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69O-191.021 Scope.

Rulemaking Authority 641.36 FS. Law Implemented 641.36 FS. History–New 2-22-88, Formerly 4-31.021, 4-191.021, Repealed 9-28-22.

69O-191.024 Definitions for the Purposes of These Rules.

(1) All terms defined in the Health Maintenance Organization Act, Part I, Chapter 641, F.S., which are used in these rules shall have the same meaning as in the Act.

(2) Advertising. Advertising 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, and any materials used by agents.

(3) Audited Financial Statements. A statement, prepared by an independent CPA, which shall include an opinion from the CPA concerning the financial statements, a balance sheet, a statement of operations, a statement of cash flow (direct method), and notes to the financial statement, which shall be prepared on the basis of statutory accounting principles (see subsection 69O-191.075(1), F.A.C.), on an accrual basis, covering the HMO’s latest annual reporting period.

(4) Combination Model – HMO. A Health Maintenance Organization model that has a combination of the staff and IPA models to provide health care services to its membership.

(5) Community Rate. The per member per month revenue requirement for a set of benefits or services for a specific class of subscribers. Such class may encompass the community as a whole.

(6) Emergency Services. Services which are needed immediately because of an injury or unforeseen medical condition which could reasonably be expected to result in disability or death. These must be provided, or arranged to be provided, on a twenty-four hour basis by the HMO, but also may be covered inpatient services or outpatient services that are furnished by an appropriate source other than the HMO when the time required to reach the HMO providers (or alternatives authorized by the HMO) could mean the risk of permanent damage to the subscriber’s health. Notwithstanding the above, these services are considered to be emergency services, in or out of the service area, only as long as transfer of the subscriber to the HMO’s source of health care or designated alternative is precluded because of risk to the subscriber’s health or because transfer would be unreasonable, given the distance involved in the transfer and nature of the medical condition.

(7) Fraud. A false statement concerning a material fact with knowledge by the person making the false statement and intent that the representation will induce action which results in detrimental reliance.

(8) Health Care Provider Certificate. A certificate issued by the Office of Health and Rehabilitative Services in accordance with Part III, Chapter 641, F.S.

(9) Health Maintenance Organization Type Insurance. The provision of health care services in exchange for a contractually set premium on a prepaid per capita or prepaid aggregate fixed-sum basis. The indemnity insurance type of arrangement which consists of a deductible amount and a percentage of fees due is permitted only where specifically authorized by Florida Statutes.

(10) HMO. Health Maintenance Organization may be abbreviated as HMO in these rules.

(11) Individual Physician. As used in Section 641.2342, F.S., a physician who is a sole practitioner with no other physicians employed by the contracting physician or under contract with the physician to provide primary care services.

(12) Individual Practice Association (IPA) Model – HMO. A Health Maintenance Organization health care delivery model in which the HMO contracts with individual physician(s), a medical group, or physician organization which in turn may contract with other individual physicians or groups. The IPA physicians may practice in their own offices and continue to see their fee-for-service patients.

(13) Medical Emergency. An unexpected and unforeseen disease, illness or injury which will result in disability or death if not treated immediately.

(14) Medical Staff. A formal organization of physicians and other health care practitioners in an HMO with the delegated responsibility to maintain acceptable standards in delivery of health care and to plan for continued betterment of that care.

(15) Minimum Services. Minimum Services include the following services:

(a) Emergency Care. Emergency inpatient, outpatient and physician services shall be available on a twenty-four hour, seven day a week basis, either by the HMO through its own facilities or through arrangements with other providers. Emergency resuscitation supplies shall be available. Physicians and other health care practitioners shall be readily available at all times. In addition, emergency services, as defined in these rules, shall be covered by the HMO.

(b) Inpatient Hospital Services. Inpatient hospital services shall be available on a twenty-four hour, seven day a week basis either through the HMO’s own facility or through arrangements with hospitals. Inpatient hospital services shall include, but are not limited to, room and board, general nursing care, meals and special diets when medically necessary, use of operating room and related facilities, use of intensive care unit and services, x-ray services, laboratory and other diagnostic tests, drugs, medications, biologicals, anesthesia and oxygen services, radiation therapy, inhalation therapy, and the providing and administration of whole blood and blood plasma, unless replacement blood is arranged or provided, in accordance with community replacement standards.

(c) Physician Care. Physician care, provided or supervised by physicians licensed under Chapter 458, 459, 460 or 461, F.S., of sufficient type and number to adequately provide for the contracted services. Physician care shall include consultant and referral services by a physician.

(d) Ambulatory Diagnostic Treatment. Outpatient diagnostic treatment service with an emphasis directed toward primary care including but not limited to diagnostic laboratory and diagnostic radiological services.

(e) Preventive Health Care Services. A program of health evaluation, education and immunizations which is designed to prevent illness and disease and to improve the general health of HMO subscribers. This program shall include at least the following:

1. Well-child care from birth;

2. Periodic health evaluations for adults;

3. Eye screenings by a physician or optometrist licensed pursuant to Chapter 463, F.S., and ear screenings by a physician for children through age 17, to determine the need for vision and hearing correction; and,
4. Pediatric and adult immunizations which are medically necessary in accordance with accepted medical practice.

(16) Optionally Renewable Contract. A contract for which renewal can be declined at the option of the HMO.

(17) 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 twenty-four month period preceding the effective date of coverage.

(18) 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 the services rendered by the HMO. The HMO may charge co-payments specified in the subscriber contract and in accordance with Rule 69O-191.035, F.A.C.

(19) Properly Completed Application. An application for a Certificate of Authority that contains all of the items specified in the Application for Certificate of Authority, obtained from the Applications Coordination Section, Insurer Services Support, Office of Insurance Regulation, Tallahassee, Florida 32399-0300, which is incorporated herein by reference. The application must be completed in accordance with Part II, Chapter 641, F.S., this rule chapter and in the manner specified within the application in order for each individual item to be considered complete for the purposes of determining that a properly completed application has been filed.

(20) Related Party. A related party means:

(a) Any director, officer, partner, or employee responsible for management of an HMO, or any person who is directly or indirectly beneficial owner of more than 5 percent of the equity of the HMO, any person who is the beneficial owner of a mortgage, deed of trust, note, evidence of indebtedness, or other interest secured by, and having a value of more than 5 percent of the assets of the HMO, and said debt is in default and may be subject to foreclosure and, in the case of an HMO organized as a nonprofit corporation, an incorporator or member of the corporation under applicable State corporation law;

(b) Any entity which has a director, officer, partner, or employee responsible for management or administration of an HMO, any person who is directly or indirectly beneficial owner of more than 5 percent of the equity of the HMO, any person who is the beneficial owner of a mortgage, deed of trust, note, evidence of indebtedness, or other interest, secured by assets of the HMO, and having a value of more than 5 percent of the assets of the HMO, and said debt is in default and may be subject to foreclosure and, in the case of an HMO organized as a nonprofit corporation, an incorporator or member of the corporation under applicable State corporation law or any of the persons identified in paragraph (a), above.

(21) Staff Model – HMO. A Health Maintenance Organization model in which the HMO employs and compensates its physicians. Generally, most ambulatory health services are provided at one or more healthcare delivery locations.

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

Rulemaking Authority 641.36 FS. Law Implemented 641.19, 641.21, 641.22, 641.31 FS. History–New 2-22-88, Amended 10-25-89, Formerly 4-31.024, Amended 5-28-92, 10-10-00, Formerly 4-191.024.

69O-191.027 Health Maintenance Organizations.

Rulemaking Authority 627.6699, 641.36 FS. Law Implemented 627.6699, 641.21, 641.22, 641.227, 641.29(1) FS. History–New 2-22-88, Amended 10-25-89, Formerly 4-31.027, Amended 5-28-92, Formerly 4-191.027, Amended 9-28-22, 1-28-24, Transferred to 69O-136.040.

69O-191.028 Standards for Fingerprint Cards for New Applicants and Acquisition Applications.

Rulemaking Authority 641.36 FS. Law Implemented 641.21(1)(d) FS. History–New 5-28-92, Formerly 4-191.028, Repealed 9-28-22.

69O-191.029 Maintaining Eligibility for Certificate of Authority.

The HMO place of business shall be located in this state and shall be actively engaged in managed care within six months of licensure, except as provided in Section 641.221(2), F.S. The HMO shall maintain a place of business, the location of which is identifiable by and accessible to the public as determined by the Office. Any HMO holding an existing Certificate of Authority which has not become operational as of the effective date of this rule shall be required to comply within one (1) year of this date.

Rulemaking Authority 641.36 FS. Law Implemented 641.19(7), 641.2015, 641.221 FS. History–New 5-28-92, Formerly 4-191.029, Amended 5-7-18.

69O-191.030 Governing Body.

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

(a) Adopting organizational bylaws, 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, as required by Chapter 641, Part IV, F.S., that monitors the key areas of the health care delivery system, to identify problems and ensure early recognition of opportunities to improve the delivery of quality health care services.

(c) Maintaining ultimate responsibility for ongoing licensing and credentialing programs.

(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 HMO 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 be included in the application for a Certificate of Authority (COA) on the following persons:

(a) Persons who own or control in excess of five percent of the outstanding stock of the HMO;

(b) Members of the Board of Directors of the HMO;

(c) All officers who are identified by the Office based on a review of the structure of the HMO and the decision making process of the HMO as policy decision making officers and any other individuals who have policy decision making authority;

(d) All officers and directors of any parent corporation or corporations of the HMO, if applicable; and,
(e) All officers and directors of any external management company contracted with the HMO, if applicable, pursuant to paragraph (c), above.

(f) This requirement also applies to individuals who, subsequent to the date of application for a COA, become associated with an HMO and meet any of the qualifications listed in paragraphs (a) through (e), above.

(4) Abbreviated biographical statements will be required to be submitted to the Office every two years for the individuals included in paragraphs (a), (b), (c) and (e), above.

(5) Each HMO or applicant shall notify the Office of any legal proceeding, excluding minor infractions, involving related parties as defined in subsection 69O-191.024(20), F.A.C., including any and all criminal, civil and administrative actions entered by any state or federal entity and to include pending but yet unresolved actions.

Rulemaking Authority 641.36 FS. Law Implemented 120.60(2), 641.21, 641.22 FS. History–New 2-22-88, Formerly 4-31.030, Amended 5-28-92, 8-15-94, Formerly 4-191.030.

69O-191.033 Standards for Subscriber Contracts.

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

(a) Definitions;

(b) Effective date and term of contract. The benefit and renewal periods shall be no less than twelve months for non-group and group subscriber contracts, unless otherwise requested by the subscriber in writing. HMOs shall not offer or initiate this request during initial solicitation or prior to renewal;

(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 physicians licensed under Chapters 458 or 459, 460 and 461, F.S., will be made available, as detailed in Rule 69O-191.046, F.A.C.;

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

(k) Factors pertaining to pre-existing conditions, if applicable. Pre-existing conditions cannot be excluded longer than two years;

(l) All limitations, exclusions, and exceptions;

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

(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 the right of subrogation shall be allowed, providing it is not in conflict with any applicable Florida Statute or the decisions of courts of competent jurisdiction which eliminate or restrict such rights;

(s) Provisions relating to the right of reimbursement pursuant to Section 641.31(8), F.S., shall be allowed, providing it is not in conflict with any applicable Florida Statute or the decisions of courts of competent jurisdiction which eliminate or restrict such rights;

(t) Arbitration provisions, if any, shall include a statement that arbitration shall not preclude review pursuant to Rule 69O-191.081, F.A.C., and shall be conducted pursuant to Chapter 682, F.S.;

(u) Conversion and extension of benefit privileges;

(v) Optional benefits pursuant to Sections 627.668 and 627.669, F.S., for group contracts; and,
(w) Complications of pregnancy which must be treated the same as any other illness.

(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 HMO and the subscriber.

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

(5) Contracts that contain limitations, exclusions, and/or exceptions cannot restrict those health care services which would create provisions which are unfair, inequitable, encourage misrepresentation, or are contrary to the public policy of this state.

(6) All health maintenance policies or contracts which provide coverage, benefits, or services as described in Section 463.002(5), F.S., shall offer to the subscriber the services of optometrists licensed pursuant to Chapter 463, F.S. “Coverage, benefits, or services as defined in Section 463.002(5), F.S.” are not limited to refraction’s for eyeglasses or contact lenses, but include the full scope of services that fall within the definition of optometry as provided in Section 463.002(5), F.S. A health maintenance organization may not prohibit optometrists from providing the full range of existing services offered by the health maintenance organization that fall within the scope of optometric practice as defined in Section 463.002(5), F.S. This rule is not intended to expand contractual services required to be offered by a health maintenance organization. 

Rulemaking Authority 641.36 FS. Law Implemented 641.31(19) FS. History–New 2-22-88, Amended 10-25-89, Formerly 4-31.033, Amended 5-28-92, 10-10-00, Formerly 4-191.033.

69O-191.035 Co-Payments.

(1) If required, co-payments will be paid when health care services and benefits are rendered. The HMO or contracted provider may assess the usual co-payment when a subscriber fails to keep a physician office visit or appointment, provided this is a standard procedure and a prior reminder was issued to the subscriber of the scheduled appointment.

(2) The contract shall clearly define the co-payment required to be paid by the subscriber/member.

(3) The contract shall clearly define any cost sharing features, the financial responsibility of the subscriber/member, and how the subscriber/member obligation is determined.

(4) In the case of a high deductible contract, as defined in Section 641.20185, F.S., the deductible established under the contract must be satisfied before the application of any co-payments.

Rulemaking Authority 641.36 FS. Law Implemented 641.19(18), 641.20185, 641.31(4) FS. History–New 5-28-92, Amended 8-15-02, Formerly 4-191.035.

69O-191.037 Mandatory Coverage of Diabetes Treatment. 

(1) Section 641.31(26)(a), F.S., prohibits the application of monetary limitations to limit coverage of medically appropriate and necessary equipment, supplies, and services used to treat diabetes, if the patient’s primary care physician or physician specializing in diabetes to whom the patient has been referred certifies that the equipment, supplies, or services are necessary.

(2) The term “appropriate” as used in this rule excludes unproven technology, such as experimental treatment or non-FDA approved treatment.

(3) Coverage for equipment meeting the standard in Section 641.31(26)(a), F.S., shall not be limited by monetary limitations for durable medical equipment or other limitations in a health maintenance organization or prepaid health plan contract.

(4) Section 641.31(26)(a), F.S., does not prohibit the application of deductibles or copayments to equipment, supplies, and services meeting the criteria in that paragraph.

(5) Payments for equipment meeting the standard in Section 641.31(26)(a), F.S., can be used by an HMO to apply toward limits for durable medical equipment which does not meet that standard.

(6) Nothing in this rule shall prohibit a health maintenance organization or prepaid health plan from utilizing contract providers for equipment, supplies, and services certified as necessary by the patient’s primary care physician or the physician to whom the patient has been referred who specializes in treating diabetes, if such equipment, supplies and services are available from the contract provider.

Rulemaking Authority 624.308, 641.36 FS. Law Implemented 624.307(1), 641.31(26)(a) FS. History–New 7-31-02, Formerly 4-191.037.

69O-191.039 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) Definitions;

(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 the right of subrogation shall be allowed, providing it is not in conflict with any applicable Florida Statute or the decisions of courts of competent jurisdiction which eliminate or restrict such rights;

(12) Provisions relating to the right of reimbursement pursuant to Section 641.31(8), F.S., shall be allowed, providing it is not in conflict with any applicable Florida Statute or the decisions of courts of competent jurisdiction which eliminate or restrict such rights;

(13) Arbitration provisions, if any, shall include a statement that arbitration shall not preclude review pursuant to Rule 69O-191.081, F.A.C., and shall be conducted pursuant to Chapter 682, F.S.;

(14) Conversion and extension of benefit privileges;

(15) Subscriber grievance procedures, formal and informal;

(16) Any applicable co-payments;

(17) The names, addresses, and telephone numbers of any primary care physicians licensed under Chapters 458 or 459, 460 and 461, F.S., clinics, hospitals, and other providers to be used by the subscribers. This specific list may be added as a supplement to the certificate or member handbook; and,
(18) The term of coverage shall be no less than for a period of twelve months for non-group and group plans unless otherwise requested by the subscriber in writing. HMOs shall not offer or initiate this request during initial solicitation or prior to renewal.

Rulemaking Authority 641.36 FS. Law Implemented 641.21(1)(e), 641.22(9), 641.31(3)(b)5., (4), (5), 641.3111 FS. History–New 2-22-88, Amended 10-25-89, Formerly 4-31.039, Amended 5-28-92, Formerly 4-191.039.

69O-191.042 Reasons for Cancellation of Eligibility of a Subscriber Member.

Upon written notice, an HMO may cancel or terminate the coverage of a subscriber for the following reasons:

(1) The HMO may disenroll a subscriber if the subscriber’s behavior is disruptive, unruly, abusive, unlawful, fraudulent or uncooperative to the extent that his continuing membership in the HMO seriously impairs the HMO’s ability to furnish services to either the subscriber or other subscribers. Prior to disenrolling a member, the following are required:

(a) An effort to resolve the problem. The HMO 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 HMO should ascertain, to the extent possible, that the subscriber’s behavior is not related to the use of medical services or mental illness.

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

(2) Fraud or material misrepresentation in applying for or presenting any claim for benefits under the health maintenance contract;

(3) Misuse of the HMO identification membership card by the subscriber;

(4) Furnishing to the HMO, by the subscriber, incorrect or incomplete information for the purpose of fraudulently obtaining coverage by the HMO;

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

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

Rulemaking Authority 641.36 FS. Law Implemented 641.3108, 641.31(3)(b)5., 641.3921 FS. History–New 2-22-88, Amended 10-25-89, Formerly 4-31.042, Amended 5-28-92, Formerly 4-191.042.

69O-191.045 Newborn and Adopted Children Coverage.

(1) Each HMO shall comply with the requirements of Section 641.31(9), F.S. If the HMO does not require pre-enrollment for newborns, newborn coverage will commence from the moment of birth in accordance with the subscriber contract.

(2) If the HMO does have a pre-enrollment requirement, the subscriber must be allowed to pre-enroll the newborn up to the moment of birth. The HMO must notify the subscriber of any pre-enrollment requirement, both in the subscriber contract and handbook. Additionally, the HMO should emphasize the pre-enrollment requirements after the subscriber or covered family member is known by the HMO to be pregnant.

(3) Failure to comply with pre-enrollment procedures shall require the newborn to be enrolled during the subscriber’s next open enrollment period.

(4) Coverage for adopted children shall be provided pursuant to the requirements enumerated in Section 641.31(17), F.S.

Rulemaking Authority 641.36 FS. Law Implemented 641.31(9), (17) FS. History–New 2-22-88, Amended 10-25-89, Formerly 4-31.045, Amended 5-28-92, Formerly 4-191.045.

69O-191.049 Services of Specified Non-Contracted Hospital Based Physician Providers.

(1) A subscriber of a HMO who is authorized to receive services from a hospital under contract with the HMO may not be denied medically necessary covered health care services or be responsible for payment to any physician provider, or agent thereof, other than payment for services which are not covered by the HMO subscriber contract or which the subscriber has requested or agreed to receive.

(2) In the event the HMO has not contracted directly with a hospital based physician provider delivering services in the hospital, including, but not limited to, pathologists, radiologists, anesthesiologists, and emergency room physicians, the HMO shall pay for medically necessary and approved physician care rendered to a non-medicare subscriber at a contracted hospital which services are covered by the HMO subscriber contract.

Rulemaking Authority 641.36 FS. Law Implemented 641.315 FS. History–New 5-28-92, Formerly 4-191.049.

69O-191.051 Filing, Approval of Subscriber Contract and Related Forms.

(1) Every subscriber group, individual, or conversion contract and every rider, endorsement, certificate, application or other forms (including the initial subscriber communication outlining their rights and responsibilities under the grievance process) to be used or issued in connection with any subscriber contract shall be filed by the HMO for approval by the Office. The form may be used immediately upon filing, but is subject to disapproval by the Office. If disapproved, use of the form shall be discontinued immediately. Documentation evidencing any proposed rates or rate changes as required in Rule 69O-191.054, F.A.C., shall accompany the form filing for approval by the Office.

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

(3) One copy of each form filing shall be submitted at the time of filing. HMOs in possession of a Certificate of Authority shall submit all contract filings to the Office electronically through http://www.floir.com/iportal.

(4)(a) Each HMO shall provide one copy of a written informed consent notice used to disclose the intent of testing a person for HIV infection or other specific sickness as required in Section 641.3007(4)(b), F.S. The form shall include the following:

1. Explanation of the testing;

2. Purpose of the test;

3. Potential uses of the form information and limitations;

4. The meaning of the test results; and,
5. Person’s rights to confidential treatment of the information obtained.

(b) The HMO is required to establish a procedure for notifying the applicant’s designated physician of a positive test result and in the absence of such designation, by the Florida Office of Health and Rehabilitative Services (DHRS). Positive HIV test results should be transmitted to DHRS in the following manner, when necessary:

(5) Each HMO shall include a copy of the following forms:

(a) Form OIR-B2-1507, “Office of Insurance Regulation, Life and Health Forms and Rates Universal Standardized Data Letter” as adopted in Rule 69O-149.022, F.A.C., completely filled out in accordance with Form OIR-B2-1507A, “Office of Insurance Regulation, Life and Health Forms and Rates Universal Standardized Data Letter Instruction Sheet,” as adopted in Rule 69O-149.022, F.A.C.
(b) Form DI4-1356, The Office of Insurance Regulation, Florida HMO Contract Checklist (Includes Individual, Large and Small Group), as adopted in Rule 69O-149.022, F.A.C.

Rulemaking Authority 641.36 FS. Law Implemented 624.424, 641.21(1)(f), 641.3007(4)(b), (c), 641.31(2), (3) FS. History–New 2-22-88, Amended 10-25-89, Formerly 4-31.051, Amended 5-28-92, 8-15-02, 6-19-03, Formerly 4-191.051, Amended 7-30-17.

69O-191.054 Rates.

(1) Before charging or quoting premiums to subscribers, an HMO shall file for approval the rating methodology by which those premiums were determined with the Office.

(a) All materials submitted shall be legible. A filing which is illegible or which contains illegible material will be disapproved without any further processing.

(b) For purposes of this rule, Rule 69O-191.055, F.A.C., and the time periods established in Section 641.31, F.S., a filing is considered “filed” with the Office upon receipt of the material required in paragraph (2)(a), below. For purposes of this rule and Rule 69O-191.055, F.A.C., the term “filed” does not mean “approved.”

(2) Filings of rating methodologies shall provide adequate information, so that the Office, in accordance with generally accepted actuarial principles as applied to Health Maintenance Organizations, may verify that the rating methodology does not produce inadequate, excessive, or unfairly discriminatory premiums. All rate classifications should be clearly identified, and the formulas and/or methods of calculating premiums adequately described, as defined in Rule 69O-191.055, F.A.C.

(a) The components of HMO rate filings shall consist of one copy of all of the items in subparagraphs 1. through 4. Filings for small group coverage subject to Section 627.6699, F.S., shall additionally comply with the provisions of Part III of Chapter 69O-149, F.A.C.

1. 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 should indicate when the previous filing was submitted, the Florida filing number, and the date of the disapproval.

2. The Actuarial Memorandum, completed as required in Rule 69O-191.055, F.A.C.

3. Rate pages which define all proposed rates, rating factors, and methodologies for determining rates applicable in the state.

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

(b) Filings, as that term is defined in paragraph (2)(a), shall be submitted to the Office electronically through http://www.floir.com/iportal.

(c)1. Every HMO submitting a rate filing shall be notified as to whether the filing has been affirmatively approved by the Office, or has been disapproved by the Office, including disapprovals for failure of the material to meet the definition of a “filing” or for illegibility, within any statutory review period of the date of receipt of the filing.

2. Every HMO submitting a rate filing which does not comply with the requirement of Rules 69O-191.054 and 69O-191.055, F.A.C., or for which the Office determines that additional information is necessary for a proper review, will be notified of the additional information necessary within the statutory time limit.

3. Every HMO shall submit the required data by a date certain stated in the clarification letter to allow the Office sufficient time to perform a proper review.

4. Failure to correct the filing by the date certain in the clarification letter will result in an affirmative disapproval of the filing by the Office.

(3) For individual (non-group) subscribers, it should be possible for the Office, using the filed rating methodology, to verify any premiums charged or quoted. For group subscribers not subject to experience rating, the HMO shall be able to demonstrate that any premiums charged or quoted were derived from the filed rating methodology in an actuarially sound manner. For group subscribers subject to experience rating, the HMO shall be able to demonstrate that the premiums charged or quoted were consistent with the filed rating methodology.

(4) In order that the above verification may be more readily accomplished, for one year from the effective date of the contract, HMOs shall maintain worksheets showing in detail the calculation of the premiums charged to each group subscriber. Such worksheets shall contain at least the following information:

(a) For experience-rated groups, the calculation of the per member per month revenue requirements;

(b) For groups not subject to experience rating, the applicable per member per month revenue requirement;

(c) A description of the development of the assumed employee and dependent composition of each tier of rates;

(d) A summary showing how the per member per month revenue requirements, employee and dependent composition, and the selected ratios between tiers of rates produces the premiums charged to a group.

(5) HMOs with fewer than 1,000 Florida subscribers, for all individual forms combined or for all group forms combined, may, at their option, file a streamlined annualized rate increase filing not exceeding medical trend as provided in subsection 69O-149.003(6), F.A.C. The filing shall be made in accordance with paragraph 69O-191.054(2)(a), F.A.C., with a certification that the filing includes all individual forms or all group forms in lieu of the actuarial memorandum required by Rule 69O-191.055, F.A.C.

(6)(a) Rates for group conversion contracts, issued on a group or on an individual basis are exempt from the loss ratio requirements below. The loss ratio for group conversion contracts shall not be less than 120 percent. The premium for a converted contract may not exceed 200 percent of the standard risk rate, as published in Chapter 69O-149, Part IV, F.A.C.

(b) Rates for contracts, including riders and endorsements, issued to individual (non-group) subscribers shall be deemed excessive if anticipated loss ratios for such contracts are less than 70%.

(c) Rates for contracts, including riders and endorsements, issued to group subscribers shall be deemed excessive if target loss ratios anticipated over the rating period for such contracts are less than the following:

	Group Size
	Loss Ratio 

	51 to 100
	70% 

	101 to 500
	75% 

	over 500
	80% 


(d) Rates filed for approval that are anticipated to result in an actual to expected ratio over the rating period which is less than 1.0 shall be deemed to be excessive.

(e) Rates for contracts providing home health care coverage pursuant to Section 641.2018, F.S., shall comply with the provisions of Chapters 69O-157 and 69O-149, F.A.C.

(7) Rates are inadequate if:

(a) The premiums derived from the rating structure, plus investment income, co-payments, and revenues from coordination of benefits and subrogation, fees-for-service and reinsurance recoveries are not set at a level at least equal to the anticipated cost of medical and hospital benefits, expenses and contingency margin during the period for which the rates are to be effective.

(b) Individual contracts do not incorporate the projected entire effects of insurance trend.

(c) The premium schedule is determined such that if all assumptions are satisfied, the annual rate increase needed will exceed medical trend.

(8) Premiums as to a risk or group of risks are unfairly discriminatory if:

(a) For individual non-group subscribers, the premiums charged deviate from the filed rating methodology.

(b) For group subscribers not subject to experience rating, the premiums charged are designed to produce total revenue for that group which differs from the revenue requirements for its rating class, as filed with the Office of Insurance Regulation. For group subscribers subject to experience rating, the premiums charged deviate from the filed rating methodology.

(c) The effect of changes to the underlying age/gender slope, reduction in the anticipated loss ratio for the form, and change in the durational slope for individual contract forms, results in subscriber impact greater than 50 percent of medical trend, as defined by subsection 69O-149.003(6), F.A.C., unless phased-in over a 3 year period. A shorter time period shall be considered on a case-by-case basis based on unique situations and justification by the HMO. The HMO, at its option, may request a new business rate schedule based on the full effect of the new assumptions with the phase-in only applicable to existing subscribers.

(d) When an HMO discontinues offering a particular contract form for health insurance coverage pursuant to Section 627.6425(3)(a) or 641.31074(3)(a), F.S., the nonrenewal of coverage shall occur on the contract anniversary, and the offer of new coverage pursuant to Section 627.6425(3)(a)2. or 641.31074(3)(a)2., F.S., shall be considered a renewal of coverage and shall be renewed on the contract anniversary at the same class basis as the coverage being discontinued. If the forms do not have consistent class definitions, the class shall be determined based on the original application and underwriting status of the individual when the discontinued coverage was first issued.

(9) Each HMO shall make an annual filing with the Office for each policy form no later than 12 months after the date of approval of its previous filing for the policy form, demonstrating the reasonableness of benefits in relation to premium rates.

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

(a) Select and Ultimate Premium Schedules are prohibited. Select and ultimate premium schedules are premium schedules that have premiums that vary based on the time elapsed since issuance of the contract.

(b) Attained age premium schedules where the slope by age is substantially different from the slope of the ultimate claim cost curve are prohibited. An attained-age premium schedule is one in which the subscriber’s premium rate is dependent upon his or her age at contract renewal. The aging component of the claim cost is not pre-funded. These schedules shall be constructed so that the slope by age is substantially similar to the slope of the ultimate claim cost curve. The premiums must form a smooth progression and, to eliminate jumps in premium caused by bracketed age groups, HMOs shall use each available renewable age. The requirement to use each available renewable age does not apply to any group contract where the final premium charged is an average of the individual members.

(c) Premium structures that provide for retroactive cost determination, or if the subscriber or contract holder participate in the experience under the form.

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

(a) The coverage is for annually rated group health insurance contracts for which filing of rates is exempted by Section 641.31(3)(d), F.S.;

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

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

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

Rulemaking Authority 641.31, 641.36 FS. Law Implemented 624.424, 641.21(1)(f), 641.22(2), (4), (6), 641.31(2), (3), 641.31074, 641.3922(3) FS. History– New 2-22-88, Amended 10-25-89, Formerly 4-31.054, Amended 10-8-96, 8-15-02, 1-19-03, Formerly 4-191.054, Amended 6-18-07, 7-30-17.

69O-191.0545 Healthy Lifestyle Rebate.

(1) Group Coverage is as provided by subsection 69O-149.0055(1), F.A.C.

(2) Individual Coverage.

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

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

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

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

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

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

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

Rulemaking Authority 641.36, 641.31(2) FS. Law Implemented 641.31(40) FS. [HB 1629] History–New 3-24-05, Amended 1-12-06.

69O-191.055 Actuarial Memorandum and Definitions.

(1)(a) In order for a rate filing to be reviewed properly by the Office, the actuarial memorandum required by subparagraph 69O-191.054(2)(a)2., F.A.C., shall contain the items listed in subsection (2), below, for a new product filing, a rate revision or justification of existing rates.

(b)1. Pricing assumptions shall reflect assumptions based on sound actuarial principles reflecting actual anticipated experience. Pricing assumptions shall be based on the HMO experience to the degree credible.

2. All such items shall be adequately justified by supporting data. In reviewing these assumptions, the Office will use, as an initial point of reference, comparisons of the assumptions with those from similar products of the same HMO, similar products of other HMO’s and independent studies.

3. New forms shall include a rate and benefit comparison to other similar forms of the HMO. The HMO shall demonstrate that the premium rate schedules represent an actuarially sound relationship between the forms and between benefit options within forms.

4. Rate revision filings shall clearly list and justify all rating factors and methods proposed to be changed.

(c) All filings reviewed under Rules 69O-191.054 through 69O-191.055, F.A.C., shall be reviewed in accordance with sound actuarial principles and, except where the context plainly does not involve an actuarial determination, all adverbs in these rules such as “properly” and “appropriately” shall be construed in light of those principles.

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

(a) Item 1. Scope and Purpose of Filing.

(b) Item 2. Description of Benefits.

(c) Item 3. Morbidity.

(d) Item 4. Retention.

(e) Item 5. Rate Classes.

(f) Item 6. Area Factors.

(g) Item 7. Premium Modalization Rules.

(h) Item 8. Trend Assumption – Medical and Insurance.

(i) Item 9. Minimum Required Loss Ratio for the Form.

(j) Item 10. Anticipated Loss Ratio for the Form.

(k) Item 11. Experience on the Contract Form.

(l) Item 12. History of Rate Adjustments.

(m) Item 13. Number of Subscribers.

(n) Item 14. Proposed Effective Date.

(o) Item 15. Actuarial Certification.

(3) Descriptions.

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

(b) The descriptions, by item number, of the terms listed above in subsection (2), follow:

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

2. Description of Benefits: This section shall include a brief description of the benefits provided by the policy, including a schedule of benefits and applicable co-payments.

3. Morbidity: This section shall describe the morbidity basis for the form, including the source or sources used. Any substantive adjustments from either the source or earlier assumptions shall be explained. For new plans or forms, a PMPM (per member per month) development shall be provided. Utilization or claim cost assumption differences from other plans or prior filings shall be explained and justified.

4. Retention: This section shall include a brief description of any expense assumptions used. Components of expenses include, where applicable for the type of contract, per contract and percentage of premium expense for acquisition, maintenance, commissions, contingency, and risk margins. These must be provided separately for each contract year. This section shall provide the reason and basis for any differences in retention between groups issued coverage under the same form.

5. Rate Classes: This section shall state all the attributes upon which the rates vary. Rate classifications may include but not necessarily be limited to age, sex, subscriber type (single, couple or family), industry, effective date, charges or discounts for group size, riders, co-payments, limitations on benefits, retention and any rate guarantees for extended period. This section shall indicate the issue age range of the form.

6. Area Factors: This section shall include a brief description for any area factors used, and an explanation and justification of any changes since the last filing. The area factors and definitions must also be displayed, including a definition of which counties are included in each area. Area factors shall reflect the relative cost differences between the areas.

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

8. Trend Assumptions: This section must describe the trend assumptions used in pricing. These assumptions must be appropriate for the specific HMO, product design, benefit configuration, and time period. Any and all factors affecting the projection of future claims must be presented. In no case will trend be approved for rating periods in excess of one year. The trend assumptions shall be presented under two categories: Medical and Insurance.

a. Medical Trend is the combined effect of medical provider price increases, utilization changes, medical cost shifting, and new medical procedures and technology.

b. Insurance Trend is the combined effect of underwriting wearoff, antiselection resulting from rate increases and discontinuance of new sales. Medical Trend must be determined or assumed before insurance trend can be determined.

c. In determining medical trend, the HMO shall use credible data and make appropriate adjustments to claims data to isolate the effects of medical trend only. This shall not include the effects of underwriting wearoff, aging, changes to claim costs due to changes in demographics, contract coverages, geographic distribution, or reinsurance.

d. An HMO without fully credible data may, at its option, use an annual medical trend assumption not to exceed the values in subsection 69O-149.003(7), F.A.C., for the medical trend assumption without providing explicit trend justification.

9. Minimum Required Loss Ratio for the Form: This section shall provide the loss ratio standard for the form as approved in the original or subsequent filing for the form.

10. Anticipated Loss Ratio for the Form:

a. This section shall provide the anticipated loss ratio for the form.
b. For individual contracts, this section shall also include the proposed, if applicable, and the currently approved durational loss ratio tables, i.e., the table of percentages of expected claims divided by expected premiums by contract duration, for the form. For new filings or requests to change the durational table, the actuary shall explain and justify the underwriting impact and the resulting durational loss ratio pattern. Applying pricing persistency and interest assumptions, the durational loss ratio table shall develop the loss ratio standard for the form.

c. The anticipated loss ratio may not be reduced from the loss ratio in the prior approved filing without approval. The target loss ratio for an individual or group policy form may be increased through a justification of the proposed change. The target loss ratio for an individual or group policy form may be reduced upon demonstration and justification of an increase in administrative costs, but may not be reduced to less than the minimum required standard for the policy form in Rule 69O-149.005, F.A.C. The proposed decrease due to administrative costs cannot be more than 0.5% per year.
11. Experience on the Contract Form.

a. Past Experience: This section shall display the actual experience on the form. Experience from inception-to-date (or the last three years for group coverages) shall be displayed. For each calendar year, and for individual contracts each contract year, the following information shall be displayed:

(I) Calendar Year;
(II) Earned premium;
(III) Paid claims, including capitation;
(IV) Paid loss ratio (=III/II);
(V) Change in claim liability and reserve, updating as actual runoff develops;
(VI) Incurred claims (=III+V);
(VII) Incurred loss ratio (=VI/II);
(VIII) Expected claims;
(IX) Expected loss ratio (=VIII/II);
(X) Actual to expected ratio (=VI/VIII or =VII/IX).

b. Future periods:

(I) This section shall be the basis and demonstration that the proposed rate change is in compliance with the standards of this rule.

(II) This section shall provide the anticipated experience over the rating period, and shall provide the method, formulas and assumptions used in determining the projected values from the experience period used.

(III) The experience period shall be the most current available 12-month period. The experience period data used shall be the earned premium restated to the current manual rate basis for the entire experience period, i.e., removing the impact of adjustments to the actual earned premium due to the impact of rate limits, experience rating or retention differences from the target loss ratio and indifferent of the anniversary dates of the underlying contracts. The HMO shall also provide the actual experience over the rating period.

(IV) The HMO shall indicate how the experience period data has been adjusted for large nonrecurring claims, reinsurance recoveries, coordination of benefits and subrogation, benefit changes or other actuarial consideration that affect the determination of anticipated claims.

(V) Alternatively, the HMO may choose to develop the proposed rate without the use of premiums by basing its analysis on projected claim PMPM divided by the target loss ratio.

12. History of Rate Adjustments: This section shall list the approval dates and average percentage rate adjustments in Florida by county or rating region, from inception.

13. Number of Subscribers: This section shall report the number of Florida subscribers who will be affected by the proposed rate revision.

14. Proposed Effective Date: This section shall state the proposed effective date and method of the proposed rate revision implementation. Rate changes may occur only on contract renewal.

15. Actuarial Certification: A signed certification by a qualified actuary that to the best of the actuary’s knowledge and judgment:

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,

c. The entire rate filing is in compliance with the applicable laws of the State of Florida and with the rules of the Office of Insurance Regulation, and complies with Actuarial Standard of Practice No. 8, “Regulatory Filings for Rates and Financial Projections for Health Plans,” as adopted by the Actuarial Standards Board, January, 1989, and Actuarial Standard of Practice No. 16 “Actuarial Practice concerning Health Maintenance Organizations and Other Managed-Care Health Plans,” as adopted by the Actuarial Standards Board, July, 1990, which standards are hereby adopted and incorporated by reference. A copy of the standard may be obtained from the Bureau of Life & Health Forms and Rates, Division of Insurer Services, Office of Insurance Regulation, Larson Building, Tallahassee, FL 32399-0328.

d. If the actuary is unable to provide such an opinion, a detailed explanation and reason for any qualification shall be provided as part of the certification.

e. In providing the actuarial opinion and certification, the actuary shall consider actuarial standards of practice and the qualification standards for prescribed statements of actuarial opinion.

(4) Definitions.

(a) Actual to expected ratio:
1. This is the ratio of actual incurred claims divided by expected claims. This is equivalent to the actual loss ratio divided by the expected loss ratio.

2. For projected periods, the actual to expected ratio is the ratio of the projected claims divided by the expected claims.

(b) Anticipated loss ratio: The present value of future benefits divided by the present value of future premiums computed over the entire future lifetime of the contract form. For group insurance, this is over the rating period and alternatively referred to as “target loss ratio.”

(c) Credible Data:

1. If a contract form has 2,000 or more subscribers in force, then full (100%) credibility is given to the experience; if fewer than 500 subscribers are in force, then zero (0%) credibility is given. Linear interpolation is used for in force amounts between 500 and 2,000.

2. For group contract forms, the numbers in this definition refer to group subscribers.

3. Medical trend shall be used for the non-credible portion of the analysis.

(d) Earned premiums: The portion of the total premium paid which is attributable to the period of coverage elapsed. This includes all modal loadings, fees, or charges that are required to be paid for coverage under a contract.

(e) Expected claims: 

1. The actual earned premium, or for projected periods the projected premium, times the applicable contract durational loss ratio from the approved durational loss ratio table which was in effect for the time period covered by the premiums. For group contract, the durational loss ratio is the target loss ratio.

2. For group policies, this reflects the aggregation of the actual target loss ratio for the group; i.e., reflecting actual different retention loads by group, and not the assumed aggregate target loss ratio for the form.

(f) Expected loss ratio: This is the ratio of expected claims divided by earned premium.

(g) Group HMO Contract Form: This means any insurance provided by a group master contract issued to any entity.

(h) Group Size: For Group HMO Contract Forms, the group size is the average number of subscribers per employer.

(i) Incurred claims: Incurred claims are claims occurring within a fixed period, whether or not paid during the same period, under the terms of the contract form. 

1. Claims include scheduled benefit payments, capitation payments, reimbursement benefit payments, or services provided by a provider or through a provider network for medical, dental, vision, disability, and similar health benefits.
2. Claims do not include state assessments, taxes, HMO expenses, or any expense incurred by the HMO for the cost of adjusting and settling a claim, including the review, qualification, oversight, management or monitoring of a claim or incentives or compensation to providers for other than the provision of health care services.

3. An HMO may, at its discretion, include costs that are demonstrated to reduce claims, such as a fraud intervention program or case management costs, which are identified in each filing, and are demonstrated to reduce claims costs and do not result in increasing the experience period loss ratio by more than 5 percent.
(j) New Policy Form: This means a policy form that is proposed for approval to the Office and has no contracts issued or in force.

(k) Policy Form: This means either a single policy form or any collection of policy forms that have been combined for rating purposes. A collection once combined continues to be combined.

(l) Premium Schedule: This is the collection of rates to be charged, and encompasses base rates and any modifying factors.

(m) Rate Revision: This is any change to be the premium schedule being charged.

(n) Renewal: This is the date 12 months after the original effective date of the contract and each subsequent anniversary period. This does not prevent a group contract purchaser from requesting a specific rating period or change the anniversary date of the contract. 

(o) Qualified Actuary: A Qualified Actuary is one who is a member of the Society of Actuaries or the American Academy of Actuaries and who is experienced in the development of rating methodologies for HMO’s.

Rulemaking Authority 641.31, 641.36 FS. Law Implemented 641.22(2), 641.31(2), (3) FS. History–New 10-8-96, Amended 4-20-98, 8-15-02, 1-19-03, Formerly 4-191.055, Amended 1-3-21.

69O-191.057 Standards for Marketing.

All health insurance agents and sales representatives of the HMO engaged in sales, solicitation, and communication with current or prospective subscribers are bound by the advertising rules set forth in Rule 69O-191.060, F.A.C. The HMO is initially, and continues to be, as long as they hold a Certificate of Authority, responsible for the acts of its agents and representatives.

Rulemaking Authority 641.36 FS. Law Implemented 641.30(3), 641.3903 FS. History–New 2-22-88, Formerly 4-31.057, Amended 5-28-92, Formerly 4-191.057.

69O-191.059 Sales and Marketing Procedures for HMOs Regarding Medicare Subscribers.

(1) Every HMO shall comply with all Federal Statutes and Regulations governing Medicare marketing materials and obtain approval from the Health Care Financing Administration (HCFA).

(2) The “notice to buyer” detailed in Section 641.309, F.S., should be printed in no less than 12-point type and be placed immediately above the HMO’s name, unless otherwise approved by the Office, on the subscriber application form, unless such notice is in conflict with subsection (1), above.

(3) This rule applies only to Medicare subscribers who are enrolled by an HMO pursuant to a prepaid Medicare contract with HCFA.

Rulemaking Authority 641.36 FS. Law Implemented 641.309, 641.3901, 641.3903 FS. History–New 5-28-92, Formerly 4-191.059.

69O-191.060 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.

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

(b) An advertisement shall not state or imply that an HMO or a contract has been approved or endorsed by an individual, group of individuals, society, association or other organization, unless the HMO or contract has been so approved or endorsed, and unless any proprietary relationship between an organization and the HMO is disclosed. Any entity which makes an endorsement or testimonial and which is formed, owned or controlled by the HMO or persons who own or control the HMO, shall disclose the ownership or controlling interest within 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 HMO 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 HMO 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.

(a) Advertising shall not directly or indirectly make false comparisons of contracts or benefits of other HMOs or insurers, and shall not disparage competitors, their contracts, policies, services or business methods, and shall not disparage competing methods of marketing HMO products or insurance.

(5) Geographical Licensing and Status of HMO.

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

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

(6) Identity of HMO.

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

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

(c) No advertisement shall use any combination of words, symbols, or physical materials which by their content, 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 an HMO.

(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 HMO in the Health Maintenance Organization type insurance business.

(b) An advertisement shall not refer to a holding company or subsidiary of an HMO unless it fully discloses that it is a separate entity and not responsible for the HMO’s financial condition or contractual obligations. However, if the holding company or subsidiary of the HMO is a qualified, approved guaranteeing organization for the HMO, and is a guarantor pursuant to Sections 641.225 and 641.285, F.S., and Rule 69O-191.091, F.A.C., 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 conditions 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 which misleads 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 641.36 FS. Law Implemented 641.3903(1), (2), (3), (4), (9) FS. History–New 2-22-88, Formerly 4-31.060, Amended 5-28-92, Formerly 4-191.060.

69O-191.063 Advertisement Enforcement Procedures.

Each HMO shall maintain at its corporate 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. The advertisement file shall contain a certificate by an officer of the HMO, stating that the officer is responsible for the advertising contained in the file, and the officer has designated, and shall name, specific persons in the organization to act on the officer’s behalf to see that all advertising is in compliance with Rule 69O-191.060, F.A.C. The list of authorized persons who have permission to develop, market and arrange advertisements for or on behalf of the HMO shall be maintained current and available for inspection.

Rulemaking Authority 641.36 FS. Law Implemented 641.3901, 641.3905 FS. History–New 2-22-88, Formerly 4-31.063, Amended 5-28-92, Formerly 4-191.063.

69O-191.066 Claim Payments.

Rulemaking Authority 641.36 FS. Law Implemented 641.31(12), 641.3903(5)(c)3., 5., 6. FS. History–New 2-22-88, Formerly 4-31.066, 4-191.066, Repealed 5-28-95.

69O-191.069 Insurance – General Liability and Medical Malpractice/Professional Liability.

(1) Each HMO, in order to obtain its Certificate of Authority, shall furnish evidence of adequate insurance coverage or an adequate plan for self-insurance to respond to claims for injuries arising out of the furnishing of comprehensive health care. Once the HMO 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 HMO 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. If the HMO is a staff model, the medical malpractice insurance shall insure coverage for the HMO as well as any physicians employed by the HMO. If the HMO is an IPA model, professional liability insurance coverage shall be obtained and the HMO shall require in its contract with providers that the providers certify and maintain appropriate levels of medical malpractice insurance or its equivalent in compliance with Florida Statutes.

(2) The Office of Insurance Regulation shall be listed on the General Liability and Medical Malpractice/Professional Liability insurance policies for HMOs such that the Office shall receive written notification of any reduction of coverage, cancellation, non-renewal or termination of any insurance policy referenced in 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 or termination of 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. Any substantial change to the policy shall be immediately reported, in writing, to the Office.

(3) Medical Malpractice/Professional Liability for HMOs. Acceptable insurance coverage is defined as follows:

Insurance – Minimum Limits 

	Members
	Single Occurrence
	Aggregate

	0-19,999
	$1,000,000
	$ 1,000,000 

	20,000-39,999
	$1,000,000
	$ 2,000,000 

	40,000-49,999
	$1,000,000
	$ 3,000,000 

	50,000-59,999
	$1,000,000
	$ 5,000,000 

	60,000-79,999
	$1,000,000
	$ 6,000,000 

	80,000-89,999
	$1,000,000
	$ 7,000,000 

	90,000-99,999
	$1,000,000
	$ 8,000,000 

	100,000-109,999
	$1,000,000
	$ 9,000,000 

	110,000 or more
	$1,000,000
	$10,000,000 


If the level of insurance calculated above exceeds what is available in the insurance market (including the Florida Medical Malpractice Joint Underwriting Association – FMMJUA) the level of coverage will be the maximum available by market conditions. Maximum coverage available by market conditions is subject to Office verification and approval.

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

	Members
	Single Occurrence
	Aggregate 

	0-19,999
	$500,000
	$ 500,000 

	20,000-39,999
	$500,000
	$1,000,000 

	40,000-64,999
	$1,000,000
	$2,000,000 

	65,000-79,999
	$1,000,000
	$3,000,000 

	80,000-94,999
	$1,000,000
	$4,000,000 

	95,000-109,999
	$1,000,000
	$5,000,000 

	110,000-124,999
	$1,000,000
	$6,000,000 

	125,000-139,999
	$1,000,000
	$7,000,000 

	140,000-154,999
	$1,000,000
	$8,000,000 

	155,000 or more
	$1,000,000
	$9,000,000 


If the level of insurance calculated above exceeds what is available in the insurance market, the level of coverage will be the maximum available by market conditions. Maximum coverage available by market conditions is subject to Office verification and approval. Limits can be achieved separately or in concert with a following form umbrella policy.

(5) Self-Insurance.

(a) Any HMO 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 an actuarial firm acceptable to the Office or supervised by an actuary who is a member of the Casualty Actuarial Society.

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

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

b. The prior claims experience of the HMO;

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 HMO shall also submit a current actuarial study to the Office with each annual report.

3. The actuarial report shall state the reserve 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 report shall include funding levels for past periods with outstanding liabilities and the current year.

(b) Each HMO 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 HMO uses a self-insurance plan to meet these requirements, periodic payments shall be made by the HMO to an escrow account in the amount required by the actuarial study.

(d) The investment medium used shall be capable of producing the income rate assumed actuarially, and shall be in compliance with Sections 641.35(13)-(17), F.S.

(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 HMO.

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 Office; and the funds deposited therein shall be kept and maintained in an account separate and apart from the HMO’s business accounts. An escrow agent shall be named and shall be independent of the HMO.

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

8. At the request of either the HMO 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 or examination 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 HMO 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 report required by subparagraph (5)(a)3.; and,
III. All other liabilities, including the contingency reserve.

b. Assets shall consist of cash or assets eligible for deposit in accordance with Section 641.35(13), 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 HMO 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 HMO shall, within 60 days, present a plan for funding the deficit within six months after the occurrence of the deficiency. At the end of the six month period, the HMO shall submit to the Office a status report prepared by the escrow agent showing the status of the escrow account.

Rulemaking Authority 641.36 FS. Law Implemented 641.22(2), (5), 641.221 FS. History–New 2-22-88, Amended 10-25-89, Formerly 4-31.069, Amended 5-28-92, Formerly 4-191.069.

69O-191.072 Reinsurance (Excess Loss Insurance).

Rulemaking Authority 641.36 FS. Law Implemented 641.285(5)(a)1. FS. History–New 2-22-88, Amended 10-25-89, Formerly 4-31.072, Amended 5-28-92, Formerly 4-191.072, Repealed by Section 21, Chapter 98-159, Laws of Florida, 1-1-99.
69O-191.074 Records Retention.

(1) Every Health Maintenance Organization shall maintain complete records of its assets, transactions, and affairs, including but not limited to, the following:

(a) Financial records (including annual earned premiums and claims incurred, but not reported (IBNR));

(b) Corporate records;

(c) Insurance and reinsurance documents;

(d) Accounting documents;

(e) Member records;

(f) Claim and payment of claims files; and,
(g) Tax returns.

(2) These records, either in the form of paper or electronic documents, shall be maintained for no less than three (3) years, unless otherwise required to be maintained for a longer period of time by the Department of Health, Internal Revenue Service, Centers for Medicare & Medicaid (CMS) or as otherwise specified by the Office.

Rulemaking Authority 641.36 FS. Law Implemented 641.27 FS. History–New 5-28-92, Formerly 4-191.074, Amended 8-15-19.

69O-191.075 Annual and Quarterly Reports.

(1) Each HMO shall file with the Office a full and true statement of its financial condition, transactions, and affairs.

(a) An annual statement covering the preceding fiscal year shall be filed within 3 months after the end of the fiscal year, and quarterly statements within 45 days after the end of each of its quarterly reporting periods for the first three quarters of the fiscal year.

(b) The Office shall grant an extension of time for filing an annual or quarterly statement if there exist conditions beyond the control of the authorized HMO, such as rehabilitation pursuant to Chapter 631, F.S., or the laws of the state of domicile; severe damage to the HMO’s physical premises by a natural or man-made disaster; or some other reason of similar gravity and severity. The extension shall be for the amount of time reasonable to file under the conditions which justified the extension.

(c) For purposes of this rule, the requirement that statements be filed with the Office means that the statement has been transmitted electronically to the National Association of Insurance Commissioners and that the executed Jurat page of said statement has been transmitted electronically to the Office via the Regulatory Electronic Filing System, “REFS.” The date affixed by the Office’s electronic data processing system shall serve as evidence of the timeliness of the statement. Annual and quarterly statements in any other format shall not be submitted to the Office.

(2) Annual and Quarterly Statement Reporting.

Each HMO shall submit its annual and quarterly statement information electronically to the National Association of Insurance Commissioners in accordance with the electronic filing instructions incorporated by reference in paragraph 69O-137.001(3)(b), F.A.C.

(3) Manuals Adopted.

(a) Annual statements shall be prepared in accordance with the manuals incorporated by reference in paragraph 69O-137.001(4)(a), F.A.C.

(b) Quarterly statements shall be prepared in accordance with the manuals incorporated by reference in paragraph 69O-137.001(4)(b), F.A.C.

(c) Copies of the manuals are available:

1. From the National Association of Insurance Commissioners at http://www.naic.org; and,

2. For inspection during regular business hours at the Office of Insurance Regulation, Larson Building, 200 East Gaines Street, Tallahassee, Florida 32399-0300.

Rulemaking Authority 641.26, 641.36 FS. Law Implemented 624.424, 641.26(1) FS. History–New 2-22-88, Amended 10-25-89, Formerly 4-31.075, Amended 5-28-92, Formerly 4-191.075, Amended 7-30-17, 9-28-22.

69O-191.076 Corrective Action Plans.

(1) Each HMO will be required to make an evaluation of its statement of total revenues and expenses prior to each annual report filing to ensure that the net income before taxes is no less than 2% of total revenues. If the HMO fails to meet the 2% requirement then the HMO will be required to provide the Office, as a part of its annual report filing, a corrective action plan. The corrective action plan will be reviewed in conjunction with the subsequent quarterly filings which will include information which indicates the progress being made, and an explanation as to any negative variances that exist.

(2) Any HMO whose performance over any four (4) quarterly reporting periods, on a cumulative basis, whose net income before taxes is less than 2% of total revenues may be required to file a corrective action plan. This plan will also be reviewed on a quarterly basis and subject to the same reporting requirements stated in subsection (1), above.

(3) Any HMO whose net earnings before taxes is less than two (2) percent of total revenues, but not a loss, and whose statutory surplus is 200 percent of the required amount (after dividends declared or taken) may request, in writing, a waiver for filing the corrective action plan. A waiver shall be granted if all of the following criteria are met:

(a) The HMO is eligible to request as described above;

(b) The HMO was not operating under a corrective plan during the preceding fiscal year; and,
(c) The HMO is in full compliance with Chapter 641, F.S., and this rule chapter except for paragraph (1) of this section.

(4) The Office shall approve a corrective action plan complying with Section 641.23(3), F.S., if the plan meets all of the following criteria in that the plan includes:

(a) A statement of the fundamental problems causing the net income to be less than 2 percent of total revenues;

(b) A description of how the problems will be solved and what operational changes will be made;

(c) A specific reasonable time schedule for implementation;

(d) Projections of net income through the fiscal year in which net income is projected to exceed 2 percent of total revenue; and,
(e) A pro forma projecting the anticipated program. Pro forma projections must be submitted electronically on Form OIR-A2-2212, Pro Forma Projections, effective 09/18, hereby incorporated by reference and available at http://www.flrules.org/Gateway/reference.asp?No=Ref-10585, via the Office’s Regulatory Electronic Filing System (REFS) at https://www.floir.com/iportal.
Rulemaking Authority 641.36 FS. Law Implemented 641.23(3) FS. History–New 5-28-92, Amended 8-15-94, Formerly 4-191.076, Amended 8-15-19.

69O-191.078 Subscriber Grievance Procedure.

Every HMO shall have a subscriber grievance procedure. A detailed description of the HMO’s subscriber grievance procedure shall be included in all group and individual contracts as well as in any certificate or member handbook provided to subscribers. This procedure shall be administered at no cost to the subscriber. An HMO subscriber grievance procedure must include the following:

(1) Both informal and formal steps shall be available to resolve the grievance. A grievance is not considered formal until a written complaint is executed by the subscriber or completed on such forms as prescribed and received by the HMO;

(2) Each HMO shall designate at least one grievance coordinator who will be responsible for the implementation of the HMO’s grievance procedure;

(3) Phone numbers shall be specified by the HMO for the subscriber to call to present an informal grievance or to contact the grievance coordinator. Each phone number shall be toll free within the subscriber’s geographic area and provide reasonable access to the HMO without undue delays. There must 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 HMO shall process the formal written subscriber grievance in a reasonable length of time not to exceed 60 days, unless the subscriber and HMO mutually agree to extend the time frame set forth by this rule. If the complaint involves the collection of information outside the service area, the HMO will have 30 additional days to process the subscriber complaint through all phases of the grievance procedure. The time limitations prescribed in this paragraph requiring completion of the grievance process within 60 days shall be tolled after the HMO has notified the subscriber, in writing, that additional information is required in order to properly complete review of the complaint. Upon receipt by the HMO of the additional information requested, the time for completion of the grievance process set forth herein shall resume. A grievance which is arbitrated pursuant to Chapter 682, F.S., is permitted an additional time limitation not to exceed 210 days from the date the HMO receives a written request for arbitration from the subscriber;

(7) The HMO shall have physician involvement in reviewing medically related grievances. Physician involvement in the grievance process should not be limited to the subscriber’s primary care physician, but may include at least one other physician;

(8) The HMO shall offer to meet with the subscriber during the formal grievance process. The location of the meeting shall be at the administrative offices of the HMO within the service area or at a location within the service area which is convenient to the subscriber;

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

(10) Each HMO 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 HMO’s name and address,

(b) A complete description of the HMO’s factual findings and conclusions after completion of the full formal grievance procedure,

(c) A complete description of the HMO’s conclusions pertaining to the grievance as well as the HMO’s final disposition of the grievance; and,
(d) A statement as to which levels 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 HMO’s entire grievance procedure;

Rulemaking Authority 641.36 FS. Law Implemented 641.22(9), 641.31(5) FS. History–New 7-8-87, Amended 2-22-88, 10-25-89, Formerly 4-31.078, Amended 5-28-92, Formerly 4-191.078, Amended 8-15-19.

69O-191.085 Fees.

Checks for filing of each annual report, and for any other fees collected under this law, shall be made payable to the “Florida Department of Financial Services.”

Rulemaking Authority 641.36 FS. Law Implemented 641.29 FS. History–New 2-22-88, Formerly 4-31.085, 4-191.085, Amended 9-28-22.

69O-191.088 Surplus Notes.

Funds borrowed by HMOs will be considered surplus notes if guaranteed by the United States government, or its agents, or 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 HMO, and upon dissolution or liquidation, no payment of any kind shall be made until all other liabilities of the HMO 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 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 641.36 FS. Law Implemented 641.35 FS. History–New 2-22-88, Amended 10-25-89, Formerly 4-31.088, 4-191.088.

69O-191.090 Cash Management Systems.

An HMO may participate in a cash management program with affiliated companies as long as the HMO maintains title to and control over all funds. The trustee or custodian which is to invest these funds, as allowed under Sections 641.35(9) through (17), F.S., shall maintain a separate custodial account for the HMO and the HMO’s officers must have direct access to the funds at all times in the normal course of business.

Rulemaking Authority 641.36 FS. Law Implemented 641.35(1)(a), 641.35(9)-(17) FS. History–New 5-28-92, Formerly 4-191.090.

69O-191.091 Guaranteeing Organizations.

In order to meet the qualifications for a guaranteeing organization, an entity shall comply with the following:

(1) The guarantor shall comply with Section 641.19(10), F.S., by appointing the Chief Financial Officer as its agent for service of process in Florida. The entity must complete a consent form and board resolution approved by the Office and submit originals to the Office of Insurance Regulation, Life and Health Financial Oversight, 200 East Gaines Street, Tallahassee, Florida 32399-0300.

(2) The guarantor shall comply with Section 641.225(4), F.S., by submitting audited financial statements certified by an independent CPA, prepared in accordance with generally accepted accounting principles, covering the guarantor’s two most current annual accounting periods.

(3) The guarantor shall comply with the financial requirements of Section 641.225, F.S., as they relate to surplus requirements.

(4) The guarantor shall execute an appropriate guarantee agreement as required by Section 641.225(4), F.S. The guarantee agreement shall be signed by an officer of the guarantor who has the authority to bind the organization and shall be notarized. The guarantor shall submit the original of the guarantee agreement to the Office. Evidence must be submitted that substantiates the fact that the officer that signs the guarantee agreement has the authority to bind the organization for purposes of executing the guarantee agreement (certified original copy of Board Resolution accompanied by certified original copy of the current Articles of Incorporation and By-Laws of the guarantor).

(5) The guarantor shall maintain continued compliance with Section 641.225, F.S., relating to requirements for guaranteeing organizations, which includes annual financial reporting requirements.

Rulemaking Authority 641.36 FS. Law Implemented 624.424, 641.19(5), 641.225, 641.285 FS. History–New 2-22-88, Amended 10-25-89, Formerly 4-31.091, Amended 5-28-92, Formerly 4-191.091.

69O-191.094 Change of Name.

(1) No name other than that listed on the HMO’s Certificate of Authority or those approved by the Office pursuant to subsections (2) and (3) of this rule shall be used by the HMO. 
(2) The name of the HMO shall not be changed without prior approval of the Office. The approval process is as follows:

(a) The HMO shall file a request with the Office to change the HMO’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.

(b) Once the Office approves the name change, the HMO shall submit:

1. A Board Resolution from the HMO affirming the decision to change the HMO’s name;

2. Articles of Incorporation certified by the Florida Secretary of State reflecting the new name;
3. Bylaws of the HMO certified by the HMO reflecting the new name;
4. A Florida Certificate of Status reflecting the new name;
5. Documentation showing that the name change has been made on all insurance policies in which the HMO is named as an insured;

6. Documentation showing that all new subscriber contracts will include the new name of the HMO; and
7. Forms OIR-C1-0510 and OIR-C1-0511, incorporated by reference in Rule 69O-136.100, F.A.C.
(3) Fictitious names, as defined in Section 865.09, Florida Statutes, shall not be used without prior approval of the Office. The approval process is as follows:

(a) The HMO shall file a request with the Office to use a fictitious name. The request shall include a plan by which affected subscribers and providers will be notified of the use of the fictitious name. This plan shall include a copy of any proposed notice to be sent to subscribers and providers.

(b) Once the Office approves the use of the fictitious name, the HMO shall submit documentation from the Florida Secretary of State evidencing the HMO’s registration of the fictitious name.
Rulemaking Authority 641.36 FS. Law Implemented 641.31(3)(a), 641.33(2) FS. History–New 2-22-88, Formerly 4-31.094, Amended 5-28-92, Formerly 4-191.094, Amended 9-26-24.
69O-191.095 Change of Address.

Every licensed HMO shall notify the Office of Insurance Regulation, Life and Health Financial Oversight, in writing, 60 days prior to such change, of any change in its Florida principal or corporate business address. Any health service clinics or centers owned or controlled by the HMO shall maintain current addresses with the corporate office and shall be made available upon request by the Office.

Rulemaking Authority 641.36 FS. Law Implemented 624.424, 641.21, 641.221, 641.27 FS. History–New 5-28-92, Formerly 4-191.095.

69O-191.097 Change of Ownership.

Rulemaking Authority 641.36 FS. Law Implemented 628.4615 FS. History–New 2-22-88, Amended 10-25-89, Formerly 4-31.097, Amended 5-28-92, Formerly 4-191.097, Repealed 9-28-22.

69O-191.100 Operational HMOs; Issuance of Certificate.

In order to establish that the exemption from the requirement for a Certificate of Authority applies, an entity shall notify the Office that it is operating as an HMO in compliance with Section 641.38, F.S. The notification shall include conclusive proof that there has been no change in the controlling ownership of the entity since January 1, 1947.

Rulemaking Authority 641.36 FS. Law Implemented 641.38 FS. History–New 2-22-88, Formerly 4-31.100, 4-191.100.

69O-191.105 Individual Subscriber Enrollment Procedures.

(1) After a subscriber signs an HMO enrollment application and before the HMO can process the application changing or initiating the subscriber coverage, each HMO must verify the intent and desire of the individual subscriber to join the HMO. The verification must be in writing and conducted by someone outside the HMO’s marketing Office. Each verification shall include the following:

(a) Confirmation that the subscriber intends and desires to join the HMO;

(b) If the subscriber is a Medicare recipient, confirmation must be provided that the subscriber understands by joining the HMO they will be limited to the benefits provided by the HMO, and Medicare will pay the HMO for the subscriber coverage;

(c) Confirmation that the subscriber understands the applicable restrictions of HMOs, especially that they must use the HMO providers and secure approval from the HMO to use health care providers outside the plan; and,
(d) If the subscriber is a member of an HMO, confirmation must be provided that the subscriber understands they are transferring to another HMO.

(2) The HMO shall not pay a commission, fee, money or any other form of scheduled compensation to any health insurance agent until verification from the subscriber of their intent and desire to enroll into the HMO has been secured and the enrollment process has been completed. The HMO shall verify the intent of the subscriber to enroll with a written notice to the subscriber stating that they have transferred from their existing coverage (i.e. from Medicare, another HMO, etc.) to the new HMO. Each written verification notice shall be accompanied with printed materials explaining the nature of the HMO and any applicable restrictions and exclusions. The enrollment process shall be deemed complete seven days after the HMO mails the confirmation notice. Each HMO must notify the subscriber of the date enrollment begins and when benefits will be available. Each HMO is directly responsible for enrollment abuses.

Rulemaking Authority 641.36 FS. Law Implemented 641.3901, 641.3903(1)(d), (h), (2)(d), (4)(a), (5), (8) FS. History–New 7-6-87, Formerly 4-31.105, Amended 5-28-92, Formerly 4-191.105.

69O-191.107 Prescribed Forms.

Rulemaking Authority 624.308(1), 641.36 FS. Law Implemented 624.424, 627.410(6), (7), 627.413(4), 627.4145, 627.6699(12), 627.6735, 627.682, 627.9407(2), 628.4615, 641.19(13)(d), 641.21(1), 641.26(1), (2), 641.29 FS. History–New 2-22-88, Amended 10-25-89, Formerly 4-31.107, Amended 5-28-92, 8-15-94, 8-15-02, Formerly 4-191.107, Amended 7-30-17, Repealed 9-28-22.

69O-191.300 Health Maintenance Organization (HMO) Penalty Categories.

(1) Purpose. The purpose of this rule is to establish penalty categories that specify varying ranges of monetary fines for willful and nonwillful violations of applicable provisions of the Florida Insurance Code, or rules promulgated thereunder, that are committed by HMOs.

(2) Scope. This rule applies to all HMOs licensed under Chapter 641, F.S. It applies to all violations of the provisions of the Florida Insurance Code, or rules promulgated thereunder, applicable to HMOs pursuant to Section 641.25, F.S. 

(3) Definitions. The following terms have the following meanings for purposes of this rule:

(a) “Action” means an event or events leading to the commission of a violation.

(b) “Office” shall have the same meaning as Section 624.05, F.S.

(c) “Office Rules” means rules adopted by the Office which apply to HMOs.

(d) “Examination” means an inspection of an HMO as authorized by Section 641.27, F.S.

(e) “Florida Insurance Code” shall have the same meaning as Section 624.01, F.S.

(f) “HMO” means a health maintenance organization as defined in Section 641.19(13), F.S., and licensed pursuant to the provisions of Chapter 641, F.S.

(g) “Investigation” means any official departmental review, analysis, inquiry, or research into referrals, complaints, or inquiries to determine the existence of a violation.

(h) “Knowing and willful” means any act or omission, which is committed intentionally as opposed to accidentally and which is committed with knowledge of the act’s unlawfulness or with reckless disregard as to the unlawfulness of the act.

(i) “Repeat Violations” means a second or subsequent offense of any given violation under this rule within the preceding four years.

(j) “Violation” means any instance of noncompliance by an HMO with any applicable provisions of the Florida Insurance Code, rules or orders of the Office governing HMOs.

(4) General Provisions.

(a) Rule Not All-Inclusive. This rule contains illustrative violations. This rule does not, and is not intended to, encompass all possible violations of statute or Office rule that might be committed by an HMO. The absence of any violation from this rule shall in no way be construed to indicate that the HMO is not subject to penalty. In any instance wherein the violation is not listed in this rule, the penalty shall be determined by consideration of:

1. The aggravating and mitigating factors specified in this rule; and,
2. Any similar or analogous violation that is listed in this rule, if applicable.

(b) Rule and Statutory Violations Included. This rule applies whether the violation is of an applicable statute or Office rule, or an order implementing such a statute or rule.

(c) Relationship to Other Rules. The provisions of this rule shall be subordinated in the event that any other rule more specifically addresses a particular violation or violations.

(d) Other Licensees. The imposition of a penalty upon any HMO in accordance with this rule shall in no way be interpreted as barring the imposition of a penalty upon any agent, adjuster, or other licensee in connection with the same conduct.

(5) Aggravating Factors. The following aggravating factors are considered in determining penalties for violations not listed in this rule, and, as to listed violations, the placement of the penalty within the range specified. The factors are not necessarily listed in order of importance.

(a) Willfulness and knowledge of the violation.

(b) Actual harm or damage to any member, claimant, applicant, or other person or entity caused by the violation, as determined by the Office’s financial examination, market conduct examination, or investigation.

(c) Degree of harm to which any member, claimant, applicant, or other person or entity was exposed by the violation, as determined by the Office’s financial examination, market conduct examination, or investigation.

(d) Whether the HMO reasonably should have known of the action’s unlawfulness.

(e) Financial gain or loss to the HMO or its affiliates from the violation.

(f) Whether the violation is a repeat violation.

(g) The number of occurrences of a violation found during an examination or investigation.

(6) Mitigating Factors. The following mitigating factors are considered in determining penalties for violations not listed in this rule, and, as to listed violations, the placement of the penalty within the range specified.

(a) Whether corrective activities were actually and substantially initiated (not just planned) and implemented by the HMO before the violation was noted by or brought to the attention of the Office and before the HMO was made aware that the Office was investigating the alleged violation. Such corrective activities must be implemented to assure that the violation does not recur and include but are not limited to the following: personnel changes, reorganization or discipline, and making any injured party whole as to harm suffered in relation to the violation.

(b) Destruction of records by fire, hurricane, or other natural disaster.

(c) Death of key personnel.

(7) Penalty Categories and Fines Assessed. Violations are divided into four categories. Category I violations are the most serious and Category IV violations are the least serious. The Office will use the factors in subsections (5) and (6), above, and any similar or analogous violation listed in this rule, if applicable, to determine, within the penalty ranges specified below, the fine for each violation within a category. The penalty amount does not include any examination costs that are assessed in addition to the fine.

(a) CATEGORY I. When a fine is imposed within this category for a knowing and willful violation, the amount shall not be less than $5,000 nor exceed $20,000. Additionally, fines for knowing and willful violations may not exceed an aggregate amount of $250,000 for all such violations arising out of the same action. When a fine is imposed for a nonwillful violation within this category, the fine shall not be less than $500, nor exceed $2,500. Additionally fines for non-willful violations may not exceed an aggregate amount of $25,000 for all such violations arising out of the same action.

1. Violation by the HMO of any lawful order of the Office.

2. Failure by the HMO to take corrective actions or other measures as agreed to in writing by the HMO with the Office, pursuant to Section 641.23, F.S.

3. Failure by the HMO to take corrective actions or other measures which cure any formal written criticism made by the Office in a previous financial or market conduct examination report, after that report becomes final and within the timeframe prescribed by the Office, pursuant to Sections 641.23 and 641.27, F.S.

4. Failure of the HMO or any of its officers or directors to respond to or cooperate with the Office in reporting, or providing information to the Office, or producing or making reasonably available, any of its accounts, records, or files, as requested by the Office, pursuant to Section 641.27, F.S.

5. Use by the HMO of an unlicensed managing general agent, broker, agent, representative, or third party administrator, pursuant to Section 641.386, F.S.

6. Filing or causing to be filed any materially incorrect financial report with the Office pursuant to Section 641.26, F.S.

7. Reporting assets not in compliance with Section 641.35, F.S., on financial statements required by the Office.

8. Transacting any business subject to the Florida Insurance Code other than that authorized under a certificate of authority issued by the Office.

9. Engaging in an unfair or deceptive act, advertisement or practice, pursuant to Sections 641.385, 641.3901 and 641.3903, F.S.

10. Use by the HMO of unfiled or disapproved rates or forms, pursuant to Sections 641.21(1), 641.221, 641.31(3) and 627.6699, F.S., and Rules 69O-149 and 69O-191, F.A.C.

11. Failure by the HMO to comply with and maintain surplus requirements, pursuant to Section 641.225, F.S.

12. Failure by the HMO to comply with limits on investments, without a special consent from the Office pursuant to Section 641.35, F.S.

13. Failure by the HMO to comply with the requirements of Sections 641.255 and 628.4615, F.S., pertaining to the voting securities of a health maintenance organization.

14. Failure by an HMO participating in the small group market to offer guarantee issue health coverage to eligible small employers and eligible employees/dependents pursuant to Section 627.6699(5), F.S.

15. Failure by an HMO participating in the small group market to market health benefit plans to small employers, pursuant to Sections 627.6699(5), (12) and (13), F.S.

16. Failure by the HMO to offer policies pursuant to Section 641.3921, F.S.

17. Failure by the HMO to give adequate notice of termination pursuant to Section 641.3108, F.S.

18. Entering into a commission arrangement that is varied depending upon health status, claims experience, industry or occupation for small groups, pursuant to Section 627.6699(13)(d), F.S.

19. Payment of dividends by the HMO in excess of guidelines established in Section 641.365, F.S., without prior written approval of the Office.

20. Inducing an employer to separate or exclude an eligible employee, pursuant to Section 627.6699(13)(g), F.S.

21. Failure by the HMO to provide comprehensive health care services pursuant to Sections 641.3007, 641.31, 641.31071, 641.31094, 641.31095 and 641.31096, F.S.

22. Failure by the HMO to offer minimum medical benefits, pursuant to Section 641.31, F.S.

23. Failure by the HMO to timely pay a claim pursuant to Section 641.3155(2), F.S. Assignment by the HMO of claim processing and/or payment to a third party administrator or other entity does not relieve the HMO of its responsibilities for timely claim payment.

24. Failure by the HMO to pay interest on a late paid claim pursuant to Section 641.3155(3), F.S.

25. Failure by the HMO to exclude non-admitted assets as defined in and required by Section 641.35, F.S.

(b) CATEGORY II. Failure to timely file annual and quarterly financial reports pursuant to and in compliance with Sections 641.26 and 641.35, F.S., and rule 69O-191.075, F.A.C. The fine will be calculated as follows:

1. The day after the due date, the Office will impose a fine of not less than $750, nor more than $1,000 per day for each day thereafter through day 10. 

2. If the violation continues past day 10, an additional fine of not less than $1,500, nor more than $2,000 per day will be added to the total for day eleven and each day thereafter until the report(s) is received, not to exceed $100,000 for each report.

3. If the violation continues past day 10, suspension of enrollment to new subscribers is immediate upon written notification by the Office pursuant to Section 641.26(4), F.S. 

(c) CATEGORY III. If the violation is knowing and willful, the fine assessed shall be not less than $2,500 and not more than $10,000 per violation. If the violation is nonwillful, the fine assessed shall be not less than $500 and not more than $1,000 per violation.

1. Use of an agent by the HMO who is licensed but not properly appointed pursuant to Section 641.386, F.S.

2. Failure by the HMO to provide a health care provider with a written reason for the termination of the provider’s contract pursuant to Section 641.315(7), F.S.

3. Failure by the HMO to provide 45 days notice of cancellation or non-renewal of an HMO subscriber contract or failure to state in writing the reason or reasons for the cancellation, termination, or non-renewal pursuant to Section 641.3108, F.S.

4. Use by the HMO of any form which has a title, heading, or other indication of its provisions which is misleading pursuant to Section 641.31(3)(c)3., F.S.

5. Failure by the HMO to make delivery of the HMO contract pursuant to Sections 641.31(1) and 641.3107, F.S.

6. Failure by the HMO to maintain a fidelity bond pursuant to Section 641.22(7), F.S.

7. Failure by the HMO to maintain a sufficient insolvency deposit pursuant to Section 641.285, F.S.

8. Failure by the HMO to file small employer advertising with the Office as required by Section 627.6699(12)(d)4., F.S.

9. Failure by the HMO to submit translations of forms pursuant to Section 641.305(1)(b), F.S.

10. Failure by the HMO to include a provision in provider contracts which holds the subscriber harmless pursuant to Sections 641.315(1) and 641.3154, F.S.

11. Failure by the HMO to maintain an investment approval mechanism pursuant to Section 641.35(7), F.S.

12. In order to be considered as a timely filing, the reports required under Chapter 641.26, F.S., must be verified by the oath of two officers of the organization, or, if not a corporation, of two persons who are principal managing directors of the affairs of the organization. The signatures of such officers or principal managing directors must be properly notarized.

(d) CATEGORY IV. If the violation is knowing and willful, the fine assessed will range from $1,500 to $2,500. If the violation is non-willful, the fine assessed will range from $500 to $1,000.

1. Failure by the HMO to provide Medicare stickers pursuant to Section 641.31(13), F.S.

2. Failure by the HMO to secure a signed statement from a prospect before issuing a small group plan pursuant to section 627.6699(12)(d), F.S.

3. Failure by the HMO to notify the Office of a change in its name pursuant to Rule 69O-191.094, F.A.C.

4. Failure by the HMO to maintain an advertising file pursuant to Rule 69O-191.063, F.A.C.

5. Use by the HMO of prohibited terms, such as “insurance,” “casualty,” “surety,” “mutual,” pursuant to Section 641.33, F.S.

6. Failure by the HMO to include a provision in provider contracts for 60 days advance written notice to the provider and the Office before canceling, without cause, the contract with the provider pursuant to Section 641.315(2), F.S.

7. Failure by the HMO to properly notify the Office of the termination of a contracted provider pursuant to Section 641.315(2), F.S.

8. Failure by the HMO to include a contractual provision for the Office’s termination of administrative contracts pursuant to Section 641.234(3), F.S.

9. Failure by the HMO, whenever a contract exists between an HMO and a provider, to disclose to the provider:

(a) The mailing address or electronic address where claims should be sent for processing;

(b) The telephone number that a provider may call to have questions and concerns regarding claims addressed; or

(c) The address of any separate claims processing centers for specific types of services, in violation of Section 641.315(4), F.S.

10. Failure by the HMO to provide to its contracted providers no less than 30 calendar days prior written notice of any changes in the information required in Section 641.315(4), F.S.

11. Failure by the HMO to establish written procedures for a contract provider to request authorization for utilization of health care services in contravention of Section 641.315(8), F.S.

12. Failure by the HMO to establish written procedures for the HMO to grant authorization for utilization of health care services in contravention of Section 641.315(8), F.S.

13. Failure by the HMO to give written notice to the contract provider prior to any change in these procedures, in violation of Section 641.315(8), F.S.

Rulemaking Authority 641.25, 641.36 FS. Law Implemented 641.25 FS. History–New 1-7-01, Formerly 4-191.300.
