer shall submit a description of distribution systems (e.g. direct marketing, marketing through agents, marketing through financial or other institutions, etc.), and the intended target population for all product filings.

Rulemaking Authority 624.308, 627.805, 626.9611 FS. Law Implemented 624.307, 625.121, 626.9541, 626.9641, 626.99, 627.410, 627.411, 627.474, 627.476 FS. History–New 5-15-96, Formerly 4-149.023, Amended 5-18-04.

69O-149.024 Prohibited Policies.

(1) Purpose. The purpose of this rule is to implement Section 627.479, F.S., which prohibits the issuance of certain policies in the State of Florida.

(2) Scope. This rule applies to all insurers and to any prohibited policy defined in this rule.

(3) Definitions. For purposes of this rule and Section 627.479, F.S., the following terms are defined:

(a) “Tontine policy or contract” refers to a financial arrangement in which a group of participants share advantages on such terms that upon the default or death of any participant, his advantages are distributed among the remaining participants until only one remains, whereupon the whole goes to him; or on the expiration of an agreed period, the whole goes to those participants remaining at that time. Under the “tontine” plan of insurance, no accumulation or earnings are credited to the policy unless it remains in force for the tontine period of a specified number of years. Thus those who survive the period and keep their policies in force share in the accumulated funds and those who die or permit their policies to lapse during period do not; neither do their beneficiaries participate in such accumulation.

(b) “Contingent endowment policy or contract” means a tontine type policy which provides a cash payment or other benefit convertible to cash, payable to the last surviving insured contingent upon the prior death of all other insureds who have been grouped together.

(c) “Coupon policy or contract” or “annual endowment policy or contract” refers to a specialty-type of life insurance with coupons or annual endowments attached to the policy. Each coupon or endowment is redeemable in cash at the end of the policy year. Generally premiums on these types of policies are higher than on standard life insurance policies in order to pay for the coupons. This definition does not include traditional annuity or life insurance contracts which pay benefits annually.

(d) “Pure endowment policy or contract” refers to an specialty-type policy which only pays a benefit if the designated person is living at the end of the specified period.

(e) “Joint and last survivorship option” is a policy option which provides for payment of the policy proceeds to two people. If either person dies, the same income payments continue to the survivor for life. When that survivor dies no further payments are made to anyone.

(4) Prohibition. Any person issuing a policy or contract described in this rule is acting as an insurer. Any licensed insurer issuing any policy defined or described in paragraphs (3)(a)-(d) of this rule, or any policy which meets the definitions of any of the above described policies by whatever name called shall have its certificate of authority revoked.

(5) Limitation.

(a) This rule shall not be construed to prohibit joint and last survivorship options or policies.

(b) This rule shall not be construed to limit the prohibitions specified in Section 627.479(1), F.S.

Rulemaking Authority 624.308, 627.479(2) FS. Law Implemented 627.479 FS. History–New 1-19-94, Formerly 4-149.024.

69O-149.030 Purpose.

The purpose of these rules is to implement Section 627.6699, F.S., pertaining to requirements of small employer group insurance, to promote the public interest, to promote the availability of small employer group insurance policies, to protect applicants for small employer group insurance from unfair or deceptive sales or enrollment practices, to establish standards for small employer group insurance, to facilitate public understanding and comparison of small employer group insurance policies.

Rulemaking Authority 624.308(1), 626.9641, 627.6699(16) FS. Law Implemented 626.9541, 627.401, 627.410, 627.411, 627.6699 FS. History–New 3-1-93, Amended 11-7-93, 8-4-02, Formerly 4-149.030.

69O-149.031 Applicability and Scope; Penalties.

(1) Except as otherwise provided, the provisions of the rules in this part shall apply, to the extent provided in Section 627.6699, F.S., and this rule, to small employer health benefit plans delivered or issued for delivery in this state by an authorized insurer, a health maintenance organization, or any other person providing a health benefit plan subject to insurance regulation in this state to a small employer group.

(2) The rules in this part shall apply to any health benefit plan, whether provided on a group or individual basis, which:

(a) Satisfies Section 627.6699(4), F.S.; and,
(b) Provides coverage to one or more employees of a small employer located in this state, without regard to whether the policy or certificate was issued in this state.

(3) The Office shall impose penalties for non-compliance with the act or for abusive market conduct practices in accordance with Rule 69O-142.011, F.A.C. Such non-compliance or abusive market conduct practices are divided into three levels based on severity and intent.

(a) Level 1. This level will be treated as a violation under Category IV in Rule 69O-142.011, F.A.C., upon its becoming effective. Inadvertent miscommunications on the part of an agent or carrier. These are practices which evidence no bad faith on the carrier’s or agent’s part. Such practices include omissions, and “one time” actions without any consequences. All parties involved shall take necessary steps to clear up the miscommunication once the situation is brought to their attention.

(b) Level 2. This level will be treated as a violation under Category II in Rule 69O-142.011, F.A.C., upon its becoming effective. Deliberate action on the part of a carrier or agent that is in violation of the Act. These include repetitive acts and omissions. The violation must be corrected within 30 days, once it is brought to the carrier’s or agent’s attention in order to avoid being considered a Level 3 violation.

(c) Level 3. This level will be treated as a violation under Category I in Rule 69O-142.011, F.A.C., upon its becoming effective. Deliberate practice which has a severe economic impact on the insured or the policyholder and is clearly in violation of the Act.

Rulemaking Authority 624.308(1), 627.6699(16) FS. Law Implemented 624.418, 624.4211, 627.6699(4)(a), (5), (5)(g)1., (7) FS. History–New 3-1-93, Amended 11-7-93, 4-23-95, 8-4-02, Formerly 4-149.031.

69O-149.032 Requirement to Insure Entire Groups.

(1) A small employer carrier which offers coverage to a small employer shall offer coverage to each eligible employee and to each of the dependents of the employees who elect coverage. The small employer carrier shall offer the same health benefit plans to each employee and dependent.
(2) A small employer carrier is permitted to offer the small employer the option of choosing among one or more health benefit plans, provided that each employee is permitted to choose any of the offered plans.

(3) New entrants to a small employer group shall be offered coverage under the health benefit plan provided to the group. If a small employer carrier has offered more than one health benefit plan to a small employer group, new entrants shall be offered the same choice of health benefit plans.

Rulemaking Authority 624.308(1), 627.6699(16) FS. Law Implemented 627.6699(5), (12) FS. History–New 3-1-93, Amended 11-7-93, 4-23-95, 8-4-02, Formerly 4-149.032.

69O-149.033 Consideration of Industry.

A small employer carrier shall not consider the occupation of the employees of a small employer or the industry or type of business in which the small employer is engaged in determining whether to issue or continue to provide coverage to the small employer.

Rulemaking Authority 624.308(1), 627.6699(15) FS. Law Implemented 627.6699(12) FS. History–New 3-1-93, Amended 11-7-93, Formerly 4-149.033.

69O-149.037 Calculation of Premium Rates.

(1) This rule is applicable for all health benefit plans subject to Section 627.6699, F.S., and is in addition to Parts I and II.

(2)(a) A group’s rate shall not be changed due to employee age changes which occur during the period when a premium schedule is guaranteed.
(b) The rate applicable to new or terminating enrollees or any change in dependent status shall be made at the premium schedule in effect at the employer’s policy/certificate anniversary.

(3)(a) All contract forms issued pursuant to Section 627.6699, F.S., are subject to modified community rating and must be pooled together for all rating purposes, except that health maintenance organization plans need not be pooled with indemnity plans.

(b) Premiums for health benefit plans shall recognize benefit, deductible, and copay differentials as well as other plan structures that can be demonstrated to have a direct impact on costs. As an example, if the Standard Plan is enriched by the addition of riders for a particular employer by 20 percent, then the premium shall be 20 percent higher than a Standard Plan issued to the same employer. This does not prohibit reflecting appropriate premium differences due to cost differences of provider networks between plans.

(c)1. To avoid over insurance and to provide for coordination of benefits pursuant to Section 627.4235, F.S., a plan may include a provision to exclude claims for health benefits covered under the plan and paid by workers’ compensation insurance coverage of the employer.

2. To reflect the benefit differences provided by the plan, a carrier may file for approval a rating factor reflecting the additional benefits being provided by the health plan if the small employer does not have workers’ compensation insurance.

(4) Rate filing requirements:
(a) Modified Community Rating. Premium schedules for benefit plans offered to small employer groups shall be based solely on the following categories and factors applicable to eligible employees, without regard to the nature of the employer group.

1. Age Factors. Employee age shall be determined as of the date of issue and each subsequent renewal date thereafter as defined in the policy and certificate. If not explicitly defined in the contract, age shall be the attained age as of the date of issue or renewal of the certificate.

a. Age Categories Effective Prior to October 1, 2006.

(I) < 30 years of age

(II) 30-39 years of age

(III) 40-49 years of age

(IV) 50-54 years of age

(V) 55-59 years of age

(VI) 60-64 years of age

(VII) 65 & above years of age – Medicare is Primary

(VIII) 65 & above years of age – Health Plan is Primary

b. Age Categories Effective On or After October 1, 2006.

(I) < 24 years of age

(II) 25-29 years of age

(III) 30-34 years of age

(IV) 35-39 years of age

(V) 40-44 years of age

(VI) 45-49 years of age

(VII) 50-54 years of age

(VIII) 55-59 years of age

(IX) 60-64 years of age

(X) 65 & above years of age – Medicare is Primary

(XI) 65 & above years of age – Health Plan is Primary

c. The rate for the age 65 & above – Medicare is Primary category shall be applicable when both employee and spouse are enrolled in Medicare. If one is enrolled and one is not, regardless of which spouse is the employee, the rate charged shall be adjusted to reflect the reduction of exposure due to the fact that one spouse is enrolled in Medicare. The rate shall be determined assuming that one individual is enrolled in Medicare. The rate for the individual enrolled in Medicare will be isolated, multiplied by the Medicare is Primary to the Health Plan is Primary ratio, and then added back to the portion of the rate that is not Medicare primary. Samples of illustrative calculations are as follows and other combinations should be calculated in a similar manner:

(I) For employee + spouse coverage where Medicare is the primary coverage for the spouse – The difference between the employee + spouse rate where the Health plan is primary and the employee only rate where the Health Plan is Primary shall be determined. This value shall reflect the implied spouse rate. This implied spouse rate shall be multiplied by the ratio of the Medicare is Primary rate divided by the Health Plan is Primary rate. This resulting rate shall be added to the employee only rate.

(II) For family coverage – The difference between the family rate and the employee + dependent rate shall be determined. This difference shall reflect the implied spouse rate. This implied spouse rate shall be multiplied by the ratio of the Medicare is Primary rate divided by the Health Plan is Primary rate. This resulting rate shall be added to the employee + dependent only rate.

2. Gender/Family Composition Factors.

a. Gender/Family Composition Categories.

(I) Employee – Male

(II) Employee – Female

(III) Employee – Male – Dependent Children

(IV) Employee – Female – Dependent Children

(V) Employee – Spouse

(VI) Employee – Spouse – Dependent Children

b. For both the employee with spouse plus dependent children category and the employee with dependent children category, companies may include up to three optional dependent children categories.

c. At the option of the company, dependent only categories.

3. Area Factors by County.

4. Tobacco Usage Factor (>1, base rates are for non-tobacco user).

5. Effective Date and Trend Adjustment Factor. The premium schedule may be adjusted based on a medical trend table, approved pursuant to Part I of this rule chapter, reflecting the period of time from the date the rate schedule is effective to the anniversary date of the new or renewing group for medical trend adjustment.
(b) SERCS. Small group rates must be filed on a 2-50 life basis using the Small Employer Rate Collection System (SERCS), Form OIR-B2-SERCS (Rev. 6/19/06), which is hereby adopted and incorporated by reference. These forms are available at: http://www.floir.com/iportal.

(5) The minimum loss ratio is 65 percent.

(6)(a)1.a. A small employer carrier may make up to a 15 percent adjustment in rates from the modified community rate schedule for claims experience, health status, or duration of coverage for a particular employer group from that otherwise determined from the tabular rate schedule determined above pursuant to Section 627.6699(6)(b)5., F.S.
b. A small employer carrier may make an adjustment to a small employer’s renewal premium, not to exceed 10 percent annually due to claims experience, health status, or duration of coverage subject to a maximum 15 percent differential from the modified community rate pursuant to Section 627.6699(6)(b)5., F.S.

2. The objective criteria and standards for application of this rate adjustment shall be applicable to and used for all small employer groups on a non-discriminatory basis.
3. Such criteria and standards shall be filed for approval pursuant to Part I of this rule chapter.
4. A small employer carrier may require completion of an application including health questions, but shall not decline to offer coverage if the employer is unwilling or unable to provide prior claims experience.

5. Such adjustment shall be uniformly applied to the entire premium schedule.

(b) A small employer carrier may file rating factors to provide a credit to the approved tabular community rate schedule to reflect efficiencies in administrative and acquisition expenses based on the size of the small employer. Such factors shall be filed for approval pursuant to Part I of this rule chapter, and shall be used for all small employer groups on a non-discriminatory basis.

(c) If a small employer carrier makes adjustments to individual employer group rates based on the provisions of paragraphs (6)(a) or (b) above, the carrier shall provide experience in all rate filings including both the actual premiums charged and the premium which would have resulted had no adjustments been made and the tabular community rate schedule was used. Rate analysis and rate adjustments shall be based on the restated premium as though the tabular community rate schedule were used without adjustment.

(d) Coverage available to an Alliance or other group association pursuant to Section 627.6699(6)(b), F.S., is subject to the provisions of Section 627.6699, F.S., and shall be available to the Alliance or other group association on a guaranteed issue basis. Any rate adjustments made pursuant to paragraph (6)(b) above shall be applied uniformly to all members of the Alliance or other group association and not on an individual employer basis. Rate adjustments pursuant to paragraph (6)(a) above shall be determined and applied on an individual employer group basis.

(7)(a) A small employer carrier may file for approval subject to Part I of this rule chapter a rate factor to be applied to one-life groups.
(b) If elected, the carrier shall file the rate schedule applicable to the 2-50 eligible employee groups and include the rate factor to be applied to such rate schedule resulting in the rate schedule to be applied to one-life groups.

(c) The one-life factor shall not exceed 1.50.

(d) The one-life factor shall be applied to all one-life groups.

(e) If the small employer carrier elects the option permitted by subsection 69O-149.037(6), F.A.C., in addition to this option, the one-life factor shall be determined such that the one-life factor times the maximum increase permitted under subsection 69O-149.037(6), F.A.C., does not exceed 1.50.

(f) If the small employer carrier elects the options permitted by subsection 69O-149.037(6), F.A.C., and this option, the rate quoted to the one-life group shall first apply the one-life factor under this subsection (7) and then apply the provisions of subsection (6) with the total adjustment limited to 1.50.

(g) Future filings shall include aggregate small group experience, actual one-life group experience, one-life group experience with the earned premium restated to remove the one-life factor; i.e., restate earned premium as though the 2-50 eligible employee rate schedule without the one-life factor rate had been charged, and the 2-50 group experience with the earned premium restated to the current manual rate basis.

(h) The aggregate experience, as well as the separate one-life experience, shall meet the target loss ratio standards for the form.

(8) Calculation of COBRA Rates. The premium paid for continuation of coverage may not exceed 115 percent of the group rate for groups that consist of fewer than 20 employees as permitted by Section 627.6692(5)(f), F.S., and 102 percent for groups with 20 or more employees as provided by Employee Retirement Income Security Act of 1974 (ERISA), 29 U.S.C.A. § 1162 (2005). The additional rate indicated above, i.e., 15 percent and 2 percent shall be hereinafter referred to as the applicable load.

(a) Qualified beneficiaries, as defined in Section 627.6692(4)(f), F.S., electing continuation of coverage shall be charged the group rate applicable to the qualified beneficiary on the day before the qualifying event, as increased by the applicable load. Whenever the small employer group’s rates change, generally on the group’s anniversary, the rate subsequently charged to the qualified beneficiary for the continuation of coverage will be based on the small employer group’s rate which the qualified beneficiary would have been charged if the qualified beneficiary had remained within the group. If the qualified beneficiary electing continuation of coverage is a spouse or dependent of the covered employee, and the covered employee remains in the group, the rate charged to the covered employee shall be adjusted to reflect the reduction of risk exposure to the company, e.g., the group’s rate applicable after the demographic change. The rate charged for the spouse or dependent shall be isolated from the group’s rate and multiplied by a factor, not to exceed one plus the applicable load, to determine the COBRA rate. Samples of illustrative calculations are as follows and other combinations should be calculated in a similar manner:

1. For employee + dependent coverage when the dependent is electing continuation of coverage, the difference between the employee + dependent rate and the employee only rate shall be determined. This difference shall then be divided by the average number of dependents used by the carrier in developing the rate schedule. This value shall reflect the implied single dependent rate. To determine the COBRA rate, the implied dependent rate shall be multiplied by a factor that does not exceed one plus the applicable load. The employee shall be charged the group employee only rate.

2. For family coverage where the dependent is electing continuation of coverage, the difference between the family rate and the employee + spouse only rate shall be determined. This difference shall then be divided by the average number of dependents used by the carrier in developing the rate schedule. This value shall reflect the implied single dependent rate. To determine the COBRA rate, the implied single dependent rate shall be multiplied by a factor that does not exceed one plus the applicable load. The employee shall be charged the group rate applicable to the remaining covered lives in the group, e.g., if the remaining covered lives are the employee, spouse and another dependent, then the family rate would be charged. If the remaining covered lives are only the employee and spouse, then the employee + spouse rate would be charged.

3. If a small employer carrier uses optional dependent children categories as provided by sub-subparagraph (4)(a)2.b. above, the dependent rate shall be directly determined by calculating the difference between the two family tier rates, e.g., a rate with two dependents minus the rate with one dependent shall determine the single dependent rate.

(b) COBRA rates do not need to be filed unless the small employer carrier seeks to utilize a different rating methodology other than the one described above.

Rulemaking Authority 624.308(1), 624.424(1)(c), 627.6699(17) FS. Law Implemented 627.410, 627.6692, 627.6699(3), (6), (12)(e), (13), (13)(i) FS. History–New 3-1-93, Amended 11-7-93, 5-11-94, 4-23-95, 8-4-02, 6-19-03, Formerly 4-149.037, Amended 7-6-06, 5-24-07.

69O-149.038 Employee Health Care Access Act Statement Reporting Requirement.

(1) Pursuant to Section 627.6699, F.S., each carrier that provides health benefit plans in this state shall file an actuarial certification, pursuant to paragraph 69O-149.044(2)(b), F.A.C., on or before March 15 of each year that the carrier is in compliance with the provisions of Section 627.6699(6), F.S., as required by Section 627.6699(8)(b), F.S., for the prior calendar year and that the current rating methods of the carrier are actuarially sound. The actuary shall provide a detailed explanation if this certification cannot be made.
(2) Quarterly Reports: Within 45 days following each calendar quarter each small employer carrier shall file, pursuant to paragraph 69O-149.044(2)(b), F.A.C., a report on Form OIR-B2-1117, Florida Employee Health Care Access Act Enrollment Report, adopted in Rule 69O-149.044, F.A.C.

(3)(a)1. All small employer carriers utilizing rating adjustments pursuant to subsection 69O-149.037(6), F.A.C., shall make semiannual reports that reflect their experience from January 1 through June 30 and from July 1 through December 31 of each year. The reports shall be filed with the Office, pursuant to paragraph 69O-149.044(2)(b), F.A.C., within 45 days following the last day of the reporting period using Form OIR-B2-1575, “Small Employer Group Underwriting Experience Report Form” adopted in Rule 69O-149.044, F.A.C.

2. The experience of any group category that is not subject to underwriting, pursuant to subsection 69O-149.037(6), F.A.C., such as 1-life groups, shall not be included in the report. 

(b)1. If the percentage deviation from the modified community rate due to adjustments in the rate actually charged policyholders for claim experience, health status, or duration adjustments is 4 percent or more, the carrier shall limit the application of claim experience, health status, or duration adjustments to credits only effective no more than 60 days following the report date.

2. This shall apply to all groups with original issue dates or anniversary dates for renewals on or after this 60 days.

3. If a group was in process of application review and issuance, and would have received a surcharge, but the policy was not issued or renewed until after the 60 day period, the surcharge may not be applied.

(c) If the above report is not submitted by the date required, the carrier shall limit the application of claim experience, health status, or duration adjustments to credits only effective no more than 60 days following the due date. This shall apply to all groups with original issue dates or anniversary dates for renewals on or after this 60 days. If a group was in process of application review and issuance, and would have received a surcharge, but the policy was not issued or renewed until after the 60 day period, the surcharge may not be applied.

(d) A carrier that is limited to credits only, pursuant to paragraph (3)(b) or (c) above, shall be limited to credits only until a subsequent reporting period demonstrating that the percentage deviation from the modified community rate due to adjustments in the rate actually charged policyholders for claim experience, health status, or duration adjustments is less than 4 percent.

Rulemaking Authority 627.6699(5)(i)4., (6), (17), 627.9175 FS. Law Implemented 624.424(6), 627.6699, 627.6699(5)(i), (6)(b)5., (8)(b), 627.9175 FS. History–New 3-1-93, Amended 11-7-93, 8-4-02, 6-19-03, Formerly 4-149.038, Amended 5-18-04, 3-24-05, 9-15-05, 7-6-06.

69O-149.039 Designation of Election to Become a Risk-Assuming or Reinsuring Carrier Under Section 627.6699, Florida Statutes, the Employee Health Care Access Act.

(1) A small employer carrier shall file, pursuant to paragraph 69O-149.044(2)(b), F.A.C., a final designation of election to become either a risk-assuming carrier or a reinsuring carrier using Form OIR-B2-1093, “State of Florida/Small Employer Carrier’s Application to Become a Risk Assuming Carrier or a Reinsuring Carrier, as Required by Section 627.6699(9), F.S.,” adopted in Rule 69O-149.044, F.A.C.

(2) The Office shall provide notice by publication of a small employer carrier’s designation of election to become a risk assuming carrier and shall provide 21 days from publication for comment prior to making a decision on the election. 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 after filing, based on the criteria in Section 627.6699(10), F.S.

Rulemaking Authority 627.6699(16) FS. Law Implemented 627.6699(9), (10) FS. History–New 3-1-93, Amended 11-7-93, 8-4-02, Formerly 4-149.039.

69O-149.040 Change of Status of Small Employer Carrier’s Election to Become Risk-Assuming Carrier or Reinsuring Carrier.

(1) Any small employer carrier seeking to change the election made by the carrier under Section 627.6699(9)(a), F.S., to become either a risk-assuming carrier or a reinsuring carrier shall request a change of status, pursuant to paragraph 69O-149.044(2)(b), F.A.C., on Form OIR-B2-1095, State of Florida/Small Employer Carrier’s Application to Modify Previous Election to Become a Risk Assuming or a Reinsuring Carrier, As Required by Section 627.6699(9), F.S., adopted in Rule 69O-149.044, F.A.C.

(2) Within 60 days after the form and its attached information is filed with the Office, the Office will hold a hearing on the request. Within 30 days after the conclusion of the hearing and the submission of any post-hearing documentation or argument, the Office will approve or disapprove the request, based on the criteria in Section 627.6699(10)(b), F.S.

Rulemaking Authority 627.6699(9)(b), (16) FS. Law Implemented 627.6699(9), (10), (11) FS. History–New 3-1-93, Amended 11-7-93, 8-4-02, Formerly 4-149.040.

69O-149.041 Marketing Communication Material and Marketing Guidelines.

(1) Any marketing communication shall comply with the requirements of Rule Chapter 69O-150, Part III, F.A.C.

(2) Any insurer marketing small group health plans shall comply with the following guidelines:

(a) The small group health history or size shall not be used to direct the small group to a particular small group plan except as permitted by the provisions of Section 627.6699, F.S.

(b)1. In determining eligibility for small group coverage an employer/employee income may not be used.
2. A carrier may request information and documentation to determine whether an individual qualifies as an active business that is eligible for coverage.
3. The following information, records, or documents may be requested or considered in determining whether an employer meets the definition of small employer pursuant to Section 627.6699(3)(v), F.S. If the employer was required by applicable law to maintain the information, record or documents or to file the document with a local, state or federal governmental agency or authority; maintains the information in the normal course of business; or was issued the information, records, or documents by a local, state, or deferral agency or authority:

a. IRS form 1040, Schedule C or F.

b. IRS 941 (quarterly wage and tax form).

c. IRS 1065 (for partnership income).

d. IRS 1120 (corporate income).

e. IRS 1099 (which may include payments to independent contractors).

f. IRS 2106 (employee business expenses).

g. IRS 990 (for non-profits with annual receipts over $25,000).

h. Occupational Licenses.

i. State Licenses.

j. Florida UT 6 (unemployment compensation tax form).

k. Articles of incorporation.

l. Partnership agreements.

m. Affidavits from the customers or suppliers of the small employer.

n. Auditable personal records of receipts, expenditures, invoices.

o. Leases and other contracts.

4.a. Refusal to insure an eligible small employer because of the employer’s refusal or unwillingness to provide information, records or documents which are not necessary to reasonably establish that the employer meets the definition of Section 627.6699(3)(v), F.S., violates Section 627.6699(5)(a), F.S.
b. Any statement that requires information not necessary for determining eligibility be provided for coverage to be issued shall constitute an unfair method of competition in violation of Section 626.9541(1)(b), F.S.

(c) In the instance where a company splits to become two or more corporations, with each corporation employing less than 50 employees, they are considered an eligible small employer if:

1. The group is not splitting solely with the intent of providing health insurance coverage to a separate class of employees;

2. The new company can produce signed documentation (i.e., articles of incorporation) that substantiates that there is a legitimate business with business activity;

3. All eligible employees are working 25 hours or more per week.

(d) New and renewal policies for the Basic and Standard policies issued on or after May 1, 1995, must include the 1995 Basic and Standard Health Benefit Plans (OIR-B2-95) pursuant to Section 627.6699(12), F.S., which is incorporated herein by reference and can be obtained from the Bureau of Life and Health Forms and Rates.

(e)1. Pursuant to Section 626.9611, F.S., the Office identifies the following as being prohibited by Section 626.9541(1)(b), F.S., for a small employer carrier in reflecting any of the permitted rate adjustments in subsection 69O-149.037(6), F.A.C.:
a. To quote a rate which does not reflect the actual characteristics of the individual group; or

b. Where necessary underwriting information has not been analyzed, to quote a rate other than the approved community rate. Any such quote of the community rate shall include a disclosure that the rate will be affected by the results of underwriting by up to 15 percent up or down for new groups, or up to a 10 percent increase for renewal groups.
2. This does not restrict carriers from quoting rates to groups based on estimated enrollment or demographics provided by the employer.

(f) Any practice that results in the declination of an application from an eligible small employer, other than for statutorily permitted reasons, constitutes a failure to comply with the guaranteed-issue requirements of Section 627.6699(5), F.S.; for example, imposing standards for eligibility that are not required by law, such as:

1. Requiring the small employer to be a domestic entity; or

2. Requiring the group to have prior group coverage; or

3. Requiring payment of premiums with business checks instead of personal checks.

Rulemaking Authority 626.9611, 627.6699(13)(i), (17) FS. Law Implemented 626.9541(1)(b), (g)2., (x)3., 627.6699(3)(g), (v), (5)(a), (7), (12), (12)(c), (13), (13)(b) FS. History–New 3-1-93, Amended 11-7-93, 4-23-95, 8-4-02, 6-19-03, Formerly 4-149.041.

69O-149.043 Small Employer Health Reinsurance Program.

(1) Beginning January 1, 1994, the board of the “Florida Small Employer Health Reinsurance Program,” as established in Section 627.6699(11), F.S., shall consist of the Director or his designee, who shall serve as chairman, and eight (8) additional members who are representatives of carriers and who are appointed by the commissioner in accordance with the requirements of Sections 627.6699(11)(b)3. and 6., F.S., with the restrictions in Section 627.6699(11)(b)3.a., F.S., and with this rule.

(2) Of the 8 additional members of the board, subsequently amended to 13 in the 2000 legislative session, 5 shall be selected from individuals recommended by small employer carriers. Any small employer carrier wishing to do so may submit a list of recommended appointees to the commissioner either on its own behalf or through its trade organization. The list shall be submitted to: Insurance Commissioner, Office of Insurance Regulation, Larson Building, Tallahassee, FL 32399-0328, or submitted electronically to InsuranceCommissioner@floir.com. The carrier or trade organization submitting the list shall include the following information about the persons it is recommending:

(a) Name, present affiliation, business address and business phone number.

(b) Educational background to the extent the small employer carrier deems it relevant to the selection process.

(c) Work experience to the extent the small employer carrier deems it relevant to the selection process.

(d) Professional qualifications not addressed in paragraphs (b) and (c), above, such as membership in professional societies and publications, to the extent the small employer carrier deems it relevant to the selection process.

Rulemaking Authority 624.308(1), 627.6699(16) FS. Law Implemented 624.424, 627.6699(11) FS. History–New 11-7-93, Amended 8-4-02, 6-19-03, Formerly 4-149.043.

69O-149.044 Forms. 

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

(a) OIR-B2-1117, Rev. 1/05, Florida Employee Health Care Access Act Enrollment Report.

(b) OIR-B2-1093, Rev. 5/02, State of Florida/Small Employer Carrier’s Application to Become a Risk Assuming Carrier or a Reinsuring Carrier, as Required by Section 627.6475(5), F.S.

(c) OIR-B2-1095, Rev. 5/02, State of Florida/Small Employer Carrier’s Application to Modify Previous Election to Become a Risk Assuming or a Reinsuring Carrier, as Required by Section 627.6699(9), F.S.

(d) OIR-B2-1575, Rev. 10/03, Small Employer Group Underwriting Experience Report Form.

(2)(a) Copies of forms are available and may be printed from the Office’s website: http://www.floir.com/iportal.
(b) Filings shall be submitted electronically through http://www.floir.com/iportal.

Rulemaking Authority 624.308(1), 626.9641, 627.6699(16) FS. Law Implemented 626.9541, 627.401, 627.410, 627.411, 627.6699 FS. History–New 8-4-02, Formerly 4-149.044, Amended 5-18-04, 9-15-05.

69O-149.052 Establishing a Self-Funded Health Benefit Plan.

(1) Prior to establishing a Self-Funded Health Benefit Plan, the local governmental unit shall submit the following:

(a) A copy of its Plan, including a list of its offered benefits;

(b) Form OIR-B2-570, “General Information on Self-Funded Health Benefit Plans”; as adopted in Rule 69O-149.054, F.A.C.;

(c) Form OIR-B2-571 “New Plan Operating Projections for Self-Funded Health Benefit Plans”; as adopted in Rule 69O-149.054, F.A.C.;

(d) Form OIR-B2-573, “Operating Projections for Self-Funded Health Benefit Plans”; as adopted in Rule 69O-149.054, F.A.C.; and,
(e) A certification as to the actuarial soundness of the Plan prepared by an actuary who is a member of the Society of Actuaries or the American Academy of Actuaries accompanied by an explanation or basis of how the certification was made.
(2) The filing shall be submitted to the Office electronically through http://www.floir.com/iportal.

Rulemaking Authority 112.08(6) FS. Law Implemented 112.08(2) FS. History–New 7-9-91, Formerly 4-111.002, 4-149.052, Amended 5-18-04.

69O-149.053 On-Going Review of the Self-Funded Health Benefit Plan.

(1) Once the Plan has been approved by the Office and has commenced operations, the local governmental unit shall submit the following, no later than 90 days after the close of the Plan’s fiscal year:

(a) Form OIR-B2-570, “General Information on Self-Funded Health Benefit Plans”, as adopted in Rule 69O-149.054, F.A.C.;

(b) Form OIR-B2-572, “Annual Report of Self-Funded Health Benefit Plans”, as adopted in Rule 69O-149.054, F.A.C.;

(c) Form OIR-B2-573, “Operating Projections for Self-Funded Health Benefit Plans”, as adopted in Rule 69O-149.054, F.A.C.;

(d) Form OIR-B2-574, “General Information and Surplus Statement for Self-Funded Health Benefit Plans”, as adopted in Rule 69O-149.054, F.A.C.; and,
(e) A certification as to the actuarial soundness of the Plan prepared by an actuary who is a member of the Society of Actuaries or the American Academy of Actuaries accompanied by an explanation or basis of how the certification was made.

(2) The filing shall be submitted to the Office electronically through http://www.floir.com/iportal.
Rulemaking Authority 112.08(6) FS. Law Implemented 112.08(2) FS. History–New 7-9-91, Formerly 4-111.003, 4-149.053, Amended 5-18-04.

69O-149.054 Forms Incorporated by Reference.

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

(a) Form OIR-B2-570 (12/03) “General Information on Self-Funded Health Benefit Plans”;
(b) Form OIR-B2-571 (12/03) “New Plan Operating Projections for Self-Funded Health Benefit Plans”;

(c) Form OIR-B2-572 (12/03) “Annual Report of Self-Funded Health Benefit Plans”;
(d) Form OIR-B2-573 (12/03) “Operating Projections for Self-Funded Health Benefit Plans”;

(e) Form OIR-B2-574 (12/03) “General Information and Surplus Statement for Self-Funded Health Benefit Plans”;
(2) The above forms are hereby adopted and incorporated by reference.

(3) All forms are available and may be printed from the Office website: “http://www.floir.com/iportal”.
Rulemaking Authority 112.08(6) FS. Law Implemented 112.08 FS. History–New 5-18-04.
69O-149.200 Purpose.

The purpose of this part is to establish the standard annual risk rates pursuant to Section 627.6675(3), F.S., to be used as the maximum rate for group conversion insurance forms and by the Florida Comprehensive Health Association (“FCHA”) in establishing rates for coverages issued by the association.

Rulemaking Authority 624.308, 627.6675(3)(c) FS. Law Implemented 624.307(1), 627.6498(4), 627.6675(3), 627.6498(4), 641.3922(3), FS. History–New 3-2-00, Formerly 4-149.200.
69O-149.201 Scope.

The provisions of this part shall apply to all group conversion coverage issued or renewed in Florida on or after the effective date of this rule for coverage issued:

(1) As an individual policy, or

(2) As a certificate under a group policy; including group policies issued or delivered outside of this state.

Rulemaking Authority 624.308, 627.6675(3)(c) FS. Law Implemented 624.307(1), 627.6498(4), 627.6675(3), 641.3922(3) FS. History–New 3-2-00, Amended 4-2-01, Formerly 4-149.201.
69O-149.202 Standard Risk Rate.

(1) Standard risk rates, pursuant to the provisions of Section 627.6675(3), F.S., are provided for the following “categories of coverages”:

(a) Indemnity policies;

(b) Preferred provider organization (“PPO”)/exclusive provider organization (“EPO”) policies; and,
(c) Health maintenance organization (“HMO”) contracts.

(2) The standard risk rates for a particular county are determined by multiplying the standard risk rate schedule times the appropriate county factor.
(3) Standard risk rates are provided for the Standard Health Benefit Plan pursuant to Section 627.6699(12), F.S., outlined in Rule 69O-149.204, F.A.C.

(4) Standard risk rates reflect the predominant rates charged in the market for newly issued coverage.

Rulemaking Authority 624.308, 627.6675(3)(c) FS. Law Implemented 624.307(1), 627.6498(4), 627.6675(3), 641.3922(3) FS. History–New 3-2-00, Amended 4-2-01, 1-20-03, Formerly 4-149.202.
69O-149.203 Group Conversion Premium.
(1) The maximum group conversion rates to be charged an insured shall not exceed the standard risk rate times 2.0.

(2) All rate filings shall provide a comparison table clearly identifying benefit differences from those benefits listed in Rule 69O-149.204, F.A.C., from which the standard risk rates contained in this part were derived.

(3) The maximum group conversion rate determined in subsection (1) above shall be adjusted for benefit differences from those benefits used for the standard risk rates based on a common morbidity basis of all other individual major medical forms of the company, or if none, other major medical group forms for the same category of coverage. Such adjustment factor shall be included in the comparison table of subsection (2) above for each benefit difference identified. For purposes of this subsection, “common morbidity” means a set of values for the frequency and intensity of claims from which claim costs for a set of benefits may be calculated.

(4) A company providing coverage issued on a family basis may file a family factor for approval. Any such factor proposed for approval may be no greater than that used by the company for other individual major medical products, or if none, other similar products.

(5) Terminating employees or members shall be offered the same “category of coverage” (see subsection 69O-149.202(1), F.A.C.) as the underlying group policy form from which they are being offered conversion coverage.

(6) The following benefit adjustment factors to reflect the benefit difference from the $1,000 deductible plan provided in this part will be accepted without further justification required by subsection (8):

(a) 1.171, for $250 deductible;
(b) 1.107, for $500 deductible;
(c) 1.050, for $750 deductible;
(d) 0.914, for $1,500 deductible;
(e) 0.847, for $2,000 deductible;
(f) 0.797, for $2,500 deductible;
(g) 0.632, for $5,000 deductible.

(7) For any coverage that provides for a lifetime maximum, the premium charged to one individual shall not exceed the remaining lifetime maximum at any point in time.

(8) Group conversion rate schedules are subject to all applicable filing and approval requirements of Sections 627.410(6) or 641.31(3), F.S., and Chapter 69O-149 or Rule 69O-191.054, F.A.C.

(9) If the company has more than one coverage of the 2003 Standard Health Benefit Plan approved, the coverage offered to an individual shall be the benefit design nearest to the insured’s current group coverage.

(10) The following benefit adjustment factors shall be used to reflect the benefit differences from Plan A, which is the published rate for each category, to Plan options B through E:

(a) 0.871 for PPO/EPO Plan B;

(b) 0.917 for Indemnity Plan B;

(c) 0.846 for PPO/EPO Plan C;

(d) 0.891 for Indemnity Plan C;

(e) 0.834 for HMO Plan B;

(f) 0.828 for HMO Plan C;

(g) 0.762 for HMO Plan D;

(h) 0.752 for HMO Plan E.

Rulemaking Authority 624.308, 627.410(6)(b), 627.6675(3)(c) FS. Law Implemented 624.307(1), 627.410(6)(a), 627.6498(4), 627.6675(3), 641.3922(3) FS. History–New 3-2-00, Amended 4-2-01, Formerly 4-149.203, Amended 5-18-04.
69O-149.204 Outline of Coverage.

(1) This section provides an outline of the benefits considered in determining the standard risk rates.

(2) The reference to the 2003 Standard Health Benefit Plan refers to the plan recommended by the health benefit committee pursuant to Section 627.6699(12), F.S., and approved by the Office of Insurance Regulation. These plan designs can be found by accessing: http://www.floir.com/Sections/LandH/ProductReview/is_LHFR_Small_Emp_Benefit_Plan.aspx.

(3) It is noted that this list is an outline of the Standard Health Benefit Plans pursuant to Sections 627.6675(11) and 641.3922(10), F.S., and is not intended to be a comprehensive description of all policy benefits. The statutory sections indicated should be reviewed for more comprehensive information.
	
	Plan A
	Plan B
	Plan C

	PPO/EPO and Indemnity
	Standard Health Benefit Plan 
	2003-Standard Health Benefit Plan 
	2003-Standard Health Benefit Plan 

	Lifetime Limit
	$1,000,000
	$5,000,000
	$5,000,000

	Annual Deductible* Single/Family
	$1,000/$3,000
	$1,000/$3,000
	$1,000/$3,000

	Out-of-Pocket Maximum Single/Family
	$2,000/$4,000
	$3,000/$6,000
	$5,000/$10,000

	Plan Coinsurance Amount:

(1) Preferred Provider

(2) Indemnity Plan
	(1) 80% of allowance in-network/60% of allowance out-of-network.

(2) 80% of allowance.
	(1) 80% of allowance in-network/60% of allowance out-of-network.
(2) 80% of allowance.
	(1) 80% of allowance in-network/60% of allowance out-of-network.

(2) 80% of allowance.

	Physician
	Coinsurance
	Coinsurance
	Coinsurance

	Specialist
	Coinsurance
	Coinsurance
	Coinsurance

	Maternity
	Coinsurance
	Coinsurance
	Coinsurance

	Prescription Drug
	$7/$14 Copay
	$10/$30/$50 Copay*
	$10/$30/$50 Copay*

	In-Patient Hospital
	Coinsurance
	Coinsurance
	Coinsurance

	Out-Patient Hospital
	Coinsurance
	Coinsurance
	Coinsurance

	Out-Patient Rehabilitation
	Coinsurance, 10 visits per year
	Coinsurance, 20 visits per year
	Coinsurance, 20 visits per year

	Emergency
	Coinsurance +$50 Copay per visit
	Coinsurance
	Coinsurance

	Mental and Nervous Disorders, In-Patient
	Coinsurance, 10 days per year
	Coinsurance, 10 days per year
	Coinsurance, 10 days per year

	Mental and Nervous Disorders, Out-Patient
	Coinsurance, 20 visits per year, $50 per visit maximum reimbursement
	Coinsurance, 20 visits per year, $50 per visit maximum reimbursement
	Coinsurance, 20 visits per year, $50 per visit maximum reimbursement

	Alcohol/Substance Abuse, In-Patient
	Not covered
	Coinsurance, $2,000 maximum benefit
	Coinsurance, $2,000 maximum benefit

	Alcohol/Substance Abuse, Out-Patient
	Not covered
	Coinsurance, $2,000 maximum benefit
	Coinsurance, $2,000 maximum benefit

	Preventive Medical Services
	Coinsurance, $150 maximum 

per year
	Coinsurance, $250 
maximum per year
	Coinsurance, $250 maximum 

per year

	Organ Transplant
	$200,000 lifetime maximum
	Coinsurance
	Coinsurance

	Home Health Care
	Coinsurance, 60 visits per year, maximum $60 per visit
	Coinsurance, 60 visits 

per year
	Coinsurance, 60 visits 

per year


	
	Plan A
	Plan B HMO plan
	Plan C- HMO plan

	HMO
	Standard Health Benefit Plan 
	2003-Standard Health Benefit Plan 
	2003-Standard Health Benefit Plan 

	Lifetime Limit
	None
	$5,000,000
	$5,000,000

	Out-of-Pocket Maximum Single/Family
	$1,500/$3,000
	$3,000/$6,000
	$5,000/$10,000

	Primary Care Physician
	$10 Copay per visit
	$25 Copay per visit
	$25 Copay per visit

	Specialist
	$10 Copay per visit
	$50 Copay per visit
	$50 Copay per visit

	Maternity
	Covered
	$300 Copay per day for five days 
	$300 Copay per day for five days 

	Prescription Drug
	$7/$14 Copay
	$10/$30/$50 Copay*
	$10/$30/$50 Copay*

	In-Patient Hospital
	$100 Copay per day 
	$300 Copay per day for five days 
	$300 Copay per day for five days 

	Out-Patient Hospital
	$50 Copay per procedure
	$200 Copay per procedure
	$200 Copay per procedure

	Out-Patient Rehabilitation
	$20 Copay per visit, 10 visits per year 
	$25 Copay per visit, 20 visits per year
	$25 Copay per visit, 20 visits per year

	Out-of-Network (emergency only)
	Covered
	Covered
	Covered

	Emergency
	$100 Copay (if not admitted)
	$150 Copay (if not admitted)
	$150 Copay (if not admitted)

	Mental and Nervous Disorders, In-Patient
	$100 Copay per day for first 5 

days, 10 days per year
	$100 Copay per day, 10 days per year
	$100 Copay per day, 10 

days per year

	Mental and Nervous Disorders, Out-Patient
	$10 Copay per visit, 20 visits per year, $50 per visit maximum reimbursement
	$25 Copay per visit, 20 visits per year, $50 per visit maximum reimbursement
	$25 Copay per visit, 20 visits 

per year, $50 per visit maximum reimbursement

	Alcohol/Substance Abuse, 
In-Patient
	Not covered
	$100 Copay per day, $2,000 maximum benefit
	$100 Copay per day, $2,000 maximum benefit

	Alcohol/Substance Abuse, Out-Patient
	Not covered
	$25 Copay per visit, $2,000 maximum benefit
	$25 Copay per visit, $2,000 maximum benefit

	Preventive Medical Services
	$150 maximum
	$250 maximum
	$250 maximum

	Organ Transplant
	$200,000 lifetime maximum
	Covered
	Covered

	Home Health Care
	Covered in full, 60 visits 

per year
	$25 Copay per visit, 60 
visits per year
	$25 Copay per visit, 60 visits 

per year


*Not included in out of pocket maximum

	
	Plan A
	Plan D coins plan
	Plan E- coins plan

	HMO
	Standard Health Benefit Plan
	2003-Standard Health 
Benefit Plan 
	2003-Standard Health Benefit Plan 

	Lifetime Limit
	None
	$5,000,000
	$5,000,000

	Annual Deductible* Single/Family
	Not applicable
	$1,000/$3,000
	$1,000/$3,000

	Out-of-Pocket Maximum

Single/Family
	$1,500/$3,000
	$3,000/$6,000
	$5,000/$10,000

	Plan Coinsurance Amount:
	Not applicable
	80% of allowance
	80% of allowance

	Primary Care Physician
	$10 Copay per visit
	Coinsurance
	Coinsurance

	Specialist
	$10 Copay per visit
	Coinsurance
	Coinsurance

	Maternity
	Covered
	Coinsurance
	Coinsurance

	Prescription Drug
	$7/$14 Copay
	$10/$30/$50 Copay*
	$10/$30/$50 Copay*

	In-Patient Hospital
	$100 Copay
	Coinsurance
	Coinsurance

	Out-Patient Hospital
	Covered
	Coinsurance
	Coinsurance

	Out-of-Network (emergency only)
	Covered
	Coinsurance
	Coinsurance

	Emergency
	$100 Copay (if not admitted)
	Coinsurance
	Coinsurance

	Mental and Nervous Disorders, 
In-Patient
	$100 Copay per day for first 5 days, 10 days per year
	Coinsurance, 10 days per year
	Coinsurance, 10 days per year

	Mental and Nervous Disorders,
Out-Patient
	$10 Copay per visit, 20 visits 
per year, $50 per visit
maximum reimbursement
	Coinsurance, 20 visits per year, $50 per visit maximum reimbursement
	Coinsurance, 20 visits per year, $50 per visit maximum reimbursement

	Alcohol/Substance Abuse, 

In-Patient
	Not covered
	Coinsurance, $2,000 maximum benefit
	Coinsurance, $2,000 maximum benefit

	Alcohol/Substance Abuse Out-Patient
	Not covered
	Coinsurance, $2,000 maximum benefit
	Coinsurance, $2,000 maximum benefit

	Preventive Medical Services
	$150 maximum
	Coinsurance, $250 
maximum per year
	Coinsurance, $250 maximum 

per year

	Organ Transplant
	$200,000 lifetime maximum
	Coinsurance
	Coinsurance

	Home Health Care
	Covered in full, 60 visits 

per year
	Coinsurance, 60 visits 

per year
	Coinsurance, 60 visits 

per year


*Not included in out of pocket maximum
*Not included in out of pocket maximum

Rulemaking Authority 624.308, 627.6675(3)(c) FS. Law Implemented 624.307(1), 627.6498(4), 627.6675(3), 641.3922(3) FS. History–New 3-2-00, Amended 4-2-01, 4-17-02, Formerly 4-149.204, Amended 5-18-04.

69O-149.205 Indemnity Standard Risk Rate.

(1) The table below provides the standard annual risk rates for indemnity plans for the Standard Health Benefit Plan. The 200% standard risk rate referenced in Section 627.6675(3)(a), F.S., is determined by multiplying each value in the table by the factor 2.0. 

(2) To determine the rate for a particular county, multiply the rate schedule below by the appropriate area factor.

(3) Standard risk rates for coverage providing benefits coordinating with or otherwise considering coverage under Medicare, parts A and B, shall be determined by multiplying the standard risk rates identified herein by.278.

	STANDARD HEALTH BENEFIT PLAN

	Age
	Male 
	Female 
	
	County 
	Area Factor 

	0-17
	$1,407.85 
	$1,407.85
	
	Alachua
	0.70

	18
	$1,796.44
	$2,599.81
	
	Baker
	0.78

	19
	$1,796.44
	$2,599.81
	
	Bay
	0.80

	20
	$1,796.44
	$2,599.81
	
	Bradford
	0.82

	21
	$1,796.44
	$2,599.81
	
	Brevard
	0.93

	22
	$1,796.44
	$2,599.81
	
	Broward
	1.41

	23
	$1,796.44
	$2,599.81
	
	Calhoun
	0.75

	24
	$1,796.44
	$2,599.81
	
	Charlotte
	0.95

	25
	$1,796.44
	$2,599.81
	
	Citrus
	0.72

	26
	$1,965.21
	$2,760.44
	
	Clay
	0.80

	27
	$2,105.71
	$2,915.99
	
	Collier
	0.93

	28
	$2,219.57
	$3,067.27
	
	Columbia
	0.80

	29
	$2,311.89
	$3,214.48
	
	Dade
	1.30

	30
	$2,385.29
	$3,358.84
	
	De Soto
	0.74

	31
	$2,443.44
	$3,499.75
	
	Dixie
	0.69

	32
	$2,490.21
	$3,639.65
	
	Duval
	0.94

	33
	$2,528.84
	$3,777.51
	
	Escambia
	0.77

	34
	$2,562.39
	$3,914.75
	
	Flagler
	0.86

	35
	$2,581.30
	$4,072.95
	
	Franklin
	0.75

	36
	$2,600.42
	$4,173.39
	
	Gadsden
	0.75

	37
	$2,619.33
	$4,291.12
	
	Gilchrist
	0.75

	38
	$2,637.02
	$4,423.90
	
	Glades
	0.98

	39
	$2,707.98
	$4,571.31
	
	Gulf
	0.76

	40
	$2,809.03
	$4,759.80
	
	Hamilton
	0.77

	41
	$2,940.59
	$4,927.55
	
	Hardee
	0.80

	42
	$3,101.43
	$5,100.79
	
	Hendry
	0.97

	43
	$3,297.44
	$5,260.81
	
	Hernando
	0.85

	44
	$3,516.83
	$5,434.66
	
	Highlands
	0.71

	45
	$3,749.65
	$5,605.46
	
	Hillsborough
	0.82

	46
	$3,985.51
	$5,774.43
	
	Holmes
	0.75

	47
	$4,217.72
	$5,925.51
	
	Indian River
	0.92

	48
	$4,327.72
	$5,976.75
	
	Jackson
	0.77

	49
	$4,484.69
	$6,040.80
	
	Jefferson
	0.75

	50
	$4,687.01
	$6,149.58
	
	Lafayette
	0.78

	51
	$4,933.86
	$6,225.42
	
	Lake
	0.90

	52
	$5,219.74
	$6,299.43
	
	Lee
	0.97

	53
	$5,426.53
	$6,311.43
	
	Leon
	0.79

	54
	$5,720.55
	$6,336.64
	
	Levy
	0.80

	55
	$6,090.61
	$6,370.19
	
	Liberty
	0.75

	56
	$6,517.61
	$6,440.55
	
	Madison
	0.79

	57
	$6,973.07
	$6,541.60
	
	Manatee
	0.91

	58
	$7,420.81
	$6,678.85
	
	Marion
	0.77

	59
	$7,820.77
	$6,853.51
	
	Martin
	0.94

	60
	$8,133.69
	$7,038.14
	
	Monroe
	1.30

	61
	$8,327.27
	$7,276.65
	
	Nassau
	0.85

	62
	$8,372.81
	$7,528.98
	
	Okaloosa
	0.76

	63
	$8,372.81
	$7,769.53
	
	Okeechobee
	0.97

	64
	$8,372.81
	$7,960.46
	
	Orange
	0.90

	65
	$8,372.81
	$7,960.46
	
	Osceola
	0.91

	66
	$8,372.81
	$7,960.46
	
	Palm Beach
	1.00

	67
	$8,372.81
	$7,960.46
	
	Pasco
	0.90

	68
	$8,372.81
	$7,960.46
	
	Pinellas
	0.87

	69
	$8,372.81
	$7,960.46
	
	Polk
	0.84

	70
	$8,372.81
	$7,960.46
	
	Putnam
	0.81

	71
	$8,372.81
	$7,960.46
	
	St. Johns
	0.77

	72
	$8,372.81
	$7,960.46
	
	St. Lucie
	0.99

	73
	$8,372.81
	$7,960.46
	
	Santa Rosa
	0.77

	74
	$8,372.81
	$7,960.46
	
	Sarasota
	0.76

	75
	$8,372.81
	$7,960.46
	
	Seminole
	0.92

	76
	$8,372.81
	$7,960.46
	
	Sumter
	0.81

	77
	$8,372.81
	$7,960.46
	
	Suwannee
	0.82

	78
	$8,372.81
	$7,960.46
	
	Taylor
	0.79

	79
	$8,372.81
	$7,960.46
	
	Union
	0.79

	
	0.92

	Wakulla
	0.75

	Walton
	0.76

	Washington
	0.76
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69O-149.206 Preferred Provider/Exclusive Provider Standard Risk Rates.

(1) The table below provides the standard annual risk rates for PPO/EPO plans for the FCHA and Standard Health Benefit Plan. The 200% standard risk rate referenced in Section 627.6675(3)(a), F.S., is determined by multiplying each value in the table by the factor 2.0.
(2) To determine the rate for a particular county, multiply the rate schedule below by the appropriate area factor.

(3) Standard risk rates for coverage providing benefits coordinating with or otherwise considering coverage under Medicare, parts A and B, shall be determined by multiplying the standard risk rates identified herein by .278.

(4) Standard risk rates for coverage providing benefits as defined in Section 627.6498, F.S. (FCHA plan), shall multiply the standard risk rates identified herein by .96.

	STANDARD HEALTH BENEFIT PLAN

	Age
	Male 
	Female 
	
	County 
	Area Factor 

	0
	$2,269.71
	$2,205.88
	
	Alachua
	0.70

	1
	$2,269.71
	$2,205.88
	
	Baker
	0.78

	2
	$1,862.25
	$1,831.86
	
	Bay
	0.80

	3
	$1,646.48
	$1,616.10
	
	Bradford
	0.82

	4
	$1,524.94
	$1,464.16
	
	Brevard
	0.93

	5
	$1,464.16
	$1,339.66
	
	Broward
	1.41

	6
	$1,400.43
	$1,218.11
	
	Calhoun
	0.75

	7
	$1,339.66
	$1,126.95
	
	Charlotte
	0.95

	8
	$1,278.88
	$1,032.73
	
	Citrus
	0.72

	9
	$1,248.50
	$1,032.73
	
	Clay
	0.80

	10
	$1,278.88
	$1,063.12
	
	Collier
	0.93

	11
	$1,309.27
	$1,126.95
	
	Columbia
	0.80

	12
	$1,339.66
	$1,218.11
	
	Dade
	1.30

	13
	$1,445.38
	$1,401.89
	
	De Soto
	0.74

	14
	$1,569.89
	$1,526.40
	
	Dixie
	0.69

	15
	$1,661.05
	$1,647.95
	
	Duval
	0.94

	16
	$1,782.60
	$1,769.49
	
	Escambia
	0.77

	17 
	$1,846.43
	$1,868.63
	
	Flagler
	0.86

	18
	$1,677.62
	$1,731.60
	
	Franklin
	0.75

	19
	$1,729.06
	$1,833.53
	
	Gadsden
	0.75

	20
	$1,779.55
	$1,938.77
	
	Gilchrist
	0.75

	21
	$1,856.45
	$2,067.93
	
	Glades
	0.98

	22
	$1,911.43
	$2,205.39
	
	Gulf
	0.76

	23
	$1,963.55
	$2,315.98
	
	Hamilton
	0.77

	24
	$2,015.45
	$2,431.51
	
	Hardee
	0.80

	25
	$2,067.34
	$2,528.50
	
	Hendry
	0.97

	26
	$2,119.01
	$2,592.34
	
	Hernando
	0.85

	27
	$2,176.62
	$2,653.36
	
	Highlands
	0.71

	28
	$2,257.50
	$2,718.82
	
	Hillsborough
	0.82

	29
	$2,316.80
	$2,786.17
	
	Holmes
	0.75

	30
	$2,372.69
	$2,833.44
	
	Indian River
	0.92

	31
	$2,436.98
	$2,879.75
	
	Jackson
	0.77

	32
	$2,506.76
	$2,954.83
	
	Jefferson
	0.75

	33
	$2,578.54
	$3,031.05
	
	Lafayette
	0.78

	34
	$2,649.40
	$3,082.98
	
	Lake
	0.90

	35
	$2,741.76
	$3,134.92
	
	Lee
	0.97

	36
	$2,816.34
	$3,188.48
	
	Leon
	0.79

	37
	$2,898.23
	$3,246.48
	
	Levy
	0.80

	38
	$2,974.23
	$3,279.60
	
	Liberty
	0.75

	39
	$3,052.57
	$3,329.10
	
	Madison
	0.79

	40
	$3,129.28
	$3,390.47
	
	Manatee
	0.91

	41
	$3,201.52
	$3,480.97
	
	Marion
	0.77

	42
	$3,307.34
	$3,602.71
	
	Martin
	0.94

	43
	$3,405.57
	$3,738.45
	
	Monroe
	1.30

	44
	$3,504.04
	$3,875.01
	
	Nassau
	0.85

	45
	$3,620.45
	$4,027.23
	
	Okaloosa
	0.76

	46
	$3,743.36
	$4,186.98
	
	Okeechobee
	0.97

	47
	$3,867.57
	$4,332.64
	
	Orange
	0.90

	48
	$4,044.14
	$4,487.03
	
	Osceola
	0.91

	49
	$4,254.26
	$4,647.82
	
	Palm Beach
	1.00

	50
	$4,484.29
	$4,817.80
	
	Pasco
	0.90

	51
	$4,712.62
	$4,964.22
	
	Pinellas
	0.87

	52
	$4,992.07
	$5,108.97
	
	Polk
	0.84

	53
	$5,243.22
	$5,219.95
	
	Putnam
	0.81

	54
	$5,532.82
	$5,375.90
	
	St. Johns
	0.77

	55
	$5,798.51
	$5,533.46
	
	St. Lucie
	0.99

	56
	$6,114.18
	$5,718.08
	
	Santa Rosa
	0.77

	57
	$6,471.97
	$5,933.22
	
	Sarasota
	0.76

	58
	$6,819.70
	$6,156.54
	
	Seminole
	0.92

	59
	$7,192.79
	$6,400.67
	
	Sumter
	0.81

	60
	$7,454.79
	$6,678.58
	
	Suwannee
	0.82

	61
	$7,701.77
	$6,911.27
	
	Taylor
	0.79

	62
	$7,900.57
	$7,143.56
	
	Union
	0.79

	63
	$8,070.52
	$7,316.73
	
	Volusia
	0.92

	64
	$8,206.71
	$7,426.21
	
	Wakulla
	0.75

	65
	$8,758.12
	$7,836.62
	
	Walton
	0.76

	66
	$8,793.24
	$7,867.77
	
	Washington
	0.76

	67
	$8,851.33
	$7,900.07

	68
	$8,929.30
	$7,940.58

	69
	$9,007.04
	$7,983.68

	70
	$9,085.01
	$8,023.71

	71
	$9,162.51
	$8,064.69

	72
	$9,244.24
	$8,109.88

	73
	$9,318.22
	$8,145.70

	74
	$9,388.96
	$8,183.89

	75
	$9,463.41
	$8,224.62

	76
	$9,537.41
	$8,257.64

	77
	$9,611.39
	$8,296.75

	78
	$9,648.63
	$8,348.73

	79
	$9,685.87
	$8,400.24
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69O-149.207 Health Maintenance Organization Standard Risk Rates.

(1) The table below provides the standard annual risk rates for HMO plans for the Standard Benefit Plan. The 200% standard risk rate referenced in Section 627.6675(3)(a), F.S., is determined by multiplying each value in the table by the factor 2.0.
(2) To determine the rate for a particular county, multiply the rate schedule below by the appropriate area factor.
(3) Standard risk rates for coverage providing benefits coordinating with or otherwise considering coverage under Medicare, parts A and B, shall be determined by multiplying the standard risk rates identified herein by .278.

	STANDARD HEALTH BENEFIT PLAN

	Age
	Male 
	Female 
	
	County
	Area Factor 

	0
	$5,258.45
	$5,250.04
	
	Alachua
	1.04

	1
	$2,968.48
	$2,960.07
	
	Baker
	1.06

	2-6
	$2,909.90
	$2,901.49
	
	Bay
	0.90

	7-12
	$2,822.45
	$2,814.04
	
	Bradford
	1.04

	13-17
	$2,972.73
	$2,964.33
	
	Brevard
	0.94

	18
	$2,549.95
	$4,120.85
	
	Broward
	1.00

	19
	$2,570.16
	$4,301.90
	
	Calhoun
	0.90

	20
	$2,610.13
	$4,382.36
	
	Charlotte
	0.99

	21
	$2,630.36
	$4,472.30
	
	Citrus
	0.92

	22
	$2,670.38
	$4,539.11
	
	Clay
	1.06

	23
	$2,729.45
	$4,663.20
	
	Collier
	0.90

	24
	$2,776.56
	$4,759.79
	
	Columbia
	1.04

	25
	$2,819.35
	$4,883.42
	
	Dade
	1.00

	26
	$2,899.75
	$5,051.05
	
	De Soto
	0.90

	27
	$2,983.75
	$5,227.91
	
	Dixie
	1.04

	28
	$3,047.19
	$5,290.86
	
	Duval
	1.06

	29
	$3,150.59
	$5,242.98
	
	Escambia
	1.08

	30
	$3,236.87
	$5,247.52
	
	Flagler
	0.90

	31
	$3,279.13
	$5,177.31
	
	Franklin
	0.90

	32
	$3,340.11
	$5,172.07
	
	Gadsden
	0.90

	33
	$3,402.20
	$5,136.91
	
	Gilchrist
	1.05

	34
	$3,444.91
	$5,106.34
	
	Glades
	0.90

	35
	$3,532.78
	$5,128.20
	
	Gulf
	0.90

	36
	$3,580.77
	$5,108.61
	
	Hamilton
	0.90

	37
	$3,649.52
	$5,085.24
	
	Hardee
	0.84

	38
	$3,748.38
	$5,099.53
	
	Hendry
	0.96

	39
	$3,815.47
	$5,111.88
	
	Hernando
	1.03

	40
	$3,923.62
	$5,139.24
	
	Highlands
	0.84

	41
	$4,003.19
	$5,186.08
	
	Hillsborough
	1.01

	42
	$4,102.20
	$5,276.71
	
	Holmes
	0.90

	43
	$4,235.88
	$5,400.47
	
	Indian River
	0.90

	44
	$4,359.59
	$5,523.74
	
	Jackson
	0.90

	45
	$4,486.17
	$5,621.99
	
	Jefferson
	0.90

	46
	$4,682.63
	$5,747.05
	
	Lafayette
	0.90

	47
	$4,872.08
	$5,874.81
	
	Lake
	0.94

	48
	$5,109.97
	$5,986.94
	
	Lee
	1.01

	49
	$5,341.56
	$6,117.55
	
	Leon
	0.90

	50
	$5,598.42
	$6,278.89
	
	Levy
	1.04

	51
	$5,909.83
	$6,447.58
	
	Liberty
	0.90

	52
	$6,253.14
	$6,612.37
	
	Madison
	0.90

	53
	$6,590.04
	$6,778.15
	
	Manatee
	1.06

	54
	$6,966.54
	$6,965.19
	
	Marion
	0.97

	55
	$7,360.26
	$7,102.09
	
	Martin
	1.02

	56
	$7,730.02
	$7,258.77
	
	Monroe
	0.90

	57
	$8,099.29
	$7,390.68
	
	Nassau
	1.06

	58
	$8,615.15
	$7,721.59
	
	Okaloosa
	1.05

	59
	$9,149.91
	$8,070.04
	
	Okeechobee
	0.94

	60
	$9,714.17
	$8,467.78
	
	Orange
	0.94

	61
	$10,192.09
	$8,914.29
	
	Osceola
	0.96

	62
	$10,667.92
	$9,373.20
	
	Palm Beach
	1.06

	63
	$11,239.30
	$9,927.57
	
	Pasco
	1.01

	64
	$11,819.57
	$10,475.54
	
	Pinellas
	1.01

	65
	$14,318.73
	$12,839.86
	
	Polk
	1.15

	66
	$14,377.66
	$12,885.56
	
	Putnam
	1.01

	67
	$14,436.21
	$12,930.98
	
	St. Johns
	1.06

	68
	$14,494.23
	$12,975.97
	
	St. Lucie
	1.01

	69
	$14,551.64
	$13,020.50
	
	Santa Rosa
	1.08

	70
	$14,608.25
	$13,064.41
	
	Sarasota
	1.07

	71
	$14,663.96
	$13,107.62
	
	Seminole
	0.97

	72
	$14,718.64
	$13,150.03
	
	Sumter
	0.97

	73
	$14,772.15
	$13,191.51
	
	Suwannee
	0.94

	74
	$14,824.35
	$13,232.00
	
	Taylor
	0.90

	75
	$14,875.09
	$13,271.34
	
	Union
	0.90

	76
	$14,924.27
	$13,309.50
	
	Volusia
	1.00

	77
	$14,971.75
	$13,346.31
	
	Wakulla
	0.90

	78
	$15,017.41
	$13,381.72
	
	Walton
	1.07

	79
	$15,061.10
	$13,415.60
	
	Washington
	0.90
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