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69O-203.010 Scope.

The following rules developed by the Office of Insurance Regulation govern the issuance of a Certificate of Authority and the operation of a prepaid limited health service organization pursuant to the authority set forth in Chapter 636, F.S.

Rulemaking Authority 636.067 FS. Law Implemented Chapter 636 FS. History–New 11-15-94, Formerly 4-203.010.

69O-203.013 Definitions for the Purpose of These Rules.

(1) All terms defined in the Prepaid Limited Health Service Organization Act, Chapter 636, F.S., which are used in these rules shall have the same meaning as in the Act.

(2) Advertising. This includes, but is not limited to, printed and published material, descriptive literature and sales aids, sales talks and sales materials, booklets, forms and pamphlets, illustrations, depictions and form letters, newspaper, radio, television, or direct mail advertising. This includes any material or information intended to solicit or induce membership or the purchase of a limited health service plan.

(3) Co-payment. A specific dollar amount or percentage discount as specified in a subscriber contract, except as otherwise provided for by statute, that the subscriber must pay upon receipt of covered health care services.

(4) Emergency Services. Services which are needed immediately because of an injury or unforeseen medical condition as provided for in the Subscriber Contract.

(5) PLHSO. Prepaid Limited Health Service Organization shall be abbreviated as PLHSO in these rules.

(6) Premium. The contracted sum paid by or on behalf of a subscriber or group of subscribers on a prepaid per capita or a prepaid aggregate basis for limited health services rendered by or through the PLHSO.

(7) Complete Application. An application for a certificate of authority that contains all of the items specified in Rule 69O-203.020, F.A.C., and Form OIR-1119 (rev. 8/94) “Application for Certificate of Authority,” incorporated by reference in Rule 69O-203.100, F.A.C. The application must be completed in accordance with Chapter 636, F.S., and these rules in the manner specified within the application in order for each individual item to be considered complete for the purpose of determining that a properly completed application has been filed.

(8) Waiting Period. Waiting period shall relate to that period of time which may be specified in the contract and which must follow the date a person is initially covered under the contract before coverage shall become effective as to such person.

(9) Pre-Existing Condition or Illness. A condition, or symptoms thereof, which was diagnosed and for which the individual received medical advice or treatment from a physician within a 3 month period preceding the effective date of coverage.

(10) Prepayment. Any premium paid by or on behalf of a subscriber which entitles the subscriber to access to limited health services.

Rulemaking Authority 636.067 FS. Law Implemented 636.003, 636.008, 636.009, 636.015, 636.016 FS. History–New 11-15-94, Formerly 4-203.013.

69O-203.020 Application for Certificate of Authority.

An application, Form number OIR-C1-1119, incorporated by reference, in Rule 69O-203.100, F.A.C., accompanied by the appropriate filing fee, shall be completed by each entity desiring to obtain a certificate of authority as a PLHSO. The applicant shall specify in the application the contact person or persons for the PLHSO for purposes of corresponding between the Office and the PLHSO concerning the application. During the investigation of the application, only contact persons specified by the PLHSO shall be permitted access to the application materials submitted. The applicant shall address correspondence to the Application Coordination Section, Insurer Services Support, Office of Insurance Regulation, Tallahassee, Florida 32399-0332. The Office shall accept and begin its investigation of an application promptly after receiving it. All application reviews will be conducted pursuant to Chapter 120, F.S.

Rulemaking Authority 636.067 FS. Law Implemented 636.007, 636.008, 636.009 FS. History–New 11-15-94, Formerly 4-203.020.

69O-203.021 Standards for Fingerprint Cards for New Applicants and Acquisition Applications.

(1) Fingerprints shall be submitted only on a card, for which instructions are adopted in subsection 69O-203.100(9), F.A.C., provided by the Office of Insurance. Others will not be accepted.

(2) The Office has adopted Form OIR-938 (rev. 4/91), incorporated by reference in Rule 69O-203.100, F.A.C., which provides instructions on how fingerprint cards are to be completed.

Rulemaking Authority 636.067 FS. Law Implemented 636.007, 636.008 FS. History–New 11-15-94, Formerly 4-203.021.

69O-203.022 Co-payment.

If required by the PLHSO, co-payments will be paid when health care services and benefits are rendered. The PLHSO or contracted provider may assess a usual co-payment, as provided for in the benefits schedule, when a subscriber fails to appear for an office visit or appointment, provided this is a standard procedure.

Rulemaking Authority 636.067 FS. Law Implemented 636.016 FS. History–New 11-15-94, Formerly 4-203.022.

69O-203.023 Governing Body.

(1) Each PLHSO shall have a governing body that sets policy and has overall responsibility for the organization, including the following:

(a) Adopting organizational by-laws, rules and regulations, or similar form of document which provides a clear, concise statement of the mission, goals, and objectives of the organization.

(b) Adopting a quality assurance program that monitors the key areas of the health care delivery, to identify problems and opportunities to improve the delivery of quality health care services.

(c) Maintaining an ongoing quality assurance credentialing program.

(2) Nothing in this rule shall prohibit the designation of qualified management personnel to implement the provisions of subsection (1), and to manage the operation of the PLHSO in the geographic area or areas serviced. The relationship between management personnel and the governing body shall be set forth in writing, including each person’s authority, responsibilities, and functions.

(3) Biographical statements and character reports are required to be submitted to the Office, and shall also be included in the application for a Certificate of Authority (COA) on the following persons:

(a) All officers who are identified by the Office as officers who are responsible for conducting the affairs of the PLHSO and any other individuals who have policy decision making authority.

(b) All officers and directors of any parent or subsidiary corporation of the PLHSO, if applicable, and of any holding company having control over the PLHSO.

(c) All officers and directors of any external management company contracted with the PLHSO, if they are responsible for conducting the affairs of the PLHSO.

(d) This reporting requirement is of a continuing nature and also applies to individuals who, subsequent to the date of application for a COA, become associated with a PLHSO and meet any of the qualifications for requiring biographical statements and character reports.

(4) Abbreviated biographical statements will be required to be submitted to the Office every two years for those persons for whom biographical information is required.

Rulemaking Authority 636.067 FS. Law Implemented 636.005, 636.008 FS. History–New 11-15-94, Formerly 4-203.023.

69O-203.025 Human Immunodeficiency Virus Infection (HIV) and Acquired Immune Deficiency Syndrome (AIDS) for Contract Purposes.

(1) A PLHSO may inquire whether a person has been tested positive for exposure to the HIV infection or been diagnosed as having AIDS or ARC caused by the HIV infection or other sickness or medical condition derived from such infection. A PLHSO shall not inquire whether a person has been tested for or has received a negative result from a specific test for exposure to the HIV infection or for a sickness or medical condition derived from such infection.

(2) A PLHSO contract shall not exclude coverage of a member of a subscriber group because of a positive test result for exposure to the HIV infection or a specific sickness or medical condition derived from such infection, either as a condition for or subsequent to the issuance of the contract, provided that this prohibition shall not apply to persons applying for enrollment where individual underwriting is otherwise allowed by law.

(3) No PLHSO contract shall exclude or limit coverage for exposure to the HIV infection or a specific sickness or medical condition derived from such infection.

Rulemaking Authority 636.067 FS. Law Implemented 636.016, 636.019, 636.022 FS. History–New 11-15-94, Formerly 4-203.025.

69O-203.026 Standards for Subscriber Contracts.

(1) Group and nongroup subscriber contracts shall include all elements contained in this section.

(a) Definitions;

(b) Effective date and term of contract;

(c) Space for rate to be charged;

(d) Mode of payment (monthly, quarterly, etc. with provision for change of mode if applicable);

(e) Eligibility requirements for enrollment, including waiting periods for receiving services and any other restrictions;

(f) Grace period for late payment;

(g) Co-payment features, if any;

(h) Renewal, re-enrollment, termination, cancellation and disenrollment conditions;

(i) Services to be furnished and how the medical personnel will be made available;

(j) The contract, certificate, or handbook shall state where and in what manner the health care services may be obtained;

(k) Factors pertaining to pre-existing conditions, if applicable;

(l) All limitations, exclusions and exceptions, limitations on length of stay, and all other qualifying or limiting features which shall state coverage for pre-existing conditions cannot be excluded longer than two years;

(m) Provisions regarding in and out of area emergencies, which includes a definition of emergency, if applicable;

(n) Provisions for adding new family members including newborn and adopted children;

(o) Subscriber grievance procedures, formal and informal;

(p) Any other factors necessary for complete understanding of what is covered and what is excluded by the contract;

(q) Provisions relating to coordination of benefits if applicable;

(r) Provisions relating to subrogation, if applicable;

(s) Any applicable arbitration provision which shall state that any arbitration is voluntary and shall be conducted pursuant to Chapter 682, F.S.; and,
(t) Conversion and extension of benefit privileges.

(2) Group master contracts shall contain complete information as above, but a certificate or member handbook may be issued to the individual members of the group in lieu of the group master contract.

(3) Non-group contracts shall contain the entire agreement between the PLHSO and the subscriber.

(4) Each PLHSO that offers a group plan within this state will offer at least one open enrollment period of not less than 30 days every 18 months. Such open enrollment periods are required for as long as the group exists unless the PLHSO and the employer mutually agree to a shorter period of time than 18 months.

(5) All contracts, certificates, and member handbooks shall be clear and legible. All limitations, exclusions, and exceptions shall be grouped together, with captions in boldfaced type, and shall be printed with at least the same prominence as provisions which describe the benefits.

(6) Contracts that contain limitations, exclusions, and/or exceptions cannot restrict those health care services that are commonly provided in the covered limited health service and which subscribers might reasonably require to maintain good health, or create provisions which are unfair, inequitable, or contrary to the public policy of this state or encourage misrepresentation.

Rulemaking Authority 636.067 FS. Law Implemented 636.016, 636.019, 636.022, 636.026, 636.034 FS. History–New 11-15-94, Formerly 4-203.026.

69O-203.028 Certificate and Member Handbook Standards.

When certificates or member handbooks are given to the subscriber in lieu of a subscriber contract, the certificate or member handbook shall contain a description of the following:

(1) Definition;

(2) Eligibility requirements for enrollment, including waiting periods for receiving services and any other limitations;

(3) Health care services to be provided;

(4) Renewal, re-enrollment, termination, cancellation, and disenrollment conditions;

(5) Provisions for adding new family members;

(6) Benefits for newborn and adopted children;

(7) Grace period;

(8) Limitations, exceptions, or exclusions, such as waiting periods, specific conditions not covered, and limitations on length of stay and all other qualifying or limiting features;

(9) Provisions relating to pre-existing conditions, if applicable; NOTE: Pre-existing conditions cannot be excluded for longer than two years;

(10) Provisions relating to coordination of benefits;

(11) Provisions relating to subrogation;

(12) Any applicable arbitration provisions which shall state that any arbitration is voluntary and shall be conducted pursuant to Chapter 682, F.S.;

(13) Conversion and extension of benefits privileges;

(14) Subscriber grievance procedures, formal and informal; and,
(15) Any applicable co-payments.

Rulemaking Authority 636.067 FS. Law Implemented 636.016, 636.027, 636.028 FS. History–New 11-15-94, Formerly 4-203.028.

69O-203.035 Reasons for Cancellation of Eligibility of a Subscriber Member.

Upon 45 days notice, a PLHSO may cancel or terminate the coverage of a subscriber for the following reasons:

(1) The PLHSO may disenroll a subscriber for cause if the subscriber’s behavior is disruptive, unruly, abusive, unlawful, fraudulent, or uncooperative to the extent that the subscriber’s continuing participation in the PLHSO seriously impairs the PLHSO’s ability to provide services to either the subscriber or other subscribers. The PLHSO may also cancel or terminate the coverage of a subscriber for the other reasons enumerated in Section 636.028, F.S. Prior to disenrolling a member, the following are required:

(a) An effort to resolve the problem. The PLHSO shall make a reasonable effort to resolve the problem presented by the subscriber, including the use or attempted use of subscriber grievance procedures.

(b) Consideration of extenuating circumstances. The PLHSO should ascertain that the subscriber’s behavior is not related to the use of medical services or mental illness to the extent possible.

(c) Documentation. The PLHSO shall document the problems, efforts, and medical conditions as described in this rule chapter;

(2) The PLHSO may provide that termination of eligibility will result if:

(a) The subscriber leaves the geographical service area of the PLHSO with the intent to relocate or establish a new residence on a permanent basis outside of the PLHSO’s geographic service area;

(b) A dependent of the subscriber reaches the limiting age under the PLHSO contract, provided that the termination shall only apply to coverage of the dependent.

Rulemaking Authority 636.067 FS. Law Implemented 636.028 FS. History–New 11-15-94, Formerly 4-203.035.

69O-203.036 Cancellation of Subscriber Contracts.

(1) If the subscriber group contract is not renewed due to claim experience, the subscriber group shall be entitled to receive the loss experience of the group. If requested by a subscriber group, a detailed claim experience record may be provided at a reasonable expense. The record shall maintain subscriber confidentiality.

(2) Any subscriber contract which is terminated or cancelled in accordance with Section 636.028, F.S., must identify clearly the reason(s) in writing to the subscriber.

Rulemaking Authority 636.067 FS. Law Implemented 636.028 FS. History–New 11-15-94, Formerly 4-203.036.

69O-203.042 Filing, Approval of Subscriber Contract and Related Forms.

(1) Every group or individual subscriber contract and every rider, endorsement, certificate, application, or other form to be used or issued in connection with any subscriber contract shall be filed by the PLHSO for approval by the Office before it may be delivered in this state, pursuant to the criteria in Section 636.018, F.S. 

(2) Every form required to be filed by the PLHSO shall be identified by a unique form number, placed in the lower left hand corner of each form.

(3) Filing Format for All Forms. PLHSOs in possession of a Certificate of Authority shall submit contract filings to the Office electronically through http://www.floir.com/iportal. A filing shall consist of one copy of each of the following items:

(a) A brief letter explaining the type and nature of the filing. The letter shall indicate if the filing is for a new product, or a resubmission. If the filing is a resubmission, the letter shall indicate when the previous filing was submitted, the Florida filing number, and the date of the disapproval. 

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

(c) The form being submitted by the PLHSO for approval.

(d) An actuarial memorandum consistent with the requirements of Rule 69O-203.045, F.A.C. 

(e) Rate pages that define all proposed rates, rating factors, and methodologies for determining rates applicable in the state. 

Rulemaking Authority 636.067 FS. Law Implemented 624.424, 636.016, 636.017, 636.018 FS. History–New 11-15-94, Amended 9-23-02, 6-19-03, Formerly 4-203.042, Amended 7-30-17.

69O-203.045 Rates.

(1) Before charging premiums to subscribers, a PLHSO shall file the rating methodology by which those premiums were determined with the Office. The Office must approve the methodologies and premium rates before use. Filings of rating methodologies shall provide adequate information, so that the Office, in accordance with generally accepted actuarial principles as applied to Prepaid Limited Health Service Organizations, may verify that the rating methodology does not produce inadequate, excessive, or unfairly discriminatory premiums. The Office will consider the limited services provided, the method in which services are provided, and the method of provider payment to determine whether a rate is in compliance.

(2) All rate classifications should be clearly identified, and the formulas and/or methods of calculating premiums adequately described.

(3) An actuarial memorandum shall be provided for each new product filing, rate revision or justification of existing rates. The pricing assumptions shall reflect organizational experience to the degree credible and industry experience where organizational experience is not credible, available or appropriate. All such items shall be actuarially justified by supporting data. In reviewing these assumptions, the Office will use, as an initial point of reference, comparisons of the assumptions with those from similar products of the same organization, similar products of other organizations and independent studies. The memorandum must contain the following items:

(a) Morbidity. This section shall describe the morbidity basis for the plan, including the source or sources used. The relationship between the morbidity assumptions and the benefits provided by the contract must be clearly demonstrated.

(b) Expenses. This section shall include a description of any expense assumptions used, including, but not limited to, per policy and percentage of premium expenses for acquisition, maintenance, commissions and state premium taxes.

(c) Contingency and Risk Margins. This section shall describe the margins anticipated for the contract at the time of the filing.

(4) To determine whether premium rates are excessive, the Office shall consider all items presented in the actuarial memorandum. In addition, significant attention shall be paid to the results provided in the organization’s financial reports made with the Office.

(5) Rates are inadequate if the anticipated or actual revenues derived from the rating structure plus investment income are not at least equal to the anticipated or actual costs of benefits provided during the period for which the rates are to be effective plus the contract’s expenses. For this analysis, investment income shall not exceed 3% of total projected revenues.

(6) Premiums are unfairly discriminatory if the benefit or expense portion of the premium is inadequate or excessive for any subgroup of risks.

(7) Rate filings shall be signed by a qualified actuary, who shall be a member of either the Society of Actuaries or the American Academy of Actuaries, and who is experienced in the development of rating methodologies for PLHSOs, or a qualified employee. Such rate filings shall include a certification that:

(a) The rates are neither inadequate nor excessive nor unfairly discriminatory;

(b) The rates are appropriate for the classes of risks for which they have been computed.

(8) Filing Format for All Rate Filings. A filing shall consist of one copy of each of the following:

(a) A brief letter explaining the type and nature of the filing. The letter shall indicate if the filing is for a new product, a rate revision, or a resubmission. If the filing is a resubmission, the letter shall indicate when the previous filing was submitted, the Florida filing number, and the date of the disapproval. 

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

(c) An actuarial memorandum, consistent with the requirements of Rule 69O-203.045, F.A.C.

(d) Rate pages that define all proposed rates, rating factors, and methodologies for determining rates applicable in the state.

(9) Filings shall be submitted electronically to http://www.floir.com/iportal.

Rulemaking Authority 636.067 FS. Law Implemented 624.424, 636.017, 636.018, 636.043 FS. History–New 11-15-94, Amended 9-23-02, Formerly 4-203.045, Amended 7-30-17.

69O-203.048 Standards for Marketing.

All sales people or representatives of the PLHSO engaged in soliciting subscribers are bound by the advertising rules set forth in Rule 69O-203.050, F.A.C. The PLHSO is initially, and continues to be, as long as they hold a Certificate of Authority, responsible for the acts of its representatives in soliciting subscribers.

Rulemaking Authority 636.067 FS. Law Implemented 636.044 FS. History–New 11-15-94, Formerly 4-203.048.

69O-203.050 Form and Content of Advertisements.

(1) Advertising must be truthful and not misleading in fact or implication. Words or phrases shall be clear and understandable without reliance upon technical terminology.

(2) Testimonials or Endorsements by Third Parties. If the person making a testimonial, an endorsement, or an appraisal has a financial interest in the PLHSO or in a related entity as a stockholder, director, officer, employee, compensated party, or otherwise, such fact shall be disclosed in the advertisement.

(3) Use of Statistics.

(a) An advertisement relating to the dollar amounts of claims paid, the number of subscribers, or similar statistical information relating to any PLHSO or contract shall not use irrelevant facts, and shall not be used unless it accurately reflects all of the relevant facts. Such an advertisement shall not imply that such statistics are derived from the contract advertised unless such is the fact. If the statistics are applicable to other contracts or plans the advertisement shall specifically so state.

(b) An advertisement shall not represent or imply that claim settlements or coverages by the PLHSO are more liberal or generous, or will be more favorable than the actual terms of the contract.

(c) The source of any statistics used in an advertisement shall be identified in the advertisement.

(4) Disparaging Comparisons and Statements. Advertising shall not directly or indirectly make false comparisons of contracts or benefits of other PLHSOs or insurers, and shall not unfairly disparage competitors, their contracts, policies, services, or business methods, and shall not unfairly disparage competing methods or marketing PLHSO products or insurance.

(5) Geographical Licensing and Status of PLHSO.

(a) An advertisement which is likely to be seen or heard beyond the limits of the geographical service area in which the PLHSO is licensed shall not imply licensing beyond those limits.

(b) An advertisement shall not create the impression directly or indirectly that the PLHSO, its financial condition or status, the payment of its claims, the merits, desirability, or advisability of its contract forms, or the PLHSO’s coverage plans are endorsed by any division or agency of this State or of the United States Government.

(6) Identity of PLHSO.

(a) All advertisements must contain the full name of the PLHSO as filed with the Office and as shown on the PLHSO’s Certificate of Authority.

(b) The full name and address of the PLHSO shall be identified and made clear in all of its printed advertisements. An advertisement shall not use a trade name, any PLHSO designation, the name of the parent company of the PLHSO, the name of a particular division of the PLHSO, a service mark, slogan, symbol, or other device that misleads or deceives as to the true identity of the PLHSO.

(c) No advertisement shall use any combination of words, symbols, or physical materials which by their contents, phraseology, shape, color, or other characteristics are so similar to materials used by agencies of the federal government or of this State, or which would tend to confuse or mislead prospective subscribers into believing that the solicitation is in some manner connected with an agency of the municipal, state, or federal government.

(7) Statements about a PLHSO.

(a) An advertisement shall not contain statements which are untrue, or by implication misleading, with respect to the assets, corporate structure, financial standing, age, or relative position of the PLHSO in the Prepaid Limited Health Service Organization type insurance business.

(b) An advertisement shall not refer to a holding company or subsidiary of a PLHSO unless it fully discloses that it is a separate entity and not responsible for the PLHSO’s financial condition or contractual obligations. However, if the holding company or subsidiary of the PLHSO is a qualified, approved guaranteeing organization for the PLHSO, this may be stated.

(8) Exceptions, Reductions, and Limitations. When an advertisement states a dollar amount, or a period of time for which any benefit, or the condition for which such benefit is covered, the advertisement shall also state the existence of exceptions, reductions, and limitations affecting the basic provisions of the contract without which reference the advertisement might have the capacity or tendency to mislead or deceive.

(9) Deceptive Words, Phrases, or Illustrations Prohibited.

(a) Words, phrases, or illustrations shall not be used in a manner through which they mislead or have the capacity or tendency to deceive or mislead.

(b) No advertising shall omit or give false information, contain untrue, deceptive, or misleading words, phrases, statements, references, or illustrations as to the contract benefits, health conditions covered, or premium rate.

(c) An advertisement shall not contain descriptions of a contract limitation, exception, or reduction, worded in a positive manner to imply that it is a benefit. Words and phrases used in an advertisement to describe such contract limitations, exceptions, and reductions shall fairly and accurately describe the negative features of such limitations, exceptions, and reductions of the contract offered.

Rulemaking Authority 636.067 FS. Law Implemented 636.033, 636.048, 636.058, 636.059, 641.3903 FS. History–New 11-15-94, Formerly 4-203.050.

69O-203.052 Advertisement Enforcement Procedures.

Each PLHSO shall maintain at its home or principal office a complete file containing every printed, published, or prepared advertisement of its health benefit coverage in this State, with a notation attached to each such advertisement indicating the manner and extent of distribution and the form number of any policy advertised. Each piece of advertising shall have a unique number or designation which will readily identify it from all other advertising. Such file shall be subject to inspection by the Office of Insurance Regulation. All such advertisements shall be maintained in said file for a period of at least three years.

Rulemaking Authority 636.067 FS. Law Implemented 636.039, 636.048, 636.058 FS. History–New 11-15-94, Formerly 4-203.052.

69O-203.055 Claim Payments.

In order to assure subscriber reimbursement, when applicable, and to prevent unauthorized billing by providers to the subscribers of the PLHSO, the PLHSO shall pay promptly all valid claims from subscribers or providers. The following standards shall apply, and failure to meet these standards shall be cause for examination as provided by Section 636.039, F.S. 

(1) Each PLHSO shall pay claims for authorized referrals within 30 days of receipt by the PLHSO of the claim from the referral provider. If additional information is needed, the PLHSO shall request the additional information in writing within 30 days of receipt of the claim. If additional information is requested, the PLHSO shall affirm and pay any clean claim within 30 days of receipt of the additional information.

(2) Each PLHSO shall pay claims for emergency services within 30 days from receipt of the claim unless additional information is requested to evaluate the claim. If additional information is needed, the PLHSO shall request the additional information in writing within 30 days of receipt of the claim. Each PLHSO shall affirm and pay any valid claim within 30 days of receipt of the additional information, or deny coverage of the claim within the same 30 day period. If the claim is denied, the PLHSO shall provide written justification for the denial to both the subscriber and to any providers involved.

Rulemaking Authority 636.067 FS. Law Implemented 636.059, 641.3903 FS. History–New 11-15-94, Formerly 4-203.055.

69O-203.060 Insurance ‒ General Liability and Medical Malpractice.

(1) Each PLHSO, in order to obtain its Certificate of Authority, shall furnish evidence of adequate insurance coverage or an adequate plan of self-insurance to respond to claims for injuries arising out of the furnishing of limited health services. Once the PLHSO obtains its Certificate of Authority, it shall maintain on file with the Office continued evidence of adequate insurance coverage or evidence of the continuation of the self-insurance plan. Any reduction in the insurance coverage for the PLHSO shall be submitted to and approved by the Office prior to the time at which the reduction takes place. Evidence of the existence of the approved insurance plan shall also be submitted with each annual report. The medical malpractice or professional liability insurance shall insure coverage for the PLHSO, and also the professional personnel, if applicable.

(2) The Office of Insurance Regulation shall be listed on General Liability and Medical Malpractice or Professional Liability insurance policies such that the Office shall receive written notification of any reduction of coverage, cancellation, non-renewal, or termination of any insurance policy required by Florida Statutes or these rules. Except for non-payment of premium, each agreement shall remain in full force and effect until replaced or for at least 30 days following written notification to the Office by registered mail of cancellation, termination, or any substantial change in the policy by either party. If coverage is cancelled or terminated due to non-payment of premium, coverage shall remain in full force and effect for at least ten days following written notification to the Office by registered mail.

(3) Medical Malpractice or Professional Liability. Adequate insurance coverage is defined as follows: 

	Entity
	Minimum Limits

	
	Occurrence/Aggregate

	Dental Care Service
	$500,000/$500,000

	Vision Care Service
	$500,000/$500,000

	Pharmaceutical Service
	$500,000/$500,000

	All Other Services
	$1,000,000/$1,000,000


If the level of insurance required above exceeds what is available in the insurance market, the required level of coverage will be the maximum available under market conditions. Maximum coverage available under market conditions is subject to Office verification and approval.

(4) General Liability. Adequate insurance coverage is defined as follows: 

	Entity
	Minimum Limits

	
	Occurrence/Aggregate

	All Services
	$500,000/$1,000,000


If the level of insurance required above exceeds what is available in the insurance market, the required level of coverage will be the maximum available under market conditions. Maximum coverage available under market conditions is subject to Office verification and approval.

(5) Self-Insurance.

(a) Any PLHSO choosing to implement a self-insurance plan shall support its proposed plan for self-insurance by filing with the Office an actuarial study prepared by a qualified actuary as defined in Section 636.003(11), F.S., or supervised by an actuary who is a member of the Casualty Actuarial Society.

1. The actuarial study shall establish a funding level based on the following factors:

a. Past and prospective loss and expense experience of other PLHSOs and other health care providers with similar exposure;

b. The prior claims experience of the PLHSO;

c. A risk loading sufficient to reduce the probability of the need for additional funding of the self-insurance plan for any policy year to 10% or less;

d. Administrative expenses necessary to administer the self-insured plan.

2. The actuarial study shall state the reserves needed for:

a. The expected amount of unpaid losses including losses that are incurred but not reported;

b. The expected amount of unpaid loss adjustment expense, including expenses associated with losses that are incurred but not reported;

c. The expected amount of administrative expense. The study shall include funding levels for past periods with outstanding liabilities and the current year.

3. The PLHSO shall also submit an updated actuarial study to the Office with each annual report.

(b) Each PLHSO shall purchase insurance or establish a self-insurance plan or a combination thereof to adequately fund for medical malpractice or professional liability claims pursuant to the annual actuarial study.

(c) If the PLHSO uses a self-insurance plan to meet these requirements, periodic payments shall be made by the PLHSO to an escrow account in the amount and frequency required by the actuarial study.

(d) The investment medium used shall be capable of producing the income rate assumed actuarially.

(e) Self-insurance plans shall comply with Section 627.4147, F.S.

(f) Escrow Account.

1. An escrow account shall be established to reserve against professional liability claims and general liability claims, including all patient injuries which may be asserted against the PLHSO.

2. The escrow account shall be established in a Florida Bank, Florida Savings and Loan Association, or Florida Trust Company which participates in the Security for Public Deposits Act under Chapter 280, F.S., or on deposit with the Department; and the funds deposited therein shall be kept and maintained in an account separate and apart from the PLHSO’s business accounts. An escrow agent shall be named and shall be independent of the PLHSO.

3. An escrow agreement shall be entered into between the bank, savings and loan association, or trust company and the PLHSO under which the PLHSO obligates itself to periodic payments in the amount required by the actuarial study. A copy of the escrow agreement shall be submitted to and approved by the Office prior to execution of the agreement.

4. The escrow account shall be used only to pay, contest, or settle claims, to release in whole or in part, any claim filed against the trust to the extent the claim is uncollectible, and to pay expenses reasonably incurred in connection with the payment, contested claims, settlement, or release of any claim.

5. The Office shall be listed as a third party beneficiary of the escrow agreement with power to enforce same.

6. The escrow agreement shall state that the trust is irrevocable and that no termination, modification, or amendment of the escrow agreement or appointment of successor escrow agent may occur without the prior approval of the Office.

7. The escrow account must be structured to survive the insolvency of the PLHSO.

8. At the request of either the PLHSO or the Office, the escrow agent shall issue a statement indicating the status of the escrow account.

9. All books and records relating to the self-insurance plan and the escrow account shall be available for inspection by the Office at all times within normal business hours.

10. Contingency Reserves and Release of Excess Funds. Excess funds, as defined below, shall be used as a contingency reserve or may be released to the PLHSO under the conditions listed below.

a. Excess funds are defined as:

i. The total assets of the trust, minus;

ii. Loss and reserve liabilities as determined by the current actuarial study required by subparagraph (5)(a)2.; and,
iii. All other liabilities, including the contingency reserve.

b. Assets shall consist of cash or assets eligible for deposit in accordance with Section 625.52, F.S.

c. A contingency reserve shall be maintained in an amount equal to the excess funds as determined above not to exceed the total of sub-sub-subparagraphs a.ii. and a.iii., above. The contingency reserve shall be shown as a liability for financial reporting purposes to the Office.

d. Release to the PLHSO of excess funds not needed to fund the contingency reserve shall be made subject to prior approval of the Office. No releases shall be approved until the trust has been in operation for five years. The Office may request an updated actuarial study if it deems the last actuarial study to be out of date. The Office shall review a request for approval of any release based on a current actuarial study of the fund.

11. Deficit Funding. If the assets of the trust do not equal the liabilities of the trust, as determined under sub-subparagraph (5)(f)10.a., the escrow agent shall notify the Office within 10 working days after the occurrence of the deficiency, and the PLHSO shall submit to the Office a status report prepared by the escrow agent showing the status of the escrow account.

Rulemaking Authority 636.067 FS. Law Implemented 636.003, 636.009 FS. History–New 11-15-94, Formerly 4-203.060.

69O-203.065 Reinsurance (Excess Loss Insurance).

PLHSOs may obtain reinsurance (excess loss insurance) in order to limit the PLHSO’s financial risk. All excess loss or reinsurance contracts shall be filed with and approved by the Office. In addition to the regular insurance filing of any reinsurance (excess loss insurance) contract, if the reinsurance (excess loss insurance) contract contains insolvency protection for the PLHSO, the contract shall be submitted for prior approval to the Bureau of Life and Health Insurer Solvency Office of Insurance Regulation, Tallahassee, Florida 32399-0327.

Rulemaking Authority 636.067 FS. Law Implemented 636.009 FS. History–New 11-15-94, Formerly 4-203.065.

69O-203.070 Annual and Quarterly Reports.

(1)(a) Pursuant to Section 636.043, F.S., each PLHSO shall furnish to the Office an annual report by April 1, or within 3 months after the end of the reporting period on NAIC Annual Statement Health Blanks as adopted in Rule 69O-137.001, F.A.C.

(b) The completed annual statement form shall be accompanied by the items required in Section 636.043, F.S., and an organization chart of the PLHSO identifying ownership and affiliated parent and subsidiary companies.

(2) Each PLHSO or applicant shall notify the Office of any legal proceeding, excluding traffic infractions, involving any person subject to providing biographical information. This shall include, but not be limited to, any and all criminal, civil, and administrative actions entered by any state or federal entity and to include pending but yet unresolved actions.

(3) Any PLHSO which has operations in states other than Florida shall file its annual report based upon its total operations. In addition, the PLHSO shall file a separate schedule of all financial statements specified in the annual report form, including the audited financial statement, which covers the Florida operations only.

(4) If a PLHSO constitutes a portion of or a division of a certificated entity, the entity shall file its annual report based upon its total operations. In addition, the entity shall file a separate schedule of all financial statements specified in the annual report form, including the audited financial statement, which covers the PLHSO operation only.

(5) The annual report shall include disclosure of material transactions between the PLHSO and a related party. The disclosure shall include:

(a) The nature of the relationship(s) involved.

(b) A description of the transaction, including transactions to which no amounts or nominal amounts were ascribed, for each of the periods for which income statements are presented, and such other information deemed necessary to an understanding of the effects of the transaction on the financial statements.

(c) The dollar amounts of transactions for each of the periods for which income statements are presented and the effects of any change in the method of establishing the terms from that used in the preceding period.

(d) Amounts due from or to related parties as of the date of each balance sheet presented and, if not otherwise apparent, the terms and manner of settlement.

(6) Quarterly reports shall be submitted to the Office within forty-five (45) days following the end of each operating quarter. The initial operating quarter commences after the issuance of a certificate of authority. Quarterly reports shall be submitted in accordance with Section 636.043, F.S., on NAIC Quarterly Statement Health Blanks, as adopted in Rule 69O-137.001, F.A.C., and shall contain the following supplemental schedules:

(a) A complete identification and dollar value breakdown of all short term investments with individual balances greater than 10% of total short term investments;

(b) A complete list of all debtors with account balances greater than 10% of total prepaid expenses;

(c) An aging analysis on all premium receivables;

(d) A complete aging, identification, and dollar value breakdown of all prepaid expenses with individual balances greater than 10% of total prepaid expenses;

(e) A complete identification and dollar value breakdown of all restricted assets and restricted funds with individual balances greater than 10% of the respective account balance total;

(f) A complete identification and dollar value breakdown of all long term investments with individual balances greater than 10% of total long term investments;

(g) A complete identification and dollar value breakdown of other assets with individual balances greater than 10% of total other assets; and

(h) All surplus notes shall be identified by a complete identification and dollar value breakdown and shall be accompanied by a copy of the surplus note agreement. Each PLHSO is required to submit four (4) quarterly reports in addition to an annual report each fiscal year.

Rulemaking Authority 636.067 FS. Law Implemented 636.009(1)(f), 636.043, 626.058 FS. History–New 11-15-94, Formerly 4-203.070, Amended 9-16-08.

69O-203.075 Subscriber Grievance Procedure.

Every PLHSO shall have a subscriber grievance procedure, which is outlined in all master group and individual contracts as well as any certificate or member handbook provided to subscribers. Standards for the subscriber grievance procedure are as follows:

(1) Both informal and formal steps shall be available to resolve the grievance. A grievance is not considered formal until a written complaint has been received by the PLHSO;

(2) Each PLHSO shall designate a grievance coordinator who will be responsible for the implementation of the PLHSOs grievance procedure;

(3) A phone number shall be specified for the subscriber to call to present a grievance and a phone number shall be provided to enable the subscriber to contact the grievance coordinator. For entities with 25 or more employees, each phone number must be toll free or within the subscriber’s geographic area and provide reasonable access to the PLHSO without undue delays. There shall be an adequate number of phone lines to handle incoming grievances;

(4) An address shall be included for written grievances;

(5) Each level of the grievance procedure shall have some person with problem solving authority to participate in each step of the grievance procedure;

(6) The PLHSO shall process the written subscriber grievance in a reasonable length of time not to exceed 60 days. If the complaint involves the collection of information outside the service area, the PLHSO will have 30 additional days to process the subscriber complaint through all phases of the grievance procedure. A grievance which is arbitrated pursuant to Chapter 682, F.S., is permitted an additional time limitation not to exceed 270 days from the date the PLHSO is first notified of the grievance. Each PLHSO shall notify the Office of all arbitrated grievances;

(7) The subscriber grievance procedure shall state that the subscriber always has the right to file a complaint with or seek assistance from the Office;

(8) There shall be medical professional involvement in reviewing medically related grievances. Medical professional involvement shall not be limited to the subscriber’s primary care professional, but shall include another professional;

(9) If a meeting with the subscriber is necessary, the location of the meeting shall be at the administrative office of the PLHSO within the service area or at a location within the service area which is convenient to the subscriber;

(10) The PLHSO may not establish time limits of less than one year from the date of occurrence for the subscriber to file a grievance;

(11) Each PLHSO shall maintain an accurate record of each formal grievance. Each record shall include the following:

(a) A complete description of the grievance, the subscriber’s name and address, the provider’s name and address, and the PLHSO’s name and address;
(b) A complete description of the PLHSO’s findings due to the grievance procedure;
(c) A complete description of the PLHSO’s conclusion pertaining to the grievance as well as the PLHSO’s final disposition of the grievance; and,
(d) A statement as to which level of the grievance procedure the complaint has been processed and how many more levels of the grievance procedure are remaining before the complaint has been processed through the PLHSO’s entire grievance procedure.

Rulemaking Authority 636.067 FS. Law Implemented 636.016, 636.038 FS. History–New 11-15-94, Formerly 4-203.075.

69O-203.078 Fees.

Checks for the original application filing or amendments thereto, for filing of each annual report, and for any other fees collected pursuant to these rules or Chapter 636, F.S., shall be made payable to the “Chief Financial Officer, State of Florida.”

Rulemaking Authority 636.067 FS. Law Implemented 636.057 FS. History–New 11-15-94, Formerly 4-203.078.

69O-203.080 Surplus Notes.

Funds borrowed by PLHSOs will be considered surplus notes if such borrowed funds result from a written instrument which includes the following:

(1) The effective date, amount, interest, and parties involved are clearly set forth,

(2) The principal sum and/or any interest accrued thereon are subject to and subordinate to all other liabilities of the PLHSO, and upon dissolution or liquidation, no payment of any kind shall be made until all other liabilities of the PLHSO have been paid or otherwise discharged;

(3) The instrument states that the parties agree that all claims of subscribers and general creditors of the organization have been paid or otherwise discharged prior to any payment of interest or repayment of principal, unless specifically approved by the Office;

(4) The instrument is executed by both parties and a certified copy of the instrument is filed with and approved by the Office of Insurance Regulation;

(5) The parties agree not to modify, terminate, or cancel the surplus note without the prior approval of the Office.

Rulemaking Authority 636.067 FS. Law Implemented 636.003(15), 636.042, 641.35 FS. History–New 11-15-94, Formerly 4-203.080.

69O-203.090 Change of Name.

No company name other than that certified by the Office shall be used by the PLHSO. The name of the PLHSO shall not be changed without prior approval of the Office. The approval process is as follows:

(1) The PLHSO shall file a request with the Office to change the PLHSO’s name. The request shall include a plan by which current subscribers and providers will be notified of the name change. This plan shall include a copy of any proposed notice to be sent to subscribers and providers.

(2) Once the Office tentatively approves the name change, the PLHSO shall submit:

(a) A Board Resolution from the PLHSO affirming the decision to change the PLHSO’s name;

(b) Amendments to the Articles of Incorporation and By-Laws of the PLHSO affirming the name change;

(c) Certification from the Secretary of State Office that the name has been changed, and that the change has been filed with the Secretary of State’s Office;

(d) Documentation showing that the name change has been made on all insurance policies covering the PLHSO; and,
(e) Documentation showing that all new subscriber contracts will include the new name of the PLHSO.

(3) After the Office receives the items listed in subsection (2), above, and the fee specified in Section 636.057, F.S., the Office shall grant final approval by means of issuing an amended Certificate of Authority.

Rulemaking Authority 636.067 FS. Law Implemented 636.008, 636.018, 636.033, 636.057 FS. History–New 11-15-94, Formerly 4-203.090.

69O-203.093 Change of Ownership.

Change of ownership shall comply with Section 628.4615, F.S., and the transaction shall be reviewed and approved by the Office as provided therein. The acquisition application shall be submitted on form OIR-C1-448, which is incorporated by reference in Rule 69O-203.100, F.A.C.

Rulemaking Authority 636.067 FS. Law Implemented 636.065, 628.4615 FS. History–New 11-15-94, Formerly 4-203.093.

69O-203.100 Prescribed Forms.

The forms listed below are incorporated herein, and made a part of, these rules by reference: 

	Title
	Form Number

	(1) Application for Certificate of Authority Prepaid Limited Health Service Organization
	OIR-C1-1119
http://www.flrules.org/Gateway/reference.asp?No=Ref-08282
(12/05)

	(2) Invoice – Request for Payment of Fingerprint Charges
	OIR-C1-903
http://www.flrules.org/Gateway/reference.asp?No=Ref-08290
(12/05)

	(3) Biographical Affidavit
	OIR-C1-1423

http://www.flrules.org/Gateway/reference.asp?No=Ref-01063
(8/14)

	(4) Authority for Release of Information
	OIR-C1-450
http://www.flrules.org/Gateway/reference.asp?No=Ref-08301
(5/00)

	(5) Service of Process Consent and Agreement
	OIR-C1-144
http://www.flrules.org/Gateway/reference.asp?No=Ref-08280
(06/04)

	(6) Instructions for Furnishing Background Investigative Reports
	OIR-C1-905
http://www.flrules.org/Gateway/reference.asp?No=Ref-08301
(2/15)

	(7) Fingerprint Payment and Submission Procedure
	OIR-C1-938
http://www.flrules.org/Gateway/reference.asp?No=Ref-08296
(5/13)

	(8) Statement of Acquisition merger of Consolidation of a Specialty Insurer Pursuant to Sections 628.461, 628.4615, F.S.
	OIR-C1-448
http://www.flrules.org/Gateway/reference.asp?No=Ref-08281
(12/05)

	(9) Annual Report Supplement – Contracts Issued and Outstanding
	OIR-A2-949

http://www.flrules.org/Gateway/reference.asp?No=Ref-08278
(7/04)

	(10) Annual Report Supplement – Damage Claims & Medical Injury
	OIR-A2-950

http://www.flrules.org/Gateway/reference.asp?No=Ref-08279
(7/04)


All of the above forms may be obtained from the Office of Insurance Regulation’s website: http://www.floir.com/iportal.

Rulemaking Authority 636.067 FS. Law Implemented 624.321(1)(a), 624.424, 636.005, 636.008, 636.009, 636.012, 636.043 FS. History–New 11-15-94, Formerly 4-203.100, Amended 7-30-17.

69O-203.201 Definitions. 

(1) Charges as referred to in these rules mean both the periodic charges, defined herein and any one-time processing fee as provided in Section 636.208, F.S.

(2) Contract or Form means the document, by whatever name called; such as agreement, certificate or handbook which describes the benefits under the Discount Plan. 

(3) Discount Plan (Plan) means a business arrangement or contract in which a person, in exchange for fees, dues, charges, or other consideration, provides access for Plan members to providers of medical services and the right to receive one or more medical services from those providers at a discount.

(4) DPO is the Discount Plan Organization defined in Section 636.202(2), F.S., that contracts with providers, provider networks, or other DPOs, to provide discounted medical services to Plan members and determines the charges to the members.

(5) Periodic Charges as referred to in these rules mean any fees, dues, charges, or other considerations paid by or on behalf of a member for the right of the member to receive benefits of a Plan.

Rulemaking Authority 636.232 FS. Law Implemented 636.202 FS. History–New 4-7-05, Amended 4-11-19.

69O-203.202 Standards for Discount Plans.

(1) Contracts for all Plans shall include all elements contained in this section:

(a) Name and address of the DPO;

(b) Telephone number for member assistance and Plan information;

(c) Contracts shall include the name of the group, if applicable, and the name of the member;

(d) Effective date and term of contract;

(e) Space for charges and any one-time processing fee;

(f) Mode of payment (monthly, quarterly, etc. with provision for change of mode if applicable);

(g) Renewal, termination and cancellation conditions;

(h) Benefits to be provided;

(i) All limitations, exclusions and exceptions;

(j) Provisions for adding new family members; and
(k) Member complaint procedure.

(2) The contract shall contain the entire agreement with the member. If a group arrangement is involved, contract terms may be included in a member handbook if incorporated by reference.

Rulemaking Authority 636.232 FS. Law Implemented 636.216 FS. History–New 4-7-05, Amended 11-1-07, 4-11-19.

69O-203.203 Standards for the Form and Content of Advertisements or Marketing Materials.

(1) Such materials must comply with the standards of Sections 636.210 and 212, F.S., and must be truthful and not misleading in fact or implication. Words or phrases shall be clear and understandable.

(2) Deceptive Words, Phrases, or Illustrations Prohibited.

(a) Words, phrases, or illustrations shall not be used in a manner through which they mislead or have the capacity or tendency to deceive or mislead.

(b) No advertising shall give false information, contain untrue, deceptive, or misleading words, phrases, statements, references, or illustrations as to the contract benefits, health conditions covered, charges or processing fee.

(c) An advertisement shall not contain descriptions of a contract limitation, exception, or reduction, worded in a positive manner to imply that it is a benefit. Words and phrases used in an advertisement to describe such contract limitations, exceptions, and reductions shall fairly and accurately describe the negative features of such limitations, exceptions, and reductions of the contract offered.

(d) The term “insurance” may not be used as a descriptive term for DPO benefits. However, the term “insurance” may be used in a disclaimer of any relationship between DPO benefits and insurance including the disclosures required in Section 636.212, F.S.

Rulemaking Authority 636.232 FS. Law Implemented 636.228 FS. History–New 4-7-05, Amended 4-11-19.

69O-203.204 Filing, Approval of DPO Plans, Rates and Related Forms.

Rulemaking Authority 636.232 FS. Law Implemented 624.424(1)(c), 636.208, 636.216 FS. History–New 4-7-05, Amended 5-4-06, 11-1-07, Repealed 4-11-19.

69O-203.205 Bundled Products.

Rulemaking Authority 636.232 FS. Law Implemented 636.230 FS. History–New 5-4-06, Amended 11-1-07, Repealed 4-11-19.

69O-203.210 Forms Incorporated by Reference.

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

(a) Form OIR-C1-1606, Application for License Discount Plan Organization (DPO), effective 01/18, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10323; 

(b) Form OIR-C1-1423, Biographical Affidavit, effective 03/18, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10324;
(c) Form OIR-C1-938, Fingerprint Payment and Submission Procedure, effective 10/18, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10325;

(d) Form OIR-C1-144, Service of Process Consent & Agreement, effective 06/04, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10326;

(e) Form OIR-C1-1298, Management Information Form Complete List of Officers, Directors, and Shareholders (10% or more), effective 03/18, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10327; and

(f) OIR-A1-1671, Annual Report – Discount Plan Organizations (05/18), available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10328;

(g) Form OIR-C1-905, Instructions for Funishing Background Investigative Reports, effective 02/15, available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10329.
(2) All of the above referenced forms are available and may be printed from the Office of Insurance Regulation’s website: http://www.floir.com/iportal.
Rulemaking Authority 624.424(1)(c), 636.232 FS. Law Implemented 624.424, 636.204, 636.218, 636.220, 636.226, 636.228, 636.234, 636.236 FS. History–New 5-22-05, Amended 10-29-08, 7-30-17, 4-11-19.
