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69O-157.001 Purpose.

The purpose of these rules is:

(1) To implement Part XVIII of Chapter 627, F.S., pertaining to requirements of long-term care insurance policies,

(2) To promote the public interest, 

(3) To promote the availability of long-term care insurance policies, 

(4) To protect applicants for long-term care insurance from unfair or deceptive sales or enrollment practices, 

(5) To establish standards for long-term care insurance, 

(6) To facilitate public understanding and comparison of long-term care insurance policies, and 

(7) To facilitate flexibility and innovation in the development of long-term care insurance coverage.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9402, 627.9407(1) FS. History–New 5-17-89, Formerly 4-81.001, Amended 1-13-03, Formerly 4-157.001.

69O-157.002 Applicability and Scope.

(1) Except as otherwise specifically provided, the provisions of Chapter 69O-157, F.A.C., shall apply to long-term care insurance policies delivered or issued for delivery in this state, and to policies delivered or issued for delivery outside this state to the extent provided in Section 627.9406, F.S., and Rule 69O-157.004, F.A.C., by an insurer, a fraternal benefit society as defined in Section 632.601, F.S., a health care services plan as defined in Section 641.01, F.S., a prepaid health clinic as defined in Section 641.402, F.S., or a multiple-employer welfare arrangement as defined in Section 624.437, F.S. A policy which is advertised, marketed, or offered as a long-term care policy and as a Medicare supplement policy shall meet the requirements of the rules contained in this chapter and such statutes or rules specifically applicable to Medicare supplement policies and, to the extent of a conflict, be subject to the requirement that is more favorable to the policyholder or certificate holder.

(2) The provisions of Chapter 69O-157, F.A.C., shall apply to such long-term care policies issued or renewed on or after the effective date of Chapter 69O-157, F.A.C.; however, the provisions of Chapter 69O-157, F.A.C., do not apply to any policy that is not subject to the provisions of Sections 627.9401-627.9408, Florida Statutes, as presently existing or as hereafter amended.

(3) The provisions of Part I shall apply to all long-term care policies and certificates issued in this state which are not included in the scope of Part II.

(4) All appendices incorporated by reference are available from the Division of Life and Health Product Review, Larson Building, 200 East Gaines Street, Tallahassee, Florida 32399-0328.
Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9403, 627.9406, 627.9407(1) FS. History–New 5-17-89, Formerly 4-81.002, Amended 1-13-03, Formerly 4-157.002.

69O-157.003 Definition of Terms.

As used in these rules and as used in long-term care policies, the following terms shall have meanings no more restrictive than the following:

(1) “Applicant” means:

(a) In the case of an individual long-term care insurance policy, the person who seeks to contract for benefits.

(b) In the case of a group long-term care insurance policy, the proposed certificate holder.

(2) “Certificate” means any certificate issued under a group long-term care insurance policy, which policy has been delivered or issued for delivery in this State.

(3) “Policy” means any long-term care policy, contract, subscriber agreement, rider, or endorsement delivered or issued for delivery in this state, or delivered or issued for delivery outside this state to the extent these rules are applicable to out-of-state policies by an insurer, a fraternal benefit society, a health care services plan, a health maintenance organization, a prepaid health clinic or a multiple-employer welfare arrangement.

(4) “Nursing home” means a facility or distinctly separate part of a hospital or other institution which is licensed by the appropriate licensing agency to engage primarily in providing nursing care and related services to inpatients and provides 24-hour a day nursing service, and has a nurse on duty or on call at all times and maintains clinical records for all patients.

(5) “Medicare” means “The Health Insurance for Aged Act”, Title XVIII of the Social Security Amendments of 1965, as then constituted or later amended, or Title I, Part I of Public Law 89-97, as enacted by the Eighty-Ninth Congress of the United States of America and popularly known as the Health Insurance for the Aged Act, as then constituted and any later amendments or substitutes thereof, or words of similar import.

(6) “Hospital” means a hospital as defined and licensed pursuant to the provisions of Chapter 395, F.S., or pursuant to substantially similar provisions of another state’s licensing laws.

(7) “Institutionalization” means that confinement to a hospital, facility, or center licensed pursuant to any Parts of Chapter 400 or Chapter 395, F.S., or pursuant to substantially similar provisions of another state’s licensing laws.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407 FS. History–New 5-17-89, Formerly 4-81.003, 4-157.003.

69O-157.004 Out-of-State Group Long-Term Care Insurance.

(1) No group long-term care insurance coverage may be offered to a resident of this state under a group policy issued in another state to a group described in Section 627.9405(1)(c) or (d), F.S., unless this state or such other state having statutory and regulatory long-term care insurance requirements substantially similar to those adopted in this state has made a determination that such requirements have been met. Evidence to this effect shall be filed by the insurer with the department pursuant to the procedures specified in Section 627.410, F.S. Such evidence shall consist of:

(a) Filing of policy and certificate forms, including rates and rate development information, which demonstrate that the requirements of Sections 627.9401-.9408, F.S., and these rules have been met, except Section 627.9405(2) F.S; or

(b)1. Filing of a truthful certification by an officer of the insurer that another state having statutory and regulatory long-term care insurance requirements substantially similar to those adopted in Florida has made a determination that such requirements have been met; and

2. Filing of the policy and certificate forms to be issued and delivered, including rates and rate development information, which demonstrate that the requirements of another state having statutory and regulatory long-term care insurance requirements substantially similar to those adopted in Florida have been met.

(2) In order for a state to be deemed to have statutory and regulatory long-term care insurance requirements substantially similar to those adopted in Florida, such state must require that long-term care policies meet at least all of the following requirements:

(a) A minimum period of coverage of at least 24 consecutive months for each covered person. This provision is not applicable to coverage issued or renewed after July 1, 2006.

(b) Minimum loss ratio standards at levels at which benefits are reasonable in relation to premiums and calculated in a manner which provides for adequate reserving of the long-term care insurance risk;

(c) A 30-day “free look” period, or longer, within which individual certificateholders have the right to return the certificate after its delivery and to have the premium refunded for any reason;

(d) A prohibition or limitation on pre-existing condition exclusions at least as favorable to a policyholder as that specified in Section 627.9407(4), F.S.;

(e) A prohibition against a policy or certificate excluding or using waivers or riders of any kind to exclude, limit, or reduce coverage or benefits for specifically named or described pre-existing diseases or physical conditions beyond any pre-existing condition waiting period;

(f) A prohibition or limitation on prior institutionalization provisions at least as favorable to a policyholder as that specified in Section 627.9407(5), F.S., including the mandatory offer provisions of paragraph (5)(c) of such section;

(g) A prohibition or limitation on policy cancellations or nonrenewals at least as favorable to a policyholder as that specified in Section 627.9407(3)(a), F.S.;

(h) A prohibition against a policy restricting its coverage to care only in a nursing home or providing significantly more coverage for such care than coverage for lower levels of care;

(i) A requirement that policies prominently disclose that the policy may not cover all of the costs associated with long-term care which may be incurred by the buyer during the period of coverage and that the buyer is advised to periodically review the policy in relation to the changes in the cost of long-term care; and

(j) Except for nonpayment of premiums and as provided by Section 627.94076, F.S., provide all insureds an endorsement that provides that upon renewal of a policy on or after July 1, 2008, the coverage shall be incontestable after it has been in force during the lifetime of the insured for a period of 2 years after its date of issue.

(3) Unless a group policy issued in another state has been filed for approval in Florida, no such policy or certificate issued thereunder shall contain a statement that the policy has been approved as a long-term care policy meeting the requirements of Florida law or words of similar meaning.

(4)(a) All changes to rates, together with an actuarial memorandum developing and justifying the rate change, shall be filed with the Office pursuant to the procedures specified in Section 627.410, F.S., and Rule Chapter 69O-149, F.A.C., as though the policy had been issued in Florida.

(b) For those policies which have been determined to be regulated by a state with substantially similar long-term care insurance requirements, pursuant to paragraph 69O-157.004(1)(b), F.A.C., form and rate changes shall be filed for informational purposes at least 30 days prior to use.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.410, 627.9403, 627.9406, 627.9407(1), (8) FS. History–New 5-17-89, Formerly 4-81.004, Amended 1-13-03, Formerly 4-157.004, Amended 9-16-08.

69O-157.005 Qualified Right of Renewal.

No long-term care policy may contain a renewal provision less favorable to the insured than a right of renewal upon timely payment of premium, except that rates may be revised by the insurer on a class basis. However, the Office may authorize nonrenewal on a statewide basis, on terms and conditions deemed necessary by the department, to best protect the interests of the insureds, if the insurer demonstrates:

(1) That renewal will jeopardize the insurer’s solvency; or

(2) That:

(a) The actual paid claims and expenses have substantially exceeded the premium and investment income associated with the policies; and

(b) The policies will continue to experience substantial and unexpected losses over their lifetime; and

(c) The projected loss experience of the policies cannot be significantly improved or mitigated through reasonable rate adjustments or other reasonable methods; and

(d) The insurer has made repeated and good faith attempts to stabilize loss experience of the policies, including the timely filing for rate adjustments.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407(1), (3) FS. History–New 5-17-89, Formerly 4-81.005, 4-157.005.

69O-157.006 Pre-existing Conditions.

(1) No long-term care insurance policy or certificate other than a policy or certificate thereunder issued to a group as defined in Section 627.9405(1)(a), F.S., shall use a definition of “preexisting condition” which is more restrictive than the following: “Preexisting condition” means the existence of symptoms which would cause an ordinarily prudent person to seek diagnosis, care, or treatment, or a condition for which medical advice or treatment was recommended by or received from a provider of health care services within 6 months preceding the effective date of coverage of an insured person.

(2) No long-term care insurance policy or certificate other than a policy or certificate thereunder issued to a group as defined in Section 627.9405(1)(a), F.S., may exclude coverage for a loss or confinement which is the result of a preexisting condition unless such loss or confinement begins within 6 months following the effective date of coverage of an insured person.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407(1), (4) FS. History–New 5-17-89, Formerly 4-81.006, 4-157.006.

69O-157.007 Conditions of Eligibility.

(1) A policy covering one or more members of the insured’s family shall include provisions which specify the identity and qualifications applicable to those family members who may become insured under the policy initially or by subsequent addition.

(a) Eligible family members may include:

1. The insured;

2. The insured’s spouse;

3. Children of the insured or of the insured’s spouse who are over a specified age not to exceed 21, unless a dependency test is specified;

4. Parents or grandparents of the insured or the insured’s spouse; and

5. Any other person dependent upon the insured.

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

1. Qualifications for automatic coverage and the duration thereof;

2. Required evidence of insurability;

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

4. Any requirements as to the payment of premiums as to such addition; and

5. The time within which action is to be taken by the insured.

(2) No group long-term care policy may be issued or issued for delivery in this state unless all members of the group, or all of any class or classes thereof, are declared eligible and acceptable to the insurer at the time of issuance of the policy, subject to any exception to this requirement expressly authorized by Section 627.9405, F.S., as presently existing or as hereafter amended.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407(1), 627.9405(2) FS. History–New 5-17-89, Formerly 4-81.007, 4-157.007.

69O-157.008 Nonduplication of Coverage Provisions.

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

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

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407(1) FS. History–New 5-17-89, Formerly 4-81.008, 4-157.008.

69O-157.009 Minimum Coverage.

(1) All long-term care policies shall provide coverage for at least 24 consecutive months for each covered person for care in a nursing home.

(2) All long-term care policies shall provide coverage for at least one type of lower level of care in addition to coverage for care in a nursing home.

(3) No long-term care policy may provide significantly more coverage for care in a nursing home than coverage for lower levels of care. In furtherance of this requirement, benefits for all lower levels of care, in the aggregate, shall provide a level of benefits equivalent to 50 percent of the benefits provided for nursing home coverage. For the purposes of applying this 50 percent equivalency requirement, if a long-term care policy provides nursing home coverage for an unlimited duration, the nursing home benefit shall be considered to be payable for ten years. A long-term care policy may use an overall lifetime benefit maximum which may be exhausted by any combination of benefits.

(4) For the purposes of this rule, “lower level(s) of care” means the following:

(a) Nursing service;

(b) Adult congregate living facility;

(c) Home health agency;

(d) Adult day care center;

(e) Adult foster home;

(f) Community care for the elderly;

(g) Personal care and social services;

(h) Such other lower levels of care as approved by the department.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407(1), (3) FS. History–New 5-17-89, Formerly 4-81.009, 4-157.009.

69O-157.010 Conversion or Continuation Privilege.

(1) Group long-term care insurance issued in this state shall provide covered individuals with a basis for continuation or conversion of coverage.

(2) For the purposes of this rule, “a basis for continuation of coverage” means a policy provision which maintains coverage under the existing group policy when such coverage would otherwise terminate and which is subject only to the continued timely payment of premium when due.

(3) For the purposes of this rule, “a basis for conversion of coverage” means a policy provision that an individual whose coverage under the group policy would otherwise terminate or has been terminated for any reason, including discontinuance of the group policy in its entirety or with respect to an insured class, and who has been continuously insured under the group policy (and any group policy which it replaced), for at least six months immediately prior to termination, shall be entitled to the issuance of a converted policy by the insurer under whose group policy he or she is covered, without evidence of insurability.

(4) For the purposes of this rule, “converted policy” means an individual policy of long-term care insurance providing benefits identical to or benefits determined by the Office to be substantially equivalent to or in excess of those provided under the group policy from which conversion is made. If the policy from which conversion is made restricts provision of benefits and services to named providers or facilities, and the circumstances of termination make continued use of these providers or facilities impossible or impractical, the converted policy shall provide coverage on an indemnity or expense incurred basis with benefits equivalent to the reasonable cost of services provided by the named providers or facilities, and shall not restrict provision of benefits and services to any named providers or facilities.

(5) Written application for the converted policy shall be made and the first premium due, if any, shall be paid as directed by the insurer not later than 31 days after termination of coverage under the group policy. The converted policy shall be issued effective on the day following the termination of coverage under the group policy, and shall be renewable annually.

(6)(a) Unless the group policy from which conversion is made replaced previous group coverage, the premium for the converted policy shall be calculated on the basis of the insured’s age and risk class at inception of coverage under the group policy from which conversion is made. 

(b) Where the group policy from which conversion is made replaced previous group coverage, the premium for the converted policy shall be calculated on the basis of the insured’s age and risk class used in determining the coverage issued at inception of coverage under the group policy replaced.

(7) Continuation of coverage or issuance of a converted policy shall be mandatory, except where:

(a) Termination of group coverage resulted from a certificateholder’s failure to make any required payment of premium or contribution when due. This does not include such situations as the individual’s authorizing and making payment that is not ultimately paid to the insurer due to bank, employer, or policyholder error, or

(b) The terminating coverage is replaced not later than 31 days after termination, by group coverage effective on the day following the termination of coverage:

1. Providing benefits identical to or benefits determined by the office to be substantially equivalent or in excess of those provided by the terminating coverage; and

2. The premium for which is calculated in a manner consistent with the requirements of subsection (6) of this rule.

(8) Notwithstanding any other provision of this rule, a converted policy issued to an individual who at the time of conversion is covered by another long-term care insurance policy which provides benefits on the basis of incurred expenses, may contain a provision which results in a reduction of benefits payable if the benefits provided under the additional coverage, together with the full benefits provided by the converted policy, would result in payment of more than 100% of incurred expenses. Such provision shall only be included in the converted policy if the converted policy also provides for a premium decrease or refund which reflects the reduction in benefits payable.

(9) The converted policy may provide that the benefits payable under the converted policy, together with the benefits payable under the group policy from which conversion is made, shall not exceed those that would have been payable had the individual’s coverage under the group policy remained in force and effect.

(10) Notwithstanding any other provision of this rule, any insured individual whose eligibility for group long-term care coverage is based upon his or her relationship to another person, shall be entitled to continuation of coverage under the group policy upon termination of the qualifying relationship by death or dissolution of marriage.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.646, 627.6675, 627.9407(1) FS. History–New 5-17-89, Formerly 4-81.010, Amended 1-13-03, Formerly 4-157.010.

69O-157.011 Waiting Period.

The term “waiting period” or “probationary period” as used in a long-term care policy shall be that period of time which follows the date a person is initially insured under the policy before the coverage or coverages of the policy shall become effective as to such person. The waiting period shall be specified in the policy and:

(1) A waiting period shall not be used with respect to any loss resulting from accidental injuries as defined in the policy;

(2) A waiting period shall not exceed one year; and

(3) There shall be no policy provision to establish a new waiting period in the event existing coverage is converted to or replaced by new or other forms within the same company, except with respect to an increase in benefits voluntarily selected by the insured individual or group policyholder.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407(1) FS. History–New 5-17-89, Formerly 4-81.011, 4-157.011.

69O-157.012 Exclusions, Limitations, Reductions.

(1) Exclusions, limitations, reductions, generally – 

(a) Any exclusions, limitations, or reductions on the risk undertaken whether applicable to amounts, duration of benefits, age, or other matters, must be specified with clarity and certainty in appropriately entitled provision or provisions of the contract;

(b) Such principal exclusions, limitations, or reductions shall be included in the applicable “Outline of Coverage” delivered to an applicant for an individual policy or included in the “Certificate” issued pursuant to a group policy delivered or issued for delivery in this state; and

(c) Any exclusion, limitation, or reduction must be clearly expressed as part of the benefit provision to which it applies or, if applicable, to more than one benefit provision, shall be set forth as a separate provision and appropriately captioned.

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

(3) Limitation – A limitation is any provision in a policy or contract whereby coverage amounts or duration of benefits or conditions under which benefits are delivered are specified.

(4) Reduction – A reduction is any provision in a policy or contract which takes away some portion, but not all of the coverage of such policy or contract under certain specific conditions. Such provision may limit the coverage amounts or duration of benefits to some coverage amount or duration of benefit which is less than would be otherwise applicable had such reduction clause not been used.

(5) No long-term care insurance policy or certificate may exclude or use waivers or riders of any kind to exclude, limit, or reduce coverage or benefits for specifically named or described pre-existing diseases or physical conditions beyond any general pre-existing condition waiting period otherwise permitted by statute or rule.

(6) Exclusions and limitations prohibited – No policy or contract may exclude or limit coverage by type of illness, treatment, medical condition or accident, except as follows:

(a) Pre-existing conditions or diseases as further specified in Rule 69O-157.009, F.A.C.;

(b) Mental or nervous disorders which shall not exclude or limit coverage for any condition other than a neurosis, psychoneurosis, psychopathy, psychosis, or mental or emotional disease or disorder of any kind. However, this shall not permit exclusion or limitation of benefits on the basis of Alzheimers Disease or similar organic brain syndrome;

(c) Alcoholism and drug addiction;

(d) Illness, treatment or medical condition arising out of:

1. War or act of war (whether declared or undeclared);

2. Participation in a felony, riot or insurrection; or

3. Service in the armed forces or units auxiliary thereto;

4. Attempted suicide, or intentionally self-inflicted injury.

(7) The exclusions and limitations provisions of this rule are not intended to prohibit those allowable exclusions and limitations by type of provider or territorial limitations, provided that any such territorial limitations may not exclude coverage in any state of the United States.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407(1) FS. History–New 5-17-89, Formerly 4-81.012, 4-157.012.

69O-157.013 Elimination Period.

As used in any long-term care policies, the term “elimination period” means the number of days at the beginning of a period of confinement for which no benefits are payable. No policy shall contain an elimination period in excess of the maximum time period specified in Section 627.9407(3), F.S., as presently existing or as hereafter amended. Such elimination period or periods must be clearly expressed in the policy schedule or benefits page and clearly expressed or referenced in the benefit or benefits provision to which such elimination period or periods apply.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407(1), (3) FS. History–New 5-17-89, Formerly 4-81.013, 4-157.013.

69O-157.014 Recurrent Utilization.

If a policy contains provisions relating to an “elimination period” or a “prior institutionalization” requirement, or a similar provision that establishes a condition that must be met before benefits are payable, such provision may not be applied more than once unless the utilization of covered services is separated by a period greater than 180 days.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407(1) FS. History–New 5-17-89, Formerly 4-81.014, 4-157.014.

69O-157.015 Extension of Benefits.

Termination of a group long-term care policy contract shall be without prejudice to any benefits payable for services which began while the contract was in force and continue without interruption after termination. Such extension of benefits beyond the period the contract was in force may be limited to the duration of benefit period, or the payment of the maximum benefit, whichever is less.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407(1) FS. History–New 5-17-89, Formerly 4-81.015, 4-157.015.

69O-157.016 Requirements for Replacement.

(1) An application form for coverage subject to these rules shall contain a question to elicit information as to whether the insurance to be issued is to replace any insurance presently in force. If replacement of existing coverage is indicated, the application shall state the company name and policy number. A supplementary application or other form to be signed by the applicant and made a part of the company’s file containing such questions may be used.

(2) Upon determining that a sale will involve replacement, insurer, other than a direct response insurer, shall furnish the applicant, upon issuance or delivery of the policy, or prior thereto, the notice described below. One copy of such notice shall be given to the applicant, and an additional copy signed by the applicant shall be retained by the insurer in its home office for at least three years or until the conclusion of the next succeeding regular examination by the Insurance Department of its state of domicile, whichever is later. This notice required for an insurer, other than a direct response insurer, shall be provided in substantially the following form:

NOTICE TO APPLICANT REGARDING REPLACEMENT OF LONG-TERM CARE INSURANCE

According to (your application) (information you have furnished), you intend to lapse or otherwise terminate existing long-term care insurance (insert policy number) you have with (insert company name) and replace it with a policy to be issued by (insert company name). For your information and protection, you should be aware of and seriously consider certain factors which may affect the insurance protection available to you under the new policy.

(1) Health conditions which you may presently have (pre-existing conditions) may not be immediately or fully covered under the new policy. This could result in denial or delay of a claim for benefits under the new policy, whereas a similar claim might have been payable under your present policy. (To be included if pre-existing conditions are not covered under the replacement policy.)

(2) You may wish to secure the advice of your present insurer or its agent regarding the proposed replacement of your present policy. This is not only your right, but it is also in your best interest to make sure you understand all the relevant factors involved in replacing your present coverage.

(3) If, after due consideration, you still wish to terminate your present policy and replace it with new coverage, be certain that all questions on the application concerning your medical health history are truthfully and completely answered. Failure to include all material medical information on an application may provide a basis for the company to deny any future claims and to refund your premium as though your policy had never been in force. After the application has been completed, it should be carefully reviewed before being signed to be certain that all information has been properly recorded.

(4) New policies may be issued at an older age than that used for issuance of your present policy; therefore, the cost of the new policy, depending upon the benefits, may be higher than you are paying for your present policy.

(5) The renewal provision of the new policy should be reviewed so as to make sure of your rights to periodically renew the policy.

The above “Notice to Applicant” was delivered to me on:________ (Date)

Witness: __________________________

(Writing Agent)

__________________________________

(Applicant’s Signature)

(3) A direct response insurer shall deliver to the applicant upon issuance of the policy, or within five working days from receipt of the application, whichever date occurs earlier, the notice described below. This notice required for a direct response insurer shall be provided in substantially the following form:

NOTICE TO APPLICANT REGARDING REPLACEMENT OF LONG-TERM CARE INSURANCE

According to (your application) (information you have furnished), you intend to lapse or otherwise terminate existing long-term care insurance (insert policy number) you have with (insert company name) and replace it with the policy delivered herewith issued by (insert company name). Your new policy provides 30 days within which you may decide, without cost, whether you desire to keep the policy. For your own information and protection you should be aware of and seriously consider certain factors which may affect the insurance protection available to you under the new policy.

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

(2) You may wish to secure the advice of your present insurer or its agent regarding the proposed replacement of your present policy. This is not only your right, but is also in your best interests to make sure you understand all the relevant factors involved in replacing your present coverage.

(3) (To be included only if the application is attached to the policy.) If, after due consideration, you still wish to terminate your present policy and replace it with new coverage, read the copy of the application attached to your new policy and be sure that all questions are answered fully and correctly. Omissions or misstatements in the application could cause an otherwise valid claim to be denied. Carefully check the application and write to (insert company name and address) within 10 days if any information is not correct and complete, or if any past medical history has been left out of the application.

______________

(Company Name)

(4) An insurer, within five working days from the receipt of an application at its policy issuance office, shall furnish a copy of such notice to the insurer whose policy is being replaced.
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69O-157.017 Prior Institutionalization.

(1) No contract issued as a long-term care insurance policy shall condition any benefits upon prior institutionalization for a total period of time longer than three days.

(2) If a contract provides benefits only following institutionalization of three days, or less, then benefits may not be conditioned upon admission to a facility for the same or related condition within a period of less than 30 days after discharge from the prior institution.

(3) An entity that advertises, markets, or solicits long-term care coverage in this state which provides benefits only following institutionalization shall also offer to each policyholder, as part of the application, a contract which does not require prior institutionalization as a condition to any benefit.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407(5) FS. History–New 5-17-89, Formerly 4-81.017, 4-157.017.

69O-157.018 Right to Return Policy - Free Look.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407(1), (7) FS. History–New 5-17-89, Formerly 4-81.018, 4-157.018, Repealed 1-28-13.
69O-157.019 Long-term Care Policies - Statements Required.

All long-term care contracts shall contain the following statements prominently displayed on the face page of the contract:

(1) The policy has been approved as a “Long-Term Care Insurance Policy” meeting the requirements of Florida law.

(2) Notice to Buyer: This policy may not cover all of the costs associated with long-term care which may be incurred by the buyer during the period of coverage. The buyer is advised to periodically review this policy in relation to the changes in the cost of long-term care.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407(1), (8) FS. History–New 5-17-89, Formerly 4-81.019, 4-157.019.

69O-157.020 Outline of Coverage.

An outline of coverage shall be delivered to an applicant for an individual long-term care insurance policy at the time of application for an individual policy. In the case of direct response solicitations, the insurer shall deliver the outline of coverage upon the applicant’s request, but regardless of request, shall make such delivery no later than at the time of policy delivery. Such outline of coverage shall include:

(1) The name and principal address of the insurer or service association;

(2) A statement of identification of the policy or contract;

(3) A policy form number;

(4) A description of the principal benefits and coverage provided in the policy;

(5) A statement of the principal exclusions, reductions, and limitations contained in the policy;

(6) If the policy is not expected to cover 100 percent of the cost of services for which coverage is provided, as statement clearly describing any such limitations;

(7) A statement of the renewal provisions, including any reservation in the policy of a right to change premiums;

(8) A statement that the outline of coverage is a summary of the policy issued or applied for and that the policy should be consulted to determine governing contractual provisions; and

(9) A statement that the policy has been approved as a long-term care insurance policy meeting the requirements of Florida Law.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407(1), (9) FS. History–New 5-17-89, Formerly 4-81.020, 4-157.020.

69O-157.021 Certificate.

A certificate issued pursuant to a group long-term care insurance policy, which policy is delivered or issued for delivery in this state, shall include:

(1) A description of the principal benefits and coverage provided in the policy;

(2) A statement of the principal exclusions, reductions, and limitations contained in the policy;

(3) A statement that the description of principal benefits is a summary of the policy and that the group master policy should be consulted to determine governing contractual provisions;

(4) Person insured;

(5) Person to whom benefits are payable;

(6) Group contract number;

(7) Certificate number;

(8) Effective date; and

(9) Time certificate is effective.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407(1), (10) FS. History–New 5-17-89, Formerly 4-81.021, 4-157.021.

69O-157.022 Loss Ratio Requirements.

Benefits under long-term care insurance policies shall be deemed reasonable in relation to premiums charged provided the expected loss ratio is at least sixty percent for individual policies and for group policies, calculated in a manner which provides for adequate reserving of the long-term care insurance risk. In determining whether loss ratio requirements are being met, the Office will exercise its best judgment as to the credibility of the data submitted and what constitutes a reasonable rate structure for the benefits being provided. In evaluating the expected loss ratio, due consideration shall be given to all relevant factors, including:

(1) Statistical credibility of incurred claims experience and earned premiums;

(2) The period for which rates are computed to provide coverage;

(3) Experienced and projected trends;

(4) Concentration of experience within early policy duration;

(5) Expected claim fluctuation;

(6) Experience refunds, adjustment or dividends;

(7) Renewability features;

(8) All appropriate expense factors;

(9) Interest;

(10) Experimental nature of the coverage;

(11) Policy reserves;

(12) Mix of business by risk classification; and

(13) Product features such as long elimination periods, high deductibles and high maximum limits.

Rulemaking Authority 624.308(1), 627.9407(1) FS. Law Implemented 624.307(1), 627.9407(6), 627.411 FS. History–New 5-17-89, Formerly 4-81.022, 4-157.022.

69O-157.023 Reporting.

(1) Every insurer shall maintain records for each agent of that agent’s amount of replacement sales as a percentage of the agent’s total annual sales in this state and the amount of lapses of long-term care insurance policies sold by the agent as a percentage of the agent’s total annual sales in this state.

(2) Every insurer shall report annually by June 30 the 10 percent of its agents with the greatest percentages of lapses and replacements as measured by subsection 69O-157.023(1), F.A.C., in the format prescribed by Appendix J, “Replacement and Lapse Reporting Form OIR-1555” (10/02), which is incorporated herein by reference.

(3) Reported replacement and lapse rates do not alone constitute a violation of insurance laws or necessarily imply wrongdoing. The reports are for the purpose of reviewing more closely agent activities regarding the sale of long-term care insurance in this state.

(4) Every insurer shall report annually by June 30 the number of lapsed policies as a percentage of its total annual sales and as a percentage of its total number of policies in force as of the end of the preceding calendar year in this state in the format prescribed in Appendix J.

(5) Every insurer shall report annually by June 30 the number of replacement policies sold as a percentage of its total annual sales and as a percentage of its total number of policies in force as of the preceding calendar year in this state in the format as prescribed in Appendix J.

(6) Every insurer shall report annually by June 30, for qualified long-term care insurance contracts, the number of claims denied for each class of business, expressed as a percentage of claims denied in this state, in the format as prescribed in Appendix E, “Claims Denial Reporting Form OIR-1553” (10/02), which is incorporated herein by reference.

(7) For purposes of this section: 

(a) “Policy” means only long-term care insurance;

(b) “Claim” means, subject to paragraph 69O-157.023(8)(c), F.A.C., a request for payment of benefits under an in force policy regardless of whether the benefit claimed is covered under the policy or any terms or conditions of the policy have been met;

(c) “Denied” means the insurer refuses to pay a claim for any reason other than claims not paid for failure to meet the elimination period or because of an applicable preexisting condition; and

(d) “Report” means on a statewide basis.

(8) Every insurer or other entity selling or issuing long-term care insurance benefits shall maintain a record of all policy or certificate rescissions, both state and countrywide, except those that the insured voluntarily effectuated, and shall annually furnish this information to the Department by March 1 of each year in the format prescribed in Appendix A, “Rescission Reporting Form OIR-1552” (10/02), which is incorporated herein by reference.

(9) Reports required under this Rule 69O-157.023, F.A.C., are available from and shall be filed with the Division of Market Investigations, Office of Insurance Regulation. 

Rulemaking Authority 624.308(1), 627.9407(1), 627.9408 FS. Law Implemented 624.307(1), 627.9402, 627.9407(1), 627.410(7) FS. History–New 1-13-03, Formerly 4-157.023.

69O-157.101 Purpose. 

The purpose of the provisions of this rule chapter is to implement Part XVIII of Chapter 627, F.S., to promote the public interest, to promote the availability of long-term care insurance coverage, to protect applicants for long-term care insurance, as defined, from unfair or deceptive sales or enrollment practices, to facilitate public understanding and comparison of long-term care insurance coverages, and to facilitate flexibility and innovation in the development of long-term care insurance.

Rulemaking Authority 624.308(1), 627.9407(1), (2), (6), 627.9408 FS. Law Implemented 624.307(1), 627.9402, 627.9407(1) FS. History–New 1-13-03, Formerly 4-157.101.

69O-157.102 Applicability and Scope.

(1) Except as otherwise specifically provided, the provisions of this rule chapter shall apply to long-term care insurance policies delivered or issued for delivery in this state, and to policies delivered or issued for delivery outside this state to the extent provided in Section 627.9406, F.S., and Rule 69O-157.114, F.A.C., by an insurer, a fraternal benefit society as defined in Section 632.601, F.S., a health care services plan as defined in Section 641.01, F.S., a prepaid health clinic as defined in Section 641.402, F.S., or a multiple-employer welfare arrangement as defined in Section 624.437, F.S. 

(2) Pursuant to Section 627.9403, F.S., the provisions of this rule chapter shall also apply to limited benefit policies that limit coverage to care in a nursing home only or to one or more lower levels of care. For limited benefit policies, the term and reference to Long Term Care as used within this rule chapter, shall be considered to be, and replaced by, the term Limited Benefit.

(3) The provisions of this rule chapter apply to policies having indemnity benefits that are triggered by activities of daily living and sold as disability income insurance, if:

(a) The benefits of the disability income policy are dependent upon or vary in amount based on the receipt of long-term care services; 

(b) The disability income policy is advertised, marketed or offered as insurance for long-term care services; or 

(c) Benefits under the policy may commence after the policyholder has reached Social Security’s normal retirement age unless benefits are designed to replace lost income or pay for specific expenses other than long-term care services.

(4) The provisions of this rule chapter shall apply to all long-term care policies or certificates issued on or after March 1, 2003. Notwithstanding the above, for certificates issued under a group long-term care insurance policy as defined in Section 627.9405(1)(a), F.S., which policy was in force at the time this amended rule chapter became effective, the provisions of this rule chapter shall apply to certificates issued on or after the policy anniversary following September 1, 2003. 

(5)(a) The provisions of Rule Chapter 69O-149, F.A.C., shall apply to long-term care insurance coverage filings. In the event of conflict between Rule Chapter 69O-149, F.A.C., and this Part II, the provisions of this Part II shall prevail. 

(b) In filing the required annual rate certification filings pursuant to Section 627.410(7)(b), F.S., and Rule 69O-149.007, F.A.C., the annual rate certification filing shall include the certification required by paragraph 69O-157.108(1)(c), F.A.C.

Rulemaking Authority 624.308(1), 627.9407(1), 627.9408 FS. Law Implemented 624.307(1), 627.9403, 627.9406 FS. History–New 1-13-03, Formerly 4-157.102.

69O-157.103 Definitions. 

As used in these rules and as used in long-term care policies, the following terms shall have meanings no more restrictive than the following:

(1) “Adult day care center” means a program for 6 or more individuals of social and health-related services provided during the day in a community group setting for the purpose of supporting frail, impaired elderly or other disabled adults who can benefit from care in a group setting outside the home.

(2) “Assisted living facility” shall be defined in the policy and shall be defined in relation to the services and facilities required to be available and the licensure or degree status of those providing or supervising the services. 

(3)(a) “Exceptional increase” means only those increases filed by an insurer as exceptional for which the Office determines the need for the premium rate increase is justified:

1. Due to changes in laws or regulations applicable to long-term care coverage in this state; or

2. Due to increased and unexpected utilization that affects the majority of insurers of similar products.

(b) Except as provided in Rule 69O-157.113, F.A.C., exceptional increases are subject to the same requirements as other premium rate schedule increases.

(c) If the insurer is unable to provide justification that the reason for the rate increase meets the definition of “exceptional increase”, the Office shall contract a review by an independent actuary or a professional actuarial body, at the expense of the insurer making the filing, of the basis for a request that an increase be considered an exceptional increase. If the review does not determine the basis to be an exceptional increase or if the company does not agree to the contract proposed by the Office, the filing shall be considered as not meeting the definition of exceptional increase.

(d) The Office, in determining that the necessary basis for an exceptional increase exists, shall also determine any potential offsets to higher claims costs.

(4) “Hands-on assistance” or “services” means physical assistance (minimal, moderate or maximal) without which the individual would not be able to perform the activity of daily living.

(5) “Home health services” means medical and non-medical services provided to ill, disabled, or infirm persons in their residences. Such services may include homemaker services, assistance with activities of daily living, and respite care services.

(6) “Hospital” means a hospital as defined and licensed pursuant to the provisions of Chapter 395, F.S., or pursuant to substantially similar provisions of another state’s licensing laws.

(7) “Incidental,” as used in subsection 69O-157.113(9), F.A.C., means that the value of the long-term care benefits provided is less than 10 percent of the total value of the benefits provided over the life of the policy. These values shall be measured as of the date of issue.

(8) “Institutionalization” means that confinement to a hospital, facility, or center licensed pursuant to any parts of Chapters 400 or 395, F.S., or pursuant to substantially similar provisions of another state’s licensing laws.

(9) “Medicare” means “The Health Insurance for the Aged Act, Title XVIII of the Social Security Amendments of 1965 as Then Constituted or Later Amended,” or “Title I, Part I of Public Law 89-97, as Enacted by the Eighty-Ninth Congress of the United States of America and popularly known as the Health Insurance for the Aged Act, as then constituted and any later amendments or substitutes thereof,” or words of similar import.

(10) “Mental or nervous disorder” shall not be defined to include more than neurosis, psychoneurosis, psychopathy, psychosis, or mental or emotional disease or disorder.

(11) “Nursing home facility” or “nursing home” as defined in Section 400.021(13), F.S. 

(12) “Nurse registry” as defined in Section 400.462(15), F.S.

(13) “Personal care” means the provision of hands-on services to assist an individual with activities of daily living.

(14) “Personal information” means any individually identifiable information gathered in connection with an insurance transaction from which judgments can be made about an individual’s character, habits, avocations, finances, occupation, general reputation, credit, health or any other personal characteristics. “Personal information” includes an individual’s name and address and “medical record information” but does not include “privileged information”.

(15) “Privileged information” means any individually identifiable information that:

(a) Relates to a claim for insurance benefits or a civil or criminal proceeding involving an individual; and

(b) Is collected in connection with or in reasonable anticipation of a claim for insurance benefits or civil or criminal proceeding involving an individual.

(16) “Qualified actuary” means a member in good standing of the American Academy of Actuaries.

(17) “Similar policy forms” means all of the long-term care insurance policies and certificates issued by an insurer in the same long-term care benefit classification as the policy form being considered. 

(a) Certificates of groups that meet the definition in Section 627.9405(1)(a), F.S., are not considered similar to certificates or policies otherwise issued as long-term care insurance, but are similar to other comparable certificates with the same long-term care benefit classifications. 

(b) For purposes of determining similar policy forms, long-term care benefit classifications are defined as follows: institutional long-term care benefits only, non-institutional long-term care benefits only, or comprehensive long-term care benefits. 

(18) “Waiting period” or “probationary period” as used in a long-term care policy means that period of time which follows the date a person is initially insured under the policy before the coverage or coverages of the policy shall become effective as to that person.
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69O-157.104 Policy Practices and Provisions.

(1) Renewability. The terms “guaranteed renewable” and “noncancellable” shall not be used in any individual long-term care insurance policy without further explanatory language in accordance with the disclosure requirements of Rule 69O-157.106, F.A.C. 

(a) A policy issued to an individual shall not contain renewal provisions other than “guaranteed renewable” or “noncancellable.” 

(b) The term “guaranteed renewable” shall be used only when the insured has the right to continue the long-term care insurance in force by the timely payment of premiums and when the insurer has no unilateral right to make any change in any provision of the policy or rider while the insurance is in force, and cannot decline to renew, except that rates may be revised by the insurer on a class basis. 

(c) The term “noncancellable” shall be used only when the insured has the right to continue the long-term care insurance in force by the timely payment of premiums during which period the insurer has no right to unilaterally make any change in any provision of the insurance or in the premium rate.

(d) The term “level premium” shall only be used when the insurer does not have the right to change the premium. 

(e) In addition to the other requirements of this subsection 69O-157.104(1), F.A.C., a qualified long-term care insurance contract shall be guaranteed renewable within the meaning of Section 7702B(b)(1)(C) of the Internal Revenue Code of 1986, as amended. 

(2) Limitations and Exclusions. A policy may not be delivered or issued for delivery in this state as long-term care insurance if the policy limits or excludes coverage by type of illness, treatment, medical condition, or accident, except as follows:

(a) Preexisting conditions or diseases pursuant to Sections 627.9407(4)(a) and (b), F.S.;

(b) Mental or nervous disorders; however, this shall not permit exclusion or limitation of benefits on the basis of Alzheimer’s Disease;

(c) Alcoholism and drug addiction;

(d) Illness, treatment, or medical condition arising out of:

1. War or act of war (whether declared or undeclared);

2. Participation in a felony, riot, or insurrection;

3. Service in the armed forces or units auxiliary thereto;

4. Suicide (sane or insane), attempted suicide, or intentionally self-inflicted injury; or

5. Aviation (this exclusion applies only to non-fare-paying passengers).

(e) Treatment provided in a government facility (unless otherwise required by law), services for which benefits are available under Medicare or other governmental program (except Medicaid), any state or federal workers’ compensation, employer’s liability or occupational disease law, or any motor vehicle no-fault law, services provided by a member of the covered person’s immediate family, and services for which no charge is normally made in the absence of insurance;

(f) Expenses for services or items available or paid under another long-term care insurance or health insurance policy;

(g) In the case of a qualified long-term care insurance contract, expenses for services or items to the extent that the expenses are reimbursable under Title XVIII of the Social Security Act or would be so reimbursable but for the application of a deductible or coinsurance amount.

(h) This subsection is not intended to prohibit exclusions and limitations by type of provider or territorial limitations.

(3) Conditions of Eligibility. The provision of Section 627.9405(2), F.S., does not require the sponsoring policyholder of a group policy to contribute premiums; however, if the sponsoring policyholder does contribute any premium, all members of the group, or all of any class or classes thereof, shall be declared eligible and acceptable to the insurer at the time of issuance of the policy.

(4) Minimum Coverage.

(a) All long-term care policies shall provide coverage for at least 24 consecutive months for each covered person for care in a nursing home. This provision is not applicable to coverage issued or renewed after July 1, 2006.

(b) All long-term care policies shall provide coverage for at least one type of lower level of care, in addition to coverage for care in a nursing home.

(c)1.a. No long-term care policy shall provide significantly more coverage for care in a nursing home than coverage for lower levels of care. In furtherance of this requirement, benefits for all lower levels of care in the aggregate, as determined by the insured for each policy, shall provide a level of benefits equivalent to at least 50 percent of the benefits provided for nursing home coverage; i.e., if the nursing home benefit amount is $100 per day then the required lower level of care benefit amount shall be at least $50 per day.

b. For the purposes of applying this 50 percent equivalency requirement to a policy benefit period, the lower level of care shall be, in the aggregate, at least 50 percent of the benefit period provided for nursing home coverage. 

c. If a long-term care policy provides nursing home coverage for an unlimited duration, the lower level of care shall be payable for at least 3 years in the aggregate. 

2. A long-term care policy may use an overall lifetime benefit maximum, in lieu of the specific coverage identified by paragraph (c), above, which may be exhausted by any combination of benefits provided the overall lifetime benefit maximum is at least 150 percent of the minimum coverage required by paragraph 69O-157.104(4)(a), F.A.C., times the amount of daily nursing home benefit purchased. 

(d) For the purposes of this rule, “lower level(s) of care” means the following:

1. Nursing service;

2. Assisted living facility;

3. Home health services;

4. Adult day care center;

5. Adult foster home;

6. Community care for the elderly; and

7. Personal care and social services.

(5) Group Coverage Certificate. A certificate issued pursuant to a group long-term care insurance policy, which policy is delivered or issued for delivery in this state, shall include:

(a) A description of the principal benefits and coverage provided in the policy;

(b) A statement of the principal exclusions, reductions, and limitations contained in the policy;

(c) A statement that the description of principal benefits is a summary of the policy and that the group master policy should be consulted to determine governing contractual provisions;

(d) Person insured;

(e) Person to whom benefits are payable;

(f) Group contract number;

(g) Certificate number;

(h) Effective date; and

(i) Time certificate is effective.

(6) Death Benefits. An individual long term care policy shall not include a policy benefit that is incurred upon the death of an insured in excess of $1,000 pursuant to Section 627.603, F.S. Such benefits may be provided as an option that the insured may purchase or not purchase for a separate premium from the base policy coverage.

(7) Extension of Benefits. 

(a) Termination of long-term care insurance shall be without prejudice to any benefits payable for institutionalization if the institutionalization began while the long-term care insurance was in force and continues without interruption after termination.

(b) The extension of benefits beyond the period the long-term care insurance was in force may be limited to the duration of the benefit period, if any, or to payment of the maximum benefits, and may be subject to any policy waiting period and all other applicable provisions of the policy.

(8) Continuation or Conversion. 

(a) Group long-term care insurance issued in this state shall provide covered individuals with a basis for continuation or conversion of coverage.

(b) For the purposes of this rule, “a basis for continuation of coverage” means a policy provision that maintains coverage under the existing group policy when the coverage would otherwise terminate and which is subject only to the continued timely payment of premium when due.

(c) For the purposes of this rule, “a basis for conversion of coverage” means a policy provision that an individual whose coverage under the group policy would otherwise terminate or has been terminated for any reason, including discontinuance of the group policy in its entirety or with respect to an insured class, and who has been continuously insured under the group policy (and any group policy which it replaced), for at least 6 months immediately prior to termination, shall be entitled to the issuance of a converted policy by the insurer under whose group policy the individual is covered, without evidence of insurability.

(d)1. For the purposes of this rule, “converted policy” means an individual policy of long-term care insurance providing benefits identical to, or benefits determined by the Office to be substantially equivalent to or in excess of, those provided under the group policy from which conversion is made. 

2. The policy and rate schedule for the converted policy shall be a policy that is available, at the time of conversion, for general sales by the insurer. 

3. Where the group policy from which conversion is made restricts provision of benefits and services to, or contains incentives to use certain providers or facilities, the Office, in making a determination as to the substantial equivalency of benefits, shall take into consideration the differences between managed care and non-managed care plans, including provider system arrangements, service availability, benefit levels and administrative complexity.

(e) Written application for the converted policy shall be made and the first premium due, if any, shall be paid as directed by the insurer not later than 31 days after termination of coverage under the group policy. The converted policy shall be issued effective on the day following the termination of coverage under the group policy, and shall be renewable annually.

(f)1. Unless the group policy from which conversion is made replaced previous group coverage, the premium for the converted policy shall be calculated on the basis of the insured’s age and risk class at inception of coverage under the group policy from which conversion is made. 

2. Where the group policy from which conversion is made replaced previous group coverage, the premium for the converted policy shall be calculated on the basis of the insured’s age and risk class used in determining the coverage issued at inception of coverage under the group policy replaced.

(g) Continuation of coverage or issuance of a converted policy shall be mandatory, except where:

1. Termination of group coverage resulted from a certificateholder’s failure to make any required payment of premium or contribution when due. This does not include such situations as the individual’s authorizing and making payment which is not ultimately paid to the insurer due to bank, employer, or policyholder error; or

2. The terminating coverage is replaced not later than 31 days after termination by group coverage effective on the day following the termination of coverage:

a. Providing benefits identical to or benefits determined by the Office to be substantially equivalent to or in excess of those provided by the terminating coverage; and

b. The premium for which is calculated in a manner consistent with the requirements of paragraph 69O-157.104(8)(f), F.A.C.

(h)1. Notwithstanding any other provision of this subsection 69O-157.104(8), F.A.C., a converted policy issued to an individual who at the time of conversion is covered by another long-term care insurance policy that provides benefits on the basis of incurred expenses, may contain a provision that results in a reduction of benefits payable if the benefits provided under the additional coverage, together with the full benefits provided by the converted policy, would result in payment of more than 100 percent of incurred expenses. 

2. The provision shall only be included in the converted policy if the converted policy also provides for a premium decrease or refund that reflects the reduction in benefits payable.

(i) The converted policy may provide that the benefits payable under the converted policy, together with the benefits payable under the group policy from which conversion is made, shall not exceed those that would have been payable had the individual’s coverage under the group policy remained in force and effect.

(j) Notwithstanding any other provision of this subsection 69O-157.104(8), F.A.C., an insured individual whose eligibility for group long-term care coverage is based upon the individual’s relationship to another person shall be entitled to continuation of coverage under the group policy upon termination of the qualifying relationship.

(k) For the purposes of this section a “managed-care plan” is a health care or assisted living arrangement designed to coordinate patient care or control costs through utilization review, case management, or use of specific provider networks.

(9) Discontinuance and Replacement. If a group long-term care policy is replaced by another group long-term care policy issued to the same policyholder, the succeeding insurer shall offer coverage to all persons covered under the previous group policy on its date of termination. Coverage provided or offered to individuals by the insurer and premiums charged to persons under the new group policy:

(a) Shall not result in an exclusion for preexisting conditions that would have been covered under the group policy being replaced; and

(b) Shall not vary or otherwise depend on the individual’s health or disability status, claim experience, or use of long-term care services.

(10) Premium Restrictions.

(a) Except for premium rate increases pursuant to Rule 69O-157.113, F.A.C., or due to benefit changes elected by the insured, the premium rate schedule shall be based on the issue age of the insured. Pursuant to Section 627.410(6)(d), F.S., a company is prohibited from using any rate schedule or rating practice which use select and ultimate rating or where the rate varies based on an insured’s year of issue or duration that the coverage has been in effect based on the benefits contracted at the issuance of the coverage. Except for differences in rates attributed to differences in modal payment, any discount provided at issue may not be removed once issued. 

(b)1. The purchase of additional coverage shall not be considered a premium rate increase, but for purposes of the calculation required under paragraph 69O-157.118(3)(c), F.A.C., the portion of the premium attributable to the additional coverage shall be added to and considered part of the initial annual premium. 

2. A reduction in benefits shall not be considered a premium change, but for purpose of the calculation required under paragraph 69O-157.118(3)(c), F.A.C., the initial annual premium shall be based on the reduced benefits.

(11) Electronic Enrollment for Group Policies.

(a) In the case of a group defined in Section 627.9405(1)(a), F.S., any requirement that a signature of an insured be obtained by an agent or insurer shall be deemed satisfied if:

1. The consent is obtained by telephonic or electronic enrollment by the group policyholder or insurer. A verification of enrollment information shall be provided to the enrollee;

2. The telephonic or electronic enrollment provides necessary and reasonable safeguards to assure the accuracy, retention, and prompt retrieval of records; and

3. The insurer is responsible that the telephonic or electronic enrollment process provides necessary and reasonable safeguards to assure that the confidentiality of personal and privileged information is maintained. 

(b) The insurer shall make available, upon request of the Office, records that will demonstrate the insurer’s ability to confirm enrollment and coverage amounts.
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69O-157.105 Refund of Premium. 
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69O-157.106 Required Disclosure Provisions.

(1) Renewability. Individual long-term care insurance policies shall contain a renewability provision. 

(a) The provision:

1. Shall be appropriately captioned;

2. Shall appear on the first page of the policy; 

3. Shall clearly state that the coverage is guaranteed renewable or noncancellable; and

4. Shall not apply to policies that do not contain a renewability provision, and under which the right to non-renew is reserved solely to the policyholder.

(b) A long-term care insurance policy or certificate, other than one where the insurer does not have the right to change the premium, shall include a statement that premium rates may change, as defined in paragraph 69O-157.104(1)(b), F.A.C.

(2) Riders and Endorsements. 

(a) Except for riders or endorsements by which the insurer effectuates a request made in writing by the insured under an individual long-term care insurance policy, all riders or endorsements added to an individual long-term care insurance policy after date of issue or at reinstatement or renewal that reduce or eliminate benefits or coverage in the policy shall require signed acceptance by the individual insured. 

(b) After the date of policy issue, any rider or endorsement that increases benefits or coverage with a concomitant increase in premium during the policy term shall be agreed to in writing and signed by the insured, except if increased benefits or coverage are required by law. 

(c) Where a separate additional premium is charged for benefits provided in connection with riders or endorsements, the premium charge shall be set forth in the policy, rider, or endorsement.

(3) Payment of Benefits. A long-term care insurance policy that provides for the payment of benefits based on standards described as “usual and customary,” “reasonable and customary” or words of similar import shall include a definition of these terms and an explanation of the terms in the policy and its accompanying outline of coverage in compliance with Section 627.6044, F.S.

(4) Limitations. If a long-term care insurance policy or certificate contains any limitations with respect to preexisting conditions, the limitations shall appear as a separate paragraph of the policy or certificate and shall be labeled as “Preexisting Condition Limitations.”

(5) Other Limitations or Conditions on Eligibility for Benefits. A long-term care insurance policy or certificate containing any limitations or conditions for eligibility other than those prohibited in Section 627.9407(5), F.S., shall set forth a description of the limitations or conditions, including any required number of days of confinement in a separate paragraph of the policy or certificate and shall label such paragraph “Limitations or Conditions on Eligibility for Benefits.”

(6) Disclosure of Tax Consequences. 

(a) With regard to life insurance policies that provide an accelerated benefit for long-term care, a disclosure statement is required at the time of application for the policy or rider and at the time the accelerated benefit payment request is submitted that receipt of these accelerated benefits may be taxable, and that assistance should be sought from a personal tax advisor. 

(b) The disclosure statement shall be prominently displayed on the first page of the policy or rider and any other related documents. 

(c) This disclosure requirement shall not apply to qualified long-term care insurance contracts.

(7) Benefit Triggers. 

(a) Activities of daily living and cognitive impairment shall be used to measure an insured’s need for long term care, shall be described in the policy or certificate in a separate paragraph, and shall be labeled “Eligibility for the Payment of Benefits.” 

(b) Any additional benefit triggers shall also be explained in this section.

(c) If these triggers differ for different benefits, explanation of the trigger shall accompany each benefit description. 

(d) If an attending physician or other specified person must certify a certain level of functional dependency in order to be eligible for benefits, this too shall be specified. 

(8) A qualified long-term care insurance contract shall include a disclosure statement in the policy and in the outline of coverage as required by Section 627.9407(12), F.S., that the policy is intended to be a qualified long-term care insurance contract under Section 7702B(b) of the Internal Revenue Code of 1986, as amended.

(9) A nonqualified long-term care insurance contract shall include a disclosure statement in the policy and in the outline of coverage as required by Section 627.9407(12), F.S., that the policy is not intended to be a qualified long-term care insurance contract.
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69O-157.107 Required Disclosure of Rating Practices to Consumers.

(1) Other than policies for which no applicable premium rate or rate schedule increases can be made, insurers shall provide all of the information listed in this rule to the applicant at the time of application or enrollment, unless the method of application does not allow for delivery at that time. In such case, an insurer shall provide all of the information listed in this rule to the applicant no later than at the time of delivery of the policy or certificate.

(a) A statement that the policy may be subject to rate increases in the future; 

(b) An explanation of potential future premium rate revisions, and the policyholder’s or certificateholder’s option in the event of a premium rate revision;

(c) The premium rate or rate schedules applicable to the applicant that will be in effect until a request is made for an increase;

(d) A general explanation for applying premium rate or rate schedule adjustments that shall include:

1. A description of when premium rate or rate schedule adjustments will be effective (e.g., next anniversary date, next billing date, etc.); and

2. The right to a revised premium rate or rate schedule as provided in paragraph 69O-157.107(1)(b), F.A.C., if the premium rate or rate schedule is changed; 

(e)1. Information regarding each premium rate increase on this policy form or similar policy forms over the past 10 years for this state or any other state that, at a minimum, identifies:

a. The policy forms for which premium rates have been increased;

b. The calendar years when the form was available for purchase; and 

c. The amount or percentage of each increase. The percentage may be expressed as a percentage of the premium rate prior to the increase, and may also be expressed as minimum and maximum percentages if the rate increase is variable by rating characteristics. 

2. The insurer may, in a fair manner, provide additional explanatory information related to the rate increases.

3. An insurer shall have the right to exclude from the disclosure premium rate increases that apply only to blocks of business acquired from other nonaffiliated insurers or the long-term care policies acquired from other nonaffiliated insurers when those increases occurred prior to the acquisition. 

4.a. If an acquiring insurer files for a rate increase on a long-term care policy form acquired from nonaffiliated insurers or a block of policy forms acquired from nonaffiliated insurers on or before the later of the effective date of this Part II or the end of a 24 month period following the acquisition of the block or policies, the acquiring insurer may exclude that rate increase from the disclosure. 

b. The nonaffiliated selling insurer shall include the disclosure of that rate increase in accordance with subparagraph 69O-157.107(1)(e)1., F.A.C.

5. If the acquiring insurer in subparagraph 69O-157.107(1)(e)4., F.A.C., files for a subsequent rate increase, even within the 24 month period, on the same policy form acquired from nonaffiliated insurers or block of policy forms acquired from nonaffiliated insurers referenced in subparagraph 69O-157.107(1)(e)4., F.A.C., the acquiring insurer shall make all disclosures required by paragraph 69O-157.107(1)(e), F.A.C., including disclosure of the earlier rate increase referenced in subparagraph 69O-157.107(1)(e)4., F.A.C.

(2) An applicant shall sign an acknowledgement at the time of application, unless the method of application does not allow for signature at that time, that the insurer made the disclosure required under paragraphs 69O-157.107(1)(a) and (e), F.A.C. If due to the method of application the applicant cannot sign an acknowledgement at the time of application, the applicant shall sign no later than at the time of delivery of the policy or certificate. 

(3) An insurer shall use the content and format of Appendices B, “Long Term Care Personal Worksheet” (10/02), and F, “Potential Rate Increase Disclosure Form OIR-1554” (10/02), which are incorporated herein by reference, to comply with the requirements of subsection 69O-157.107(1), F.A.C. All Appendices adopted and incorporated by reference in this rule chapter are available from the Division of Life and Health Product Review, 200 East Gaines Street, Tallahassee, Florida 32399-0328.

(4)(a) An insurer shall provide notice of an upcoming premium rate schedule increase to all policyholders or certificateholders, if applicable, at least 45 days prior to the implementation of the premium rate schedule increase by the insurer. 

(b) The notice shall include the information required by subsection 69O-157.107(1), F.A.C., when the rate increase is implemented.
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69O-157.108 Initial Filing Requirements.

(1) An insurer shall provide the information listed in this subsection for approval pursuant to Section 627.410, F.S., prior to making a long-term care insurance form available for sale.

(a) A filing made pursuant to Rule Chapter 69O-149, F.A.C., with the actuarial material identified below in lieu of the actuarial memorandum required by subparagraph 69O-149.003(2)(b)4., F.A.C. 

(b) A copy of the disclosure documents required in Rule 69O-157.107, F.A.C.; and

(c) An actuarial certification consisting of at least the following: 

1. A statement that the initial premium rate schedule is sufficient to cover anticipated costs under moderately adverse experience and that the premium rate schedule is reasonably expected to be sustainable over the life of the form with no future premium increases anticipated; 

2. A statement that the policy design and coverage provided have been reviewed and taken into consideration;

3. A statement that the underwriting and claims adjudication processes have been reviewed and taken into consideration;

4. A complete description of the basis for contract reserves that are anticipated to be held under the form, to include:

a. Sufficient detail or sample calculations provided so as to have a complete depiction of the reserve amounts to be held;

b. A statement that the assumptions used for reserves contains reasonable margins for adverse experience; 

c. A statement that the net valuation premium for renewal years does not increase; and 

d. A statement that the difference between the gross premium and the net valuation premium for renewal years is sufficient to cover expected renewal expenses; or if such a statement cannot be made, a complete description of the situations where this does not occur;

(I) An aggregate distribution of anticipated issues may be used as long as the underlying gross premiums maintain a reasonably consistent relationship; 

(II) If the gross premiums for certain age groups appear to be inconsistent with this requirement, upon request of the Department, a demonstration under subsection 69O-157.108(2), F.A.C., based on a standard age distribution shall be made; and

5.a. A statement that the premium rate schedule is not less than the premium rate schedule for existing similar policy forms also available from the insurer except for reasonable differences attributable to benefits; or

b. A comparison of the premium schedules and benefits for similar policy forms that are currently available from the insurer with an explanation of the relative value of the benefit differences; and

6.a. The date and explanation of the reason for the discontinuance of all forms discontinued within the past 5 years;

b. Whether any currently available form will be discontinued upon approval of the proposed form; and 

c. A summary of the significant differences between the forms.

(2) If the filed material is inadequate to substantiate the reasonableness of the premiums, the Office shall request an actuarial demonstration that benefits are reasonable in relation to premiums. The actuarial demonstration shall include either premium and claim experience on similar policy forms, adjusted for any premium or benefit differences, relevant and credible data from other studies, or both. 
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69O-157.109 Prohibition Against Post-Claims Underwriting.

(1) All applications for long-term care insurance policies or certificates except those that are guaranteed issue shall contain clear and unambiguous questions designed to ascertain the health condition of the applicant. 

(2)(a) If an application for long-term care insurance contains a question that asks whether the applicant has had medication prescribed by a physician, it must also ask the applicant to list the medication that has been prescribed. 

(b) If the medications listed in the application were known by the insurer, or should have been known at the time of application, to be directly related to a medical condition for which coverage would otherwise be denied, then the policy or certificate shall not be rescinded for that condition.

(3) Except for policies or certificates that are guaranteed issue:

(a) The following language shall be set out conspicuously and in close conjunction with the applicant’s signature block on an application for a long-term care insurance policy or certificate:

“Caution: If your answers on this application are incorrect or untrue, [company] may have the right to deny benefits or rescind your policy.”

(b) The following language, or language substantially similar to the following, shall be set out conspicuously on the long-term care insurance policy or certificate at the time of delivery: 

Caution: The issuance of this long-term care insurance [policy] [certificate] is based upon your responses to the questions on your application. A copy of your [application] [enrollment form] [is enclosed] [was retained by you when you applied]. If your answers are incorrect or untrue, the company may have the right to deny benefits or rescind your policy. The best time to clear up any questions is now, before a claim arises! If, for any reason, any of your answers are incorrect, contact the company at this address: [insert address]

(c) Prior to issuance of a long-term care policy or certificate to an applicant age 80 or older, the insurer shall obtain one of the following: 

1. A report of a physical examination;

2. An assessment of functional capacity;

3. An attending physician’s statement; or

4. Copies of medical records.

(4) A copy of the completed application or enrollment form (whichever is applicable) shall be delivered to the insured no later than at the time of delivery of the policy or certificate unless it was retained by the applicant at the time of application.
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69O-157.110 Requirements for Application Forms and Replacement Coverage. 

(1) Application forms shall include the following questions designed to elicit information as to whether, as of the date of the application, the applicant has another long-term care insurance policy or certificate in force or whether a long-term care policy or certificate is intended to replace any other accident and sickness or long-term care policy or certificate presently in force. A supplementary application or other form to be signed by the applicant and agent containing the questions may be used. With regard to a replacement policy issued to a group defined by Section 627.9405(1)(a), F.S., the following questions may be modified only to the extent necessary to elicit information about health or long-term care insurance policies other than the group policy being replaced, provided that the certificateholder has been notified of the replacement.

(a) Do you have another long-term care insurance policy or certificate in force (including health care service contract, health maintenance organization contract)?

(b) Did you have another long-term care insurance policy or certificate in force during the last 12 months?

1. If so, with which company?

2. If that policy lapsed, when did it lapse?

(c) Are you covered by Medicaid?

(d) Do you intend to replace any of your medical or health insurance coverage with this policy [certificate]?

(2) Agents shall list any other health insurance policies they have sold to the applicant.

(a) List policies sold that are still in force.

(b) List policies sold in the past 5 years that are no longer in force.

(3) Solicitations Other than Direct Response. 

(a) Upon determining that a sale will involve replacement, an insurer, other than an insurer using direct response solicitation methods or its agent; shall furnish the applicant prior to issuance or delivery of the individual long-term care insurance policy a notice regarding replacement of accident and sickness or long-term care coverage. 

(b) One copy of the notice shall be retained by the applicant and an additional copy signed by the applicant shall be retained by the insurer. 

(c) The notice shall be provided in the format prescribed in Appendix G, “Notice to Applicant Regarding Replacement” (10/02), which is incorporated herein by reference.

(4) Direct Response Solicitations. 

(a) Whenever a sale will involve replacement, an insurer using direct response solicitation methods shall deliver a notice regarding replacement of accident and sickness or long-term care coverage to the applicant upon issuance of the policy. 

(b) The notice shall be provided in the format prescribed in Appendix H, “Notice of Applicant Regarding Replacement”, (10/02), which is incorporated herein by reference.

(5) Where replacement is intended, the replacing insurer shall notify in writing the existing insurer of the proposed replacement. 

(a) The existing policy shall be identified by the insurer, name of the insured, and policy number or address including zip code. 

(b) Notice shall be made within 5 working days from the date the application is received by the insurer or the date the policy is issued, whichever is sooner.
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69O-157.1100 Requirements for Exchange of Coverage.

(1)(a) An insurer may offer policyholders or certificateholders the option to exchange an existing Long-Term Care contract for a new Long-Term Care contract.

(b) An exchange occurs when an insurer offers an existing long-term care policyholder or certificateholder the option to replace an existing policy with a different long-term care policy or certificate, and the policyholder or certificateholder accepts the offer to terminate the existing contract and accepts the new contract.

(2)(a) Any offer shall be made to all policyholders or certificateholders on a nondiscriminatory basis.

(b) An exchange offer shall be deferred to all policyholders or certificateholders that are currently eligible for benefits, within an elimination period on a claim, or who would not be eligible to apply for coverage due to issue age limitations under the new contract, until such time when such condition expires.

(3)(a) If the new coverage has the actuarial value of benefits equal or lesser than the actuarial value of benefits of the existing coverage, based on constant morbidity and uniform pricing assumptions as determined on the date of issue of a new insured determined using the same underwriting class and issue age, such new coverage shall be offered on a nonunderwritten basis.

(b) If the new coverage has the actuarial value of benefits exceeding the actuarial value of benefits of the existing coverage, the insurer shall apply consistent new business underwriting for the increased benefits only.

(4)(a) If the new coverage has the actuarial value of benefits equal or lesser than the actuarial value of benefits of the existing coverage, the rate charged for the new coverage shall be determined using the original issue age and risk class of the insured used in determining the rate of the existing coverage.

(b) If the new coverage has the actuarial value of benefits exceeding the actuarial value of benefits of the existing coverage, the rate charged for the new coverage shall be determined using paragraph (4)(a) above for the original level of benefits, increased by the rate for the increased benefits using the then current attained age and underwriting class of the insured for the increased benefits only. All rates charged must be filed and approved with the Office pursuant to Section 627.410(6), F.S., and Rule 69O-149.003, F.A.C.

(c) The new coverage offered shall be on a form that is currently offered for sale in the general market.

(d) In lieu of paragraphs (a) and (b) above, an insurer may make a filing to the Office for approval to utilize a different issue age for the new contract, or in some other way recognize the policy reserve build-up. Such filing shall demonstrate why the use of the original issue age is inappropriate and that the policy reserve build-up due to the prefunding inherent in the use of an issue age rate basis is credited to the benefit of the insured.
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69O-157.111 Reporting Requirements.

(1) Every insurer shall maintain records for each agent of that agent’s amount of replacement sales as a percentage of the agent’s total annual sales in this state and the amount of lapses of long-term care insurance policies sold by the agent as a percentage of the agent’s total annual sales in this state.

(2) Every insurer shall report annually by June 30 the 10 percent of its agents with the greatest percentages of lapses and replacements as measured by subsection 69O-157.111(1), F.A.C., in the format as prescribed in Appendix J, “Long-Term Care Insurance Replacement and Lapse Reporting Form OIR-B2-1555” (2/09), which is incorporated herein by reference.

(3) Reported replacement and lapse rates do not alone constitute a violation of insurance laws or necessarily imply wrongdoing. The reports are for the purpose of reviewing more closely agent activities regarding the sale of long-term care insurance in this state.

(4) Every insurer shall report annually by June 30 the number of lapsed policies as a percentage of its total annual sales and as a percentage of its total number of policies in force as of the end of the preceding calendar year in this state in the format as prescribed in Appendix J, “Long-Term Care Insurance Replacement and Lapse Reporting Form OIR-B2-1555” (2/09), which is incorporated herein by reference.

(5) Every insurer shall report annually by June 30 the number of replacement policies sold as a percentage of its total annual sales and as a percentage of its total number of policies in force as of the preceding calendar year in this state in the format as prescribed in Appendix J, “Long-Term Care Insurance Replacement and Lapse Reporting Form OIR-B2-1555” (2/09), which is incorporated herein by reference.

(6) Every insurer shall report annually by June 30, for qualified long-term care insurance contracts, the number of claims denied for each class of business, expressed as a percentage of claims denied in this state in the format as prescribed in Appendix E, “Claims Denial Reporting Form Long-Term Care Insurance for the State of Florida for the Reporting Year 20_” OIR-B2-1553 (2/09), which is incorporated herein by reference.

(7) For purposes of this section: 

(a) “Policy” means only long-term care insurance;

(b) “Claim” means, subject to paragraph 69O-157.111(7)(c), F.A.C., a request for payment of benefits under an in force policy regardless of whether the benefit claimed is covered under the policy or any terms or conditions of the policy have been met;

(c) “Denied” means the insurer refuses to pay a claim for any reason other than for claims not paid for failure to meet the waiting period or because of an applicable preexisting condition; and

(d) “Report” means on a statewide basis.

(8) Every insurer shall report annually by June 30 the information required by subsection 69O-157.116(8), F.A.C.

(9) Based on the provisions of Rule 69O-157.109, F.A.C., every insurer or other entity selling or issuing long-term care insurance benefits shall maintain a record of all policy or certificate rescissions, both state and countrywide, except those that the insured voluntarily effectuated and shall annually furnish this information, by March 1 of each year, in the format as prescribed in Appendix A, “Rescission Reporting Form For Long-Term Care Policies for the State of Florida For the Reporting Year 20__” OIR-B2-1552” (2/09), which is incorporated herein by reference.

(10) Reports required under this Rule 69O-157.111, F.A.C., shall be filed with the Division of Market Investigations.

(11) All forms adopted in this rule are available for review on the Office’s web site at www.floir.com.
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69O-157.112 Reserve Standards.

(1)(a) When long-term care benefits are provided through the acceleration of benefits under group or individual life policies or riders to such policies which meet the conditions of subsection 69O-157.113(9), F.A.C., policy reserves for the benefits shall be determined in accordance with Section 625.121, F.S. Claim reserves shall also be established in the case when the policy or rider is in claim status.

(b)1. Reserves for policies and riders shall be based on the multiple decrement model utilizing all relevant decrements except for voluntary termination rates. 

2. Single decrement approximations are acceptable if the calculation produces essentially similar reserves, if the reserve is clearly more conservative, or if the reserve is immaterial. 

3. The calculations may take into account the reduction in life insurance benefits due to the payment of long-term care benefits. 

4. In no event shall the reserves for the long-term care benefit and the life insurance benefit be less than the reserves for the life insurance benefit assuming no long-term care benefit.

(c) In the development and calculation of reserves for policies and riders, due regard shall be given to the applicable policy provisions, marketing methods, administrative procedures, and all other considerations which have an impact on projected claim costs, including the following:

1. Definition of insured events;

2. Covered long-term care facilities;

3. Existence of home convalescence care coverage;

4. Definition of facilities;

5. Existence or absence of barriers to eligibility;

6. Premium waiver provision;

7. Renewability;

8. Ability to raise premiums;

9. Marketing method;

10. Underwriting procedures;

11. Claims adjustment procedures;

12. Waiting period;

13. Maximum benefit;

14. Availability of eligible facilities;

15. Margins in claim costs;

16. Optional nature of benefit;

17. Delay in eligibility for benefit;

18. Inflation protection provisions; and

19. Guaranteed insurability option.

(d) Any applicable valuation morbidity table shall be certified by a member of the American Academy of Actuaries as appropriate as a statutory valuation table.

(2) When long-term care benefits are provided other than as in subsection 69O-157.112(1), F.A.C., reserves shall be determined in accordance with Part III of Rule Chapter 69O-154, F.A.C.
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69O-157.113 Premium Rate Schedule Increases.

(1) An insurer shall file with the Office for approval any premium rate schedule increase, including an exceptional increase, pursuant to Section 627.410, F.S. The filing shall include: 

(a) A filing made pursuant to Rule Chapter 69O-149, F.A.C., with the actuarial information identified below in lieu of the actuarial memorandum required by subparagraph 69O-149.003(2)(b)4., F.A.C.

(b) Information required by Rule 69O-157.107, F.A.C.;

(c) Certification by a qualified actuary that:

1. No further premium rate schedule increases are anticipated. If the requested premium rate schedule increase is implemented and the underlying assumptions are realized;

2. The premium rate filing is in compliance with the provisions of Rule 69O-157.113, F.A.C.;

(d) An actuarial memorandum justifying the rate schedule change request that includes:

1. Lifetime projections of earned premiums and incurred claims based on both the current rate schedule and the filed premium rate schedule increase; and the method and assumptions used in determining the projected values, including a summary and the reason for any assumptions that deviate from those used for pricing other forms currently available for sale; 

a. Pursuant to Section 627.410(6)(e)3., F.S., and as is provided in Rule Chapter 69O-149, F.A.C., the experience of all similar policy forms as defined in subsection 69O-157.103(17), F.A.C., shall be combined for all rating purposes. However, forms providing only non-institutional benefits may utilize different experience pools based upon similar benefits consistent with Rule Chapter 69O-149, F.A.C.

b. The projections shall include the development of the lifetime loss ratio, including calendar year values for the complete history of the experience of the business and projections of the remaining future lifetime of the business, unless the rate increase is an exceptional increase;

c. The projections shall demonstrate compliance with subsection 69O-157.113(2), F.A.C., if the form is subject to Part II of these rules, or compliance with Rule Chapter 69O-149, F.A.C., if the form is subject to Part I of these rules; and

d. For exceptional increases, 

(I) The projected experience shall be limited to the increases in claims payments attributable to the approved reasons for the exceptional increase; and

(II) In the event the Office determines as provided in paragraph 69O-157.103(4)(d), F.A.C., that offsets may exist, the insurer shall use appropriate net projected experience;

2. Disclosure of how reserves have been incorporated in this rate increase whenever the rate increase will trigger contingent benefit upon lapse;

3. Disclosure of the analysis performed to determine why a rate adjustment is necessary, which pricing assumptions were not realized and why, and what other actions taken by the insurer have been relied on by the actuary;

4. A statement that policy design, underwriting and claims adjudication practices have been taken into consideration; and

5. In the event that it is necessary to maintain consistent premium rates for new certificates and certificates issued under a group long-term care insurance policy as defined in Section 627.9405(1)(a), F.S., receiving a rate increase, the insurer will need to file composite rates reflecting projections of new certificates;

(e) A statement that renewal premium rate schedules are not greater than new business premium rate schedules except for differences attributable to benefits; and

(f) Sufficient information for review and approval of the premium rate schedule increase by the Office.

(2) All premium rate schedule increases shall be determined in accordance with the following requirements:

(a) Exceptional increases shall provide that 70 percent of the present value of projected additional premiums from the exceptional increase will be returned to policyholders in benefits;

(b) Premium rate schedule increases shall be calculated such that the sum of the accumulated value of incurred claims, without the inclusion of active life reserves, and the present value of future projected incurred claims, without the inclusion of active life reserves, will not be less than the sum of the following:

1. The accumulated value of the initial earned premium times 58 percent;

2. 85 percent of the accumulated value of prior premium rate schedule increases on an earned basis;

3. The present value of future projected initial earned premiums times 58 percent; and

4. 85 percent of the present value of future projected premiums not in subparagraph 69O-157.113(2)(b)3., F.A.C., on an earned basis;

(c) In the event that a policy form has both exceptional and other increases, the values in subparagraphs 69O-157.113(2)(b)2. and 4., F.A.C., will also include 70 percent for exceptional rate increase amounts; and

(d) All present and accumulated values used to determine rate increases shall use a discount rate no less than the maximum valuation interest rate for contract reserves as specified in paragraph 69O-154.204(2)(a), F.A.C. The actuary shall disclose as part of the actuarial memorandum the use of any appropriate averages.

(3)(a) For each rate increase that is implemented, the insurer shall include within each annual rate certification filing made pursuant to Rule 69O-149.007, F.A.C., updated projections, as defined in paragraph 69O-157.113(1)(d), F.A.C., annually for the next 3 years and include a comparison of actual results to projected values. 

(b) The Office shall extend the period to greater than 3 years if actual results are not consistent with projected values from prior projections. 

(c) For group insurance policies that meet the conditions in subsection 69O-157.113(10), F.A.C., the projections required by this rule shall be provided to the policyholder in lieu of filing with the Office.

(4)(a) If any premium rate in the revised premium rate schedule is greater than 200 percent of the comparable rate in the initial premium schedule, lifetime projections, as defined in paragraph 69O-157.113(1)(d), F.A.C., shall be included in each annual rate certification filing made pursuant to Rule 69O-149.007, F.A.C., every 5 years following the end of the required period in subsection 69O-157.113(3), F.A.C. 

(b) For group insurance policies that meet the conditions in subsection 69O-157.113(10), F.A.C., the projections required by this subsection shall be provided to the policyholder in lieu of filing with the Office.

(5)(a) If the Office has determined that the actual experience following a rate increase does not adequately match the projected experience and that the current projections under moderately adverse conditions demonstrate that incurred claims will not exceed proportions of premiums specified in subsection 69O-157.113(2), F.A.C., the Office shall require the insurer to implement any of the following:

1. Premium rate schedule adjustments; or 

2. Other measures to reduce the difference between the projected and actual experience. 

(b) In determining whether the actual experience adequately matches the projected experience, consideration shall be given to subparagraph 69O-157.113(1)(d)5., F.A.C., if applicable.

(6) If the majority of the policies or certificates to which the increase is applicable are eligible for the contingent benefit upon lapse, the insurer shall file:

(a) A plan for improved administration or claims processing designed to eliminate the potential for further deterioration of the policy form requiring further premium rate schedule increases, or both, or to demonstrate that appropriate administration and claims processing have been implemented or are in effect. Such plan shall be approved by the Office, unless the Office finds that the plan does not meet the above conditions. If the plan is not approved, the Office shall impose the condition in subsection 69O-157.113(7), F.A.C.; and

(b) The original anticipated lifetime loss ratio, and the premium rate schedule increase that would have been calculated according to subsection 69O-157.113(2), F.A.C., had the greater of the original anticipated lifetime loss ratio or 58 percent been used in the calculations described in subparagraphs 69O-157.113(2)(b)1. and 3., F.A.C.

(7)(a) For a rate increase filing that meets the following criteria, the Office shall review, for all policies included in the filing, the projected lapse rates and past lapse rates during the 12 months following each increase to determine if significant adverse lapsation has occurred or is anticipated: 

1. The rate increase is not the first rate increase requested for the specific policy form or forms;

2. The rate increase is not an exceptional increase; and 

3. The majority of the policies or certificates to which the increase is applicable are eligible for the contingent benefit upon lapse.

(b)1. In the event significant adverse lapsation has occurred, is anticipated in the filing, or is evidenced in the actual results as presented in the updated projections provided by the insurer following the requested rate increase, the Office shall determine that a rate spiral exists. 

2. Following the determination that a rate spiral exists, the Office shall require the insurer to offer, without underwriting and at the underwriting class that is most comparable to the original underwriting class of each insured, to all in force insureds subject to the rate increase the option to replace existing coverage with one or more reasonably comparable products being offered by the insurer or its affiliates. The offer shall:

a. Be subject to the approval of the Office;

b. Be based on actuarially sound principles, but not be based on attained age; and

c. Provide that maximum benefits under any new policy accepted by an insured shall be reduced by comparable benefits already paid under the existing policy.

3. The insurer shall maintain the experience of all the replacement insureds separate from the experience of insureds originally issued the policy forms. In the event of a request for a rate increase on the policy form, the rate increase shall be limited to the lesser of: 

a. The maximum rate increase determined based on the combined experience; and

b. The maximum rate increase determined based only on the experience of the insureds originally issued the form plus 10 percent.

(8) If the Office determines that the insurer has exhibited a persistent practice of filing inadequate initial premium rates for long-term care insurance, the Office shall, in addition to the provisions of subsection 69O-157.113(7), F.A.C., prohibit the insurer from:

(a) Filing and marketing comparable coverage for a period of up to 5 years; and

(b) Offering all other similar coverages and limiting marketing of new applications to the products subject to recent premium rate schedule increases.

(9) Subsections 69O-157.113(1) through (8), F.A.C., shall not apply to policies for which the long-term care benefits provided by the policy are incidental, as defined in subsection 69O-157.103(7), F.A.C., if the policy complies with all of the following provisions:

(a) The interest credited internally to determine cash value accumulations, including long-term care, if any, are guaranteed not to be less than the minimum guaranteed interest rate for cash value accumulations without long-term care set forth in the policy;

(b) The portion of the policy that provides life insurance benefits meets the nonforfeiture requirements of Section 627.476, F.S. or Rule Chapter 69O-164, F.A.C., as applicable; and

(c) An actuarial memorandum is filed with the Office that includes:

1. A description of the basis on which the long-term care rates were determined;

2. A description of the basis for the reserves;

3. A summary of the type of policy, benefits, renewability, general marketing method, and limits on ages of issuance;

4. A description and a table of each actuarial assumption used. For expenses, an insurer must include percentage of premium dollars per policy and dollars per unit of benefits, if any;

5. A description and a table of the anticipated policy reserves and additional reserves to be held in each future year for active lives;

6. The estimated average annual premium per policy and the average issue age;

7. A statement as to whether underwriting is performed at the time of application: 

a. The statement shall indicate whether underwriting is used and, if used, the statement shall include a description of the type or types of underwriting used, such as medical underwriting or functional assessment underwriting;

b. Concerning a group policy, the statement shall indicate whether the enrollee or any dependent will be underwritten and when underwriting occurs; and

8. A description of the effect of the long-term care policy provision on the required premiums, nonforfeiture values and reserves on the underlying life insurance policy, both for active lives and those in long-term care claim status.

(10) Subsections 69O-157.113(5) and (7), F.A.C., shall not apply to group insurance policies as defined in Section 627.9405(1)(a), F.S., where:

(a) The policies insure 250 or more persons and the policyholder has 5,000 or more eligible employees of a single employer; or

(b) The policyholder, and not the certificateholders, pay a material portion of the premium, which shall not be less than 20 percent of the total premium for the group in the calendar year prior to the year a rate increase is filed.

(11)(a) An insurer may choose to continue to make a current policy form available for sale after the effective date in subsection 69O-157.102(4), F.A.C. 

(b) All policyholders of any form sold after the effective date of subsection 69O-157.102(4), F.A.C., shall be provided equal treatment and protection of the provisions of Rules 69O-157.113 and 69O-157.118, F.A.C. 

Rulemaking Authority 624.308(1), 626.9611, 627.9407(1), 627.9408 FS. Law Implemented 624.307(1), 626.9541(1)(a), (g), 627.410(6), 627.9402, 627.9407, 627.9408 FS. History–New 1-13-03, Formerly 4-157.113.

69O-157.114 Filing Requirement – Out of State Groups.

(1) No group long-term care insurance coverage may be offered to a resident of this state under a group policy issued in another state to a group described in Section 627.9405(1)(c) or (d), F.S., unless this state or such other state having statutory and regulatory long-term care insurance requirements substantially similar to those adopted in this state has made a determination that the requirements have been met. Evidence to this effect shall be filed by the insurer with the Office pursuant to the procedures specified in Section 627.410, F.S. The evidence shall consist of:

(a) Filing of policy and certificate forms, including rates and rate development information, as though the policy/certificate were issued in this state, which demonstrate that the requirements of Sections 627.9401-627.9408, F.S., and these rules have been met; or

 (b)1. Filing of a truthful certification by an officer of the insurer that another state having statutory and regulatory long-term care insurance requirements substantially similar to those adopted in Florida has made a determination that such requirements have been met; and

2. Filing of the policy and certificate forms to be issued and delivered, including rates and rate development information, which demonstrate that the requirements of another state having statutory and regulatory long-term care insurance requirements substantially similar to those adopted in Florida have been met.

(2) In order for a state to be deemed to have statutory and regulatory long-term care insurance requirements substantially similar to those adopted in Florida, that state shall require that long-term care policies meet at least all of the following requirements:

(a) A minimum period of coverage of at least 24 consecutive months for coverage in a nursing home for each covered person and an additional coverage of 50 percent for lower levels of care as provided in subsection 69O-157.104(4), F.A.C. The minimum 24 month nursing home coverage is not applicable to coverage issued or renewed after July 1, 2006.

(b) The standards of Rules 69O-157.108 and 69O-157.113, F.A.C.;

(c) A 30-day “free look” period, or longer, within which individual certificateholders have the right to return the certificate after its delivery and to have the premium refunded for any reason;

(d) A prohibition or limitation on pre-existing condition exclusions at least as favorable to a policyholder as that specified in Section 627.9407(4), F.S.;

(e) A prohibition against a policy or certificate excluding or using waivers or riders of any kind to exclude, limit, or reduce coverage or benefits for specifically named or described pre-existing diseases or physical conditions beyond any pre-existing condition waiting period;

(f) A prohibition or limitation on prior institutionalization provisions at least as favorable to a certificateholder as that specified in Section 627.9407(5), F.S., including the mandatory offer provisions of paragraph (5)(c) of that section;

(g) A prohibition or limitation on certificate cancellations or nonrenewals at least as favorable to a certificateholder as that specified in Section 627.9407(3)(a), F.S.; 

(h) A requirement that a policy and certificate prominently disclose that the policy and certificate may not cover all of the costs associated with long-term care which may be incurred by the buyer during the period of coverage and that the buyer is advised to periodically review the certificate in relation to the changes in the cost of long-term care;

(i) A minimum 30 day grace period for nonpayment of premium with notice and protection requirements as provided by Section 627.94073, F.S.;

(j) Pursuant to Section 627.94072, F.S., a mandatory offer to the potential insured policyholder or certificateholder, as applicable, of a nonforfeiture provision meeting the standards of Rule 69O-157.118, F.A.C.;

(k) Pursuant to Section 627.94072, F.S., a mandatory offer to the potential insured policyholder or certificateholder, as applicable, of an inflation protection provision:

(l) Contain a contingent benefit upon lapse provision at least as favorable to the insured as that in Rule 69O-157.118, F.A.C.;

(m) Disclosure of rating practices to consumers as outlined in Rule 69O-157.107, F.A.C.;

(n) A conversion or continuation privilege at least as favorable as subsection 69O-157.104(8), F.A.C.;

(o) A prohibition or limitation on an elimination period in excess of 180 days; and

(p) Pursuant to Section 627.94076, F.S., provide that the policy shall be incontestable after it has been in force during the lifetime of the insured for a period of 2 years after its date of issue except for nonpayment of premiums. For any long-term care insurance policy issued prior to July 1, 2006, the provisions of Section 627.94076, F.S., shall apply to such policy only upon renewal of such policy on or after July 1, 2008, and the policy shall so provide by endorsement to the policy.

(3) Unless a group policy issued in another state has been filed for approval in Florida, no such policy or certificate issued thereunder shall contain a statement that the policy has been approved as a long-term care policy meeting the requirements of Florida law or words of similar meaning.

(4)(a) All changes to rates, together with an actuarial memorandum developing and justifying the rate change, shall be filed with the Office pursuant to the procedures specified in Section 627.410, F.S., and this rule chapter as though the policy had been issued in Florida.

(b) For those policies which have been determined to be regulated by a state with substantially similar long term care insurance requirements pursuant to paragraph 69O-157.114(1)(b), F.A.C., form and rate changes shall be filed for informational purposes at least 30 days prior to use.
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69O-157.115 Filing Requirements for Advertising. 

Every insurer, health care service plan or other entity providing long-term care insurance or benefits in this state shall provide a copy of any long-term care insurance advertisement and marketing material intended for use in this state whether through written, radio, television, electronic or other medium for review or approval by the Office as provided by Rule Chapter 69O-150, F.A.C. 

Rulemaking Authority 624.308(1), 627.9407(2), 627.9408 FS. Law Implemented 624.307(1), 627.9402, 627.9407(2) FS. History–New 1-13-03, Formerly 4-157.115.

69O-157.1155 Producer Training.

Insurers providing Long-Term Care insurance shall maintain records, subject to Office review upon request, that before any producer sells, solicits or negotiates a long-term care insurance policy, that they receive necessary and sufficient training to understand partnership policies and their relationship to public and private coverage for long-term care.

Rulemaking Authority 624.308(1), 626.9611, 627.9407, 627.94075, 927.9408 FS. Law Implemented 624.307(1), 626.9541, 626.9641 FS. History–New 8-1-07.

69O-157.116 Suitability.

(1) This rule shall not apply to life insurance policies that accelerate benefits for long-term care.

(2) Every insurer, health care service plan, or other entity marketing long-term care insurance (the “insurer”) shall:

(a) Develop and use suitability standards to determine whether the purchase or replacement of long-term care insurance is appropriate for the needs of the applicant; 

(b) Train its agents in the use of its suitability standards; and

(c) Maintain a copy of its suitability standards and make them available for inspection upon request by the Office.

(3)(a) To determine whether the applicant meets the standards developed by the insurer, the agent and insurer shall develop procedures that take the following into consideration:

1. The ability to pay for the proposed coverage and other pertinent financial information related to the purchase of the coverage;

2. The applicant’s goals or needs with respect to long-term care and the advantages and disadvantages of insurance to meet these goals or needs; and

3. The values, benefits, and costs of the applicant’s existing insurance, if any, when compared to the values, benefits, and costs of the recommended purchase or replacement.

(b)1. The insurer and the agent shall make reasonable efforts to obtain the information set out in paragraph 69O-157.116(3)(a), F.A.C. The efforts shall include presentation to the applicant, at or prior to application, the Long-Term Care Personal Worksheet. The personal worksheet used by the insurer shall contain, at a minimum, the information in the format contained in Appendix B, which is incorporated herein by reference, in not less than 12 point type. The issuer may request the applicant to provide additional information to comply with its suitability standards. 

2. A copy of the issuer’s personal worksheet shall be filed with the Office. 

(c) A completed personal worksheet shall be returned to the insurer prior to the insurer’s consideration of the applicant for coverage, except the personal worksheet need not be returned for sales of employer group long-term care insurance to employees and their spouses.

(d) The sale or dissemination outside the insurer or agency by the insurer or agent of information obtained through the personal worksheet is prohibited.

(4) The insurer shall use the suitability standards it has developed pursuant to this section in determining whether issuing long-term care insurance coverage to an applicant is appropriate.

(5) Agents shall use the suitability standards developed by the insurer in marketing long-term care insurance.

(6) At the same time the personal worksheet is provided to the applicant, the disclosure form entitled “Things You Should Know Before You Buy Long-Term Care Insurance” shall be provided. The form shall be in the format as prescribed in Appendix C, which is incorporated herein by reference, in not less than 12 point type.

(7)(a) If the insurer determines that the applicant does not meet its financial suitability standards, or if the applicant has declined to provide the information, the insurer may reject the application. 

(b) In the alternative, the insurer shall send the applicant a letter similar to Appendix D, which is incorporated herein by reference. 

(c) If the applicant has declined to provide financial information, the insurer may use some other method to verify the applicant’s intent. 

(d) Either the applicant’s returned letter or a record of the alternative method of verification shall be made a part of the applicant’s file.

(8)The insurer shall report annually to the Office:

(a) The total number of applications received from residents of this state;

(b) The number of those who declined to provide information on the personal worksheet;

(c) The number of applicants who did not meet the suitability standards; and 

(d) The number of those who chose to confirm after receiving a suitability letter.

Rulemaking Authority 624.308(1), 626.9611, 627.9407(1), 627.9408 FS. Law Implemented 624.307(1), 626.9541(1)(a), (g), 627.9402, 627.9407(1), 627.9408 FS. History–New 1-13-03, Formerly 4-157.116.

69O-157.117 Prohibition Against Preexisting Conditions and Probationary Periods in Replacement Policies or Certificates. 

If a long-term care insurance policy or certificate replaces another long-term care policy or certificate, the replacing insurer shall waive any time periods applicable to time limit on certain defenses, preexisting conditions and probationary periods in the new long-term care policy for similar benefits to the extent that similar exclusions have been satisfied under the original policy.

Rulemaking Authority 624.308(1), 626.9611, 627.9407(1), 627.9408 FS. Law Implemented 624.307(1), 626.9541(1)(a), (g), 627.9402, 627.9407(1), 627.94076, 627.9408 FS. History–New 1-13-03, Formerly 4-157.117, Amended 9-16-08.

69O-157.118 Nonforfeiture Benefit Requirement.

(1) This rule does not apply to life insurance policies or riders meeting the conditions of subsection 69O-157.113(9), F.A.C., containing accelerated long-term care benefits.

(2)(a) All insurers offering long term care insurance in this state shall offer a nonforfeiture protection provision at the time of issue as required by Section 627.94072, F.S. 

(b) If the insurer offers an option other than the shortened benefit period option, the nonforfeiture protection option offered shall be determined such that the benefits provided are determined at time of issue to be actuarially equivalent to those provided by the shortened benefit period option.

(3)(a) If the offer for nonforfeiture benefits required to be made under Section 627.94072, F.S., is rejected, for individual and group policies without nonforfeiture benefits the insurer shall include in the policy, or as a rider or endorsement to the policy, the contingent benefit upon lapse described in this rule.

(b) In the event a group policyholder elects to make the nonforfeiture benefit an option to the certificateholder, a certificate shall provide either the nonforfeiture benefit or the contingent benefit upon lapse.

(c) The contingent benefit on lapse shall be triggered every time an insurer increases the premium rates to a level which results in a cumulative increase of the annual premium equal to or exceeding the percentage of the insured’s initial annual premium set forth below based on the insured’s issue age, and the policy or certificate lapses within 120 days of the due date of the premium so increased. Unless otherwise required, policyholders shall be notified at least 45 days prior to the due date of the premium reflecting the rate increase.

	Triggers for a Substantial Premium Increase

	Issue Age
	
	Percent Increase Over Initial Premium

	29 and under
	
	200%

	30-34
	
	190%

	35-39
	
	170%

	40-44
	
	150%

	45-49
	
	130%

	50-54
	
	110%

	55-59
	
	90%

	60
	
	70%

	61
	
	66%

	62
	
	62%

	63
	
	58%

	64
	
	54%

	65
	
	50%

	66
	
	48%

	67
	
	46%

	68
	
	44%

	69
	
	42%

	70
	
	40%

	71
	
	38%

	72
	
	36%

	73
	
	34%

	74
	
	32%

	75
	
	30%

	76
	
	28%

	77
	
	26%

	78
	
	24%

	79
	
	22%

	80
	
	20%

	81
	
	19%

	82
	
	18%

	83
	
	17%

	84
	
	16%

	85
	
	15%

	86
	
	14%

	87
	
	13%

	88
	
	12%

	89
	
	11%

	90 and over
	
	10%


(d) On or before the effective date of a substantial premium increase as defined in paragraph 69O-157.118(3)(c), F.A.C., the insurer shall:

1. Offer to reduce policy benefits provided by the current coverage without the requirement of additional underwriting so that required premium payments are not increased;

2.a. Offer to convert the coverage to a paid-up status with a shortened benefit period in accordance with the terms of the shortened benefit period nonforfeiture benefit contained in Section 627.94072, F.S. 

b. This option may be elected at any time during the 120 day period referenced in paragraph 69O-157.118(3)(c), F.A.C., and shall be available from the end of the grace period and is not restricted to being available only on or after the third policy anniversary; and

3. Notify the policyholder or certificateholder that a default or lapse at any time during the 120 day period referenced in paragraph 69O-157.118(3)(c), F.A.C., shall be deemed to be the election of the offer to convert in subparagraph 69O-157.118(3)(d)2., F.A.C.

(4) To determine whether contingent nonforfeiture upon lapse provisions are triggered under paragraph 69O-157.118(3)(c), F.A.C., a replacing insurer that purchased or otherwise assumed a block or blocks of long-term care insurance policies from another insurer shall calculate the percentage increase based on the initial annual premium paid by the insured when the policy was first purchased from the original insurer.

(5)(a) When the premium payment period is less than the term of eligibility for benefits under the policy, the insurer shall upon lapse provide a contingent benefit that in the event of any rate increase by the insurer:

1. The insurer shall provide for paid-up policy benefits in the event of policyholder termination within 120 days of the due date of the premium so increased if the ratio in subparagraph 2. below is at least 40 percent. 

2. The minimum required paid-up benefits, including the amount paid and the maximum amount of benefits payable, shall be at least equal to the ratio of the number of years (and partial years) paid less one divided by the number of years in the premium paying period less one times the policy benefits at the time of policyholder termination.

3. In addition, the insurer shall provide the contingent benefit upon lapse required by subsection 69O-157.118(3), F.A.C.

(b) Notice shall be provided to insureds at the time of a rate increase notifying them of their benefits under this provision of the contract if they terminate coverage.
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69O-157.119 Additional Standards for Benefit Triggers for Qualified Long-Term Care Insurance Contracts.

(1) A qualified long term care insurance contract shall pay only for qualified long term care services received by a chronically ill individual provided pursuant to a plan of care prescribed by a licensed health care practitioner. 

(2)(a)1. A qualified long-term care insurance contract shall condition the payment of benefits on a determination of the insured’s being chronically ill as defined in Section 627.9404(4), F.S. 

2. Certifications regarding activities of daily living and cognitive impairment shall be performed by a licensed health care practitioner as defined by Section 627.9404(6), F.S. 

(b) When a licensed health care practitioner has certified that an insured is unable to perform activities of daily living for an expected period of at least 90 days due to a loss of functional capacity and the insured is in claim status, the certification shall not be rescinded and additional certifications shall not be performed until after the expiration of the 90 day period.

(3) Qualified long-term care insurance contracts shall include a clear description of the process for appealing and resolving disputes with respect to benefit determinations.

Rulemaking Authority 624.308(1), 627.9407(1), 627.9408 FS. Law Implemented 624.307(1), 627.9402, 627.9407(1), 627.94074 FS. History–New 1-13-03, Formerly 4-157.119.

69O-157.120 Standard Format Outline of Coverage. 

This rule implements, interprets, and makes specific, the provisions of Section 627.9407(10), F.S., in prescribing a standard format and the content of an outline of coverage.

(1) The outline of coverage shall be a freestanding document, using no smaller than 10-point type.

(2) The outline of coverage shall contain no material of an advertising nature.

(3) Text that is capitalized or underscored in the standard format outline of coverage may be emphasized by other means that provide prominence equivalent to the capitalization or underscoring.

(4) Use of the text and sequence of text of the standard format outline of coverage is mandatory, unless otherwise specifically indicated.

(5) Format for outline of coverage shall be as contained in Appendix I, which is incorporated herein by reference.

Rulemaking Authority 624.308(1), 627.9407(1), 627.9408 FS. Law Implemented 624.307(1), 627.9402, 627.9407 FS. History–New 1-13-03, Formerly 4-157.120.

69O-157.121 Requirement to Deliver Shopper’s Guide.

(1) A long-term care insurance shopper’s guide in the format developed by the National Association of Insurance Commissioners (2001), which is incorporated herein by reference, or a guide developed by the Office, shall be provided to all prospective applicants of a long-term care insurance policy or certificate.

(a) An agent shall deliver the shopper’s guide prior to the presentation of an application or enrollment form.

(b) In the case of direct response solicitations, the shopper’s guide shall be presented in conjunction with any application or enrollment form.

(2) Life insurance policies or riders meeting the conditions of subsection 69O-157.113(9), F.A.C., containing accelerated long-term care benefits are not required to furnish the above referenced guide, but shall furnish the policy summary required under Section 626.99, F.S.

Rulemaking Authority 624.308(1), 626.9611, 627.9407(1), 627.9408 FS. Law Implemented 624.307(1), 626.9541(1)(a), 627.9402, 627.9407(1), 627.9408 FS. History–New 1-13-03, Formerly 4-157.121.

69O-157.122 Penalties. 

In addition to any other penalties provided by the laws of this state, any insurer and any agent found to have violated any requirement of this state relating to the regulation of long-term care insurance or the marketing of such insurance shall be subject to a fine of up to 3 times the amount of any commissions paid for each policy involved in the violation or up to $10,000, whichever is greater, however, such penalty shall not exceed the amounts specified in Section 624.4211 or 626.9521(2), F.S.

Rulemaking Authority 624.308(1), 626.9611, 627.9407(1), 627.9408 FS. Law Implemented 624.307(1), 626.9521, 627.9402 FS. History–New 1-13-03, Formerly 4-157.122.

69O-157.201 Standards For Approved Long-Term Care Partnership Program Policies. 

(1)(a) A policy or certificate, herein referred to as policy, marketed or represented to qualify as an approved long-term care partnership program policy as provided by Section 409.9102, F.S., hereinafter referred to as a ‘partnership’, shall be a policy where:

1. Such form and rates are filed and approved pursuant to the provisions of Part II of this Rule Chapter and Chapter 69O-149, F.A.C.,

2. The policy is intended to be a qualified long-term care insurance policy under the provisions of Section 627.9404(12), F.S.,

3. The insured individual was a resident of Florida or another state that has entered into a reciprocal agreement with Florida when coverage first became effective under the policy. If the policy is later exchanged for a different long-term care policy, the individual was a resident of Florida or another state that has entered into a reciprocal agreement with Florida when coverage under the earliest policy became effective,

4. The policy is issued with and retains inflation coverage which meets the inflation standards based on the insured’s then attained age as defined in subsection (4) below,

5. The effective date of the coverage is on or after January 1, 2007, and

6. Compliance is met with the provisions of these rules.

(b) Insurance benefit payments, for purposes of asset disregard when applying for Medicaid long-term care services, are payments made for long-term care benefits and services and do not include such benefits as cash surrender values, return of premiums, premium waiver, or death benefits.

(2)(a) An insurer issuing or marketing policies that qualify as partnership policies, shall provide a disclosure notice, on the insurer’s letterhead, indicating that at the time of issue of the coverage, the policy is an approved long-term care partnership policy. The disclosure notice shall also explain the benefits associated with a partnership policy, and disclose that the partnership status may be lost if the insured moves to a different state or modifies the coverage after issue, or if changes in federal or state laws occur. The insurer may use Form OIR-B2-1786 (1/2007), Partnership Status Disclosure Notice, which is hereby adopted and incorporated into this rule by reference. This notice shall be provided to the insured no later than the time of policy or certificate delivery. If the insurer uses Form OIR-B2-1786 without modification, no filing is required. If the carrier chooses to modify the language found in this disclosure notice, such notice shall be filed for approval with the Office.

(b)1. When an insurer is made aware that the policyholders or certificateholders initiate action that will result in the loss of partnership status, the insurer shall provide an explanation of how such action impacts the insured in writing. The policyholders or certificateholders shall also be advised how to retain partnership status if possible.

2. If a partnership plan subsequently loses partnership status, the insurer shall explain to the policyholders or certificateholders in writing the reason for the loss of status.

(3)(a) An insurer issuing or marketing policies that qualify as partnership policies, shall notify all of its policyholders with existing long-term care coverage issued on or after March 1, 2003, of the benefits associated with a partnership policy. The insurer shall offer all such existing policyholders the option to exchange their policy, as provided by Rule 69O-157.1100, F.A.C., for a partnership policy.

(b) Any policyholder that exchanges their policy shall be provided the required disclosure as provided in subsection (2) above. 

(c) The effective date of the partnership policy shall be the date of the exchanged policy.

(4) The issued policy shall meet the following inflation coverage limitations:

(a) Policies or certificates issued to an individual who has not yet attained age 61 shall contain annual compound inflation coverage.

(b) Policies or certificates issued to an individual who has attained age 61 but has not attained age 76 shall contain annual inflation coverage.

(c) For policies or certificates issued with inflation coverage, the policyholders or certificateholders must have the inflation coverage at a level based upon the insured’s current age as described in paragraphs (a) and (b) above. 

(5) Reporting.

(a) All insurers shall report to the Health and Human Services Secretary such information as required by Centers for Medicare & Medicaid Services (CMS), including but not limited to:

1. Notification regarding when insurance benefits provided under partnership plans have been paid and the amount of such benefits paid, and 

2. Notification regarding when such policies otherwise terminate.

(b) All insurers shall provide to any insured requesting such information a copy of the Form OIR-B2-1781 (12/06), Approved Long-Term Care Partnership Program Policy Summary, which is hereby adopted and incorporated into this rule by reference. An insurer may use its own form as long as the information and content is consistent with the information contained in Form OIR-B2-1781 (12/06). 

Rulemaking Authority 624.308(1), 627.9408(1), 627.94075 FS. Law Implemented 624.307(1), 409.9102, 627.94075 FS. History–New 8-1-07.
69O-157.301 Rate Increase Standards.

(1) Rate increase filings for long term care insurance shall be filed in accordance with filing requirements and standards of Rule Chapters 69O-149 and 69O-157, F.A.C.

(2) The term “policies with similar coverage” has the same meaning as “similar policy forms” as defined in subsection 69O-157.103(17), F.A.C.

(3) The footnote following Section 627.9407, F.S., states that Section 11, Ch. 2006-254, L.O.F., provides that “[t]his act shall apply to long-term care insurance policies issued or renewed on or after July 1, 2006. For any long-term care insurance policy issued prior to July 1, 2006, the provisions of [Section 627.94076, F.S.] shall apply to such policy only upon renewal of such policy on or after July 1, 2008, and the policy shall so provide by endorsement to the policy.”

(4) Pursuant to the provisions of Section 627.9407(7)(c), F.S., for insurers that are currently actively marketing and issuing similar coverage, the rates resulting after a rate increase filing shall not exceed the insurer’s new business rate.

(5)(a) Section 627.9407(7)(c), F.S., requires that the office annually determine and publish the currently available new business rates for similar coverage being sold in Florida. The published new business rates represent the maximum annual rate that may be charged after a rate increase for insurers not currently issuing new coverage.

(b) The published rates shall be determined by first identifying those carriers currently issuing policies with similar coverage. For each of the similar coverage categories, the Florida new business earned premium, defined as first year premium in Florida, is determined for the prior calendar year. Those insurers reporting at least the top 80% of that earned premium, cumulatively, starting with the largest, will be used to tabulate the new business rate. The new business rate shall be the weighted average of the insurers’ rates, using the market share, as measured by first year premium in Florida, as the weight.

(c)1. The new business rates are for the standard underwriting class for the insurer. Standard underwriting class is the underwriting class with the most predominant sales, measured by number of policies, regardless of the name given to it by the insurer.

2. The new business rates for other underwriting classes shall bear the same relationship to the standard rate schedules that the insurer has filed and approved. For example, if an insurer’s preferred rate is 85% of its standard rate, the premium limit applicable to the rate increase for business sold as preferred will be 85% of the standard rate schedule.
(d)1. The published new business rates represent the particular benefit configuration listed. If an insurer has policies in force that have benefits different from the benefit used to determine the published rates, the insurer may contact the office for the new business rate that reflect the different benefits.

2. The office shall determine the new business rates for the requested benefit configuration in the same manner as it used for determining the published rates. The resulting rates shall be consistent with the published new business rates reflecting benefit differences only.

3. Insurers needing a different benefit configuration should make such request of the office in advance of a rate filing so as to give the office time to determine such rates and provide them to the insurer.

4. If the office is unable to determine the rates by a tabulation of the insurers currently selling similar coverage, the office shall use its best actuarial judgment in determining the new business rates using the information available from the insurers in the 80% market share. Alternatively in such cases, at the option of the insurer, the insurer may submit the results of a model used to price new long term care products by an actuarial consulting firm currently pricing long term care for other clients, who is independent of the insurer, acceptable to the office, and contracted by the insurer. The assumptions used shall be available to the office for review and approval. The model will be used to develop the new business pricing for the insurer’s policy benefit configuration, the new business pricing for the published benefit configuration, and to develop a factor which is the ratio of the insurer’s policy benefits to the published benefits. It is noted that the provisions of Section 627.9407(7)(c), F.S., provide that the differences shall be benefit differences only; all other provisions of the two policies being modeled shall be identical. Such factor, representing benefit differences only, shall be used to adjust the published new business rates. Independent, as used in this section, shall mean that the actuarial consulting firm or the actuary to be involved in the project has no relationship currently or for the last three years with the insurers for pricing, valuation, or other reviews. 

(e) If the application of this rule results in different increases being applied to different plans within the filing, the requirements of subparagraph 69O-149.003(1)(a)4., F.A.C. shall apply. 

(f) The published rates apply to sales in Hillsborough County. For all other counties, the rate from the published table should be adjusted by the insurer’s current area factor applicable in that county relative to the insurer’s area factor in Hillsborough County.

(g) The premium for all additional benefits provided in the policy or by rider to the policy shall be the same proportion of the base rates after any rate change as they were before such change.

Rulemaking Authority 627.9408(1) FS. Law Implemented 627.9407(7) FS. History–New 11-1-07.
69O-157.302 Facility Only Rates.
(1) The following maximum new business rates are effective for 2010 rate increase filings and for 2011 rate filings until new rates are published: These annual rates are appropriate for: 

(a) Tax qualified policies;

(b) A benefit of $100/day;

(c) An elimination period of 90 days.

(d) Policies offering Restoration of Benefits, and

(e) Sales in Hillsborough County. For all other counties, the rate from this table should be adjusted by the insurer’s current area factor applicable in that county relative to the insurer’s area factor in Hillsborough County.

(f) Insurers who did not use area factors in the closed blocks for which a rate change is being requested may calculate the new business rate as a weighted average of the Hillsborough and the South Florida area factors, where the weights used are in-force premium by county. For the purposes of this calculation, the South Florida area factors are those that apply in Broward, Miami-Dade and Palm Beach county. The South Florida area factor is equal to 1.00.

(2) Facility Only Rates:

	Issue Age
	3-Yr. Benefit Period
	5-Yr. Benefit Period
	Unlimited Benefit Period

	30
	$228.66
	$275.22
	$324.72

	31
	$229.22
	$276.15
	$324.72

	32
	$229.80
	$277.08
	$324.72

	33
	$230.37
	$278.04
	$324.72

	34
	$230.96
	$279.01
	$324.72

	35
	$263.37
	$323.73
	$393.60

	36
	$264.01
	$324.77
	$393.60

	37
	$264.67
	$325.82
	$393.60

	38
	$265.33
	$326.88
	$393.60

	39
	$266.01
	$327.96
	$393.60

	40
	$298.51
	$364.86
	$447.72

	41
	$299.21
	$365.97
	$447.72

	42
	$299.90
	$367.12
	$447.72

	43
	$300.61
	$368.28
	$447.72

	44
	$301.34
	$369.45
	$447.72

	45
	$369.67
	$458.14
	$575.64

	46
	$370.65
	$459.62
	$575.64

	47
	$371.65
	$461.13
	$575.64

	48
	$372.66
	$462.67
	$575.64

	49
	$373.70
	$464.24
	$575.64

	50
	$398.60
	$497.67
	$629.76

	51
	$411.60
	$511.24
	$649.44

	52
	$420.64
	$528.82
	$669.12

	53
	$445.60
	$558.37
	$713.40

	54
	$474.57
	$595.90
	$762.60

	55
	$503.55
	$629.49
	$816.72

	56
	$540.19
	$675.41
	$870.84

	57
	$577.18
	$721.76
	$934.80

	58
	$622.49
	$776.52
	$1,008.60

	59
	$668.19
	$839.72
	$1,087.32

	60
	$722.30
	$903.44
	$1,170.96

	61
	$776.87
	$975.68
	$1,264.44

	62
	$835.93
	$1,048.51
	$1,362.84

	63
	$909.53
	$1,145.28
	$1,485.84

	64
	$992.02
	$1,247.26
	$1,613.76

	65
	$1,077.91
	$1,354.58
	$1,756.44

	66
	$1,172.56
	$1,472.49
	$1,913.88

	67
	$1,276.07
	$1,603.49
	$2,081.16

	68
	$1,412.37
	$1,779.48
	$2,322.24

	69
	$1,575.08
	$1,979.13
	$2,583.00

	70
	$1,754.91
	$2,207.30
	$2,878.20

	71
	$1,962.10
	$2,462.77
	$3,207.84

	72
	$2,188.32
	$2,745.97
	$3,576.84

	73
	$2,413.69
	$3,040.44
	$3,936.00

	74
	$2,658.09
	$3,368.27
	$4,334.52

	75
	$2,934.86
	$3,730.21
	$4,777.32

	76
	$3,245.07
	$4,127.01
	$5,259.40

	77
	$3,589.14
	$4,571.51
	$5,790.76

	78
	$4,000.29
	$5,093.26
	$6,435.28

	79
	$4,452.28
	$5,677.36
	$7,153.60

	80
	$4,957.50
	$6,328.35
	$7,950.64

	81
	$5,524.62
	$7,065.07
	$8,836.24

	82
	$6,150.23
	$7,883.56
	$9,820.24

	83
	$6,698.27
	$8,583.79
	$10,622.20

	84
	$7,290.02
	$9,332.78
	$11,488.12

	85
	$8,214.34
	$10,442.14
	$12,427.84

	86
	$8,930.08
	$11,338.00
	$13,446.28

	87
	$9,702.70
	$12,319.18
	$14,543.44

	88
	$10,546.42
	$13,380.94
	$15,734.00

	89
	$11,461.24
	$14,532.68
	$17,018.12


Rulemaking Authority 627.9408(1) FS. Law Implemented 627.9407(7) FS. History–New 11-1-07, Amended 5-31-09, 7-19-10.
69O-157.303 Home Health Care Only Rates.

(1) The following maximum new business rates are effective for 2010 rate increase filings and for 2011 rate filings until new rates are published. These annual rates are appropriate for: 

(a) Tax qualified policies;

(b) A benefit of $100/day;

(c) An elimination period of 0 days;
(d) Policies offering Restoration of Benefits, and

(e) Sales in Hillsborough County. For all other counties, the rate from this table should be adjusted by the insurer’s current area factor applicable in that county relative to the insurer’s area factor in Hillsborough County.
(f) Insurers who did not use area factors in the closed blocks for which a rate change is being requested may calculate the new business rate as a weighted average of the Hillsborough and the South Florida area factors, where the weights used are in-force premium by county. For the purposes of this calculation, the South Florida area factors are those that apply in Broward, Miami-Dade and Palm Beach county. The South Florida area factor is equal to 1.34.

(2) Home Health Care Only Rates:
	Issue Age
	3-Yr Benefit Period
	5-Yr. Benefit Period
	Unlimited Benefit Period

	30
	$300.45
	$352.73
	$389.82

	31
	$300.45
	$352.73
	$389.82

	32
	$300.45
	$352.73
	$389.82

	33
	$300.45
	$352.73
	$389.82

	34
	$300.45
	$352.73
	$389.82

	35
	$317.66
	$375.46
	$422.76

	36
	$317.66
	$375.46
	$422.76

	37
	$317.66
	$375.46
	$422.76

	38
	$317.66
	$375.46
	$422.76

	39
	$317.66
	$375.46
	$422.76

	40
	$346.34
	$409.72
	$461.16

	41
	$346.34
	$409.72
	$461.16

	42
	$346.34
	$409.72
	$461.16

	43
	$346.34
	$409.72
	$461.16

	44
	$346.34
	$409.72
	$461.16

	45
	$386.64
	$466.71
	$526.90

	46
	$386.64
	$466.71
	$526.90

	47
	$386.64
	$466.71
	$526.90

	48
	$386.64
	$466.71
	$526.90

	49
	$386.64
	$466.71
	$526.90

	50
	$436.88
	$527.53
	$597.11

	51
	$448.35
	$544.59
	$613.51

	52
	$465.56
	$555.95
	$635.44

	53
	$477.03
	$578.69
	$657.38

	54
	$494.39
	$595.90
	$679.24

	55
	$548.14
	$660.38
	$743.00

	56
	$575.78
	$687.87
	$785.99

	57
	$609.32
	$726.42
	$829.12

	58
	$653.14
	$780.94
	$888.01

	59
	$696.96
	$830.39
	$947.05

	60
	$735.72
	$890.59
	$1,006.01

	61
	$785.28
	$945.26
	$1,065.22

	62
	$834.99
	$1,000.32
	$1,129.72

	63
	$905.94
	$1,092.84
	$1,226.03

	64
	$977.57
	$1,185.44
	$1,333.02

	65
	$1,060.15
	$1,283.72
	$1,434.80

	66
	$1,142.73
	$1,376.79
	$1,542.04

	67
	$1,225.23
	$1,480.75
	$1,654.74

	68
	$1,329.72
	$1,606.53
	$1,788.57

	69
	$1,440.02
	$1,743.20
	$1,933.48

	70
	$1,555.98
	$1,880.50
	$2,083.78

	71
	$1,677.68
	$2,028.54
	$2,239.54

	72
	$1,799.38
	$2,177.21
	$2,406.31

	73
	$1,941.59
	$2,345.20
	$2,576.68

	74
	$2,083.65
	$2,518.49
	$2,752.65

	75
	$2,236.67
	$2,697.93
	$2,939.17

	76
	$2,390.27
	$2,882.58
	$3,126.07

	77
	$2,543.88
	$3,067.70
	$3,318.37

	78
	$2,746.01
	$3,306.02
	$3,557.64

	79
	$2,948.15
	$3,549.56
	$3,802.46

	80
	$3,161.83
	$3,793.49
	$4,042.05

	81
	$3,381.25
	$4,054.16
	$4,297.79

	82
	$3,606.40
	$4,315.21
	$4,559.00

	83
	$3,836.78
	$4,586.24
	$4,825.18

	84
	$4,078.18
	$4,862.95
	$5,107.51

	85
	$4,325.84
	$5,145.89
	$5,384.62

	86
	$4,584.46
	$5,439.74
	$5,678.03

	87
	$4,843.59
	$5,739.26
	$5,971.53

	88
	$5,281.80
	$6,238.12
	$6,427.23

	89
	$5,720.53
	$6,742.59
	$6,888.32


Rulemaking Authority 627.9408(1) FS. Law Implemented 627.9407(7) FS. History–New 11-1-07, Amended 5-31-09, 7-19-10.
69O-157.304 Comprehensive Only Rates.

(1) The following maximum new business rates are effective for 2010 rate increase filings and for 2011 rate filings until new rates are published. These annual rates are appropriate for: 

(a) Tax qualified policies;

(b) A benefit of $100/day;

(c) An elimination period of 90 days;

(d) Policies offering Restoration of Benefits, and

(e) Sales in Hillsborough County. For all other counties, the rate from this table should be adjusted by the insurer’s current area factor applicable in that county relative to the insurer’s area factor in Hillsborough County.
(f) Insurers who did not use area factors in the closed blocks for which a rate change is being requested may calculate the new business rate as a weighted average of the Hillsborough and the South Florida area factors, where the weights used are in-force premium by county. For the purposes of this calculation, the South Florida area factors are those that apply in Broward, Miami-Dade and Palm Beach county. The South Florida area factor is equal to 1.00.

(2) Comprehensive Only Rates:
	Issue Age
	3-Yr Benefit Period
	5-Yr. Benefit Period
	Unlimited Benefit Period

	30
	$338.04
	$424.62
	$551.77

	31
	$339.55
	$426.64
	$553.82

	32
	$341.12
	$438.88
	$556.47

	33
	$352.01
	$441.06
	$559.25

	34
	$353.68
	$443.59
	$562.12

	35
	$372.21
	$466.26
	$609.39

	36
	$373.99
	$468.92
	$613.04

	37
	$376.10
	$471.68
	$616.87

	38
	$387.27
	$474.83
	$620.85

	39
	$389.53
	$487.62
	$625.03

	40
	$401.94
	$511.06
	$666.22

	41
	$406.86
	$516.21
	$677.58

	42
	$410.98
	$520.70
	$686.36

	43
	$424.26
	$525.26
	$696.61

	44
	$428.32
	$540.20
	$706.05

	45
	$435.39
	$555.82
	$737.53

	46
	$447.54
	$560.69
	$749.12

	47
	$452.53
	$566.29
	$760.44

	48
	$467.40
	$572.59
	$773.49

	49
	$473.01
	$589.03
	$798.54

	50
	$479.26
	$595.61
	$813.68

	51
	$505.23
	$623.11
	$835.17

	52
	$513.39
	$649.76
	$864.38

	53
	$538.24
	$668.55
	$893.83

	54
	$556.76
	$686.10
	$923.80

	55
	$576.17
	$705.82
	$953.92

	56
	$613.07
	$763.28
	$1,013.97

	57
	$644.96
	$814.10
	$1,077.32

	58
	$685.09
	$865.63
	$1,142.80

	59
	$727.89
	$918.63
	$1,225.21

	60
	$770.32
	$982.63
	$1,295.72

	61
	$837.63
	$1,054.63
	$1,407.63

	62
	$902.26
	$1,125.02
	$1,517.18

	63
	$970.76
	$1,216.48
	$1,641.04

	64
	$1,037.79
	$1,289.00
	$1,754.64

	65
	$1,115.07
	$1,381.69
	$1,897.16

	66
	$1,227.95
	$1,534.96
	$2,109.14

	67
	$1,363.32
	$1,701.42
	$2,340.31

	68
	$1,500.23
	$1,865.03
	$2,577.06

	69
	$1,633.30
	$2,052.92
	$2,819.57

	70
	$1,789.01
	$2,248.85
	$3,075.07

	71
	$2,018.76
	$2,528.81
	$3,470.22

	72
	$2,256.08
	$2,812.66
	$3,900.29

	73
	$2,512.25
	$3,130.51
	$4,333.65

	74
	$2,787.33
	$3,470.24
	$4,800.53

	75
	$3,076.60
	$3,832.91
	$5,298.58

	76
	$3,443.00
	$4,280.81
	$5,959.12

	77
	$3,835.70
	$4,784.33
	$6,705.56

	78
	$4,226.95
	$5,296.16
	$7,436.47

	79
	$4,655.32
	$5,816.66
	$8,167.71

	80
	$5,033.64
	$6,283.38
	$9,137.19

	81
	$5,957.64
	$7,384.25
	$9,856.49

	82
	$6,462.62
	$8,016.60
	$10,649.85

	83
	$7,047.04
	$8,737.67
	$11,569.42

	84
	$7,672.15
	$9,524.34
	$12,583.26

	85
	$8,275.28
	$10,351.15
	$13,731.52

	86
	$9,225.98
	$11,509.12
	$15,353.86

	87
	$9,960.46
	$12,463.27
	$16,617.84

	88
	$10,770.06
	$13,480.85
	$17,971.04

	89
	$11,635.34
	$14,571.84
	$19,424.16


Rulemaking Authority 627.9408(1) FS. Law Implemented 627.9407(7) FS. History–New 11-1-07, Amended 5-31-09, 7-19-10.
