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SUBPART J. LOUISIANA HEALTH PLAN
81201. Legislative findings; purpose; short title

A. Existing law does not establish a health cogerprogram to provide health insuranc
Louisiana domiciliaries who are not otherwise atdeobtain health insurance meeting presci
criteria.

B. Uninsurable Louisianians, left to face the aafsinajor medical care without health cover:
must look to publicly funded programs in the evehsevere illness or injury, thereby placing a faur
on the resources of the state.

C. Insurance is a business which affects the publerest and which has been subjec
regulation in the public interest in this statecsinl855; Louisiana's interest in the regulatio
insurance is effectuated by the provisions of tleiidiana Insurance Code, R.S. 22:1 et seq., &
other statutes of this state, and is affirmed enNttCarran-Ferguson Act, 15 U.S.C. 81011 et seq.

D. It is the purpose and intent of the legislattweestablish a mechanism to insure
availability of health and accident insurance cagerto those citizens of this state who, becau
health conditions, cannot secure such coverage.

E. Federal law authorizes the state, subject ttertd review and approval, to utilize
Louisiana Health Plan to ensure the availabilitycomprehensive health coverage to those citize
this state who lose their group health care covemyl are guaranteed access to continuing cov
Under this authority, the state can provide tlaplith the ability to utilize alternate fundingusoes t
reduce rates, provided rates do not fall below lmmedred twentyfive percent of the standard mai
average for similar coverage. Under this authptitye financial solvency of the plan for feder
defined eligible individuals is guaranteed by fesessessed for plan costs in excess of pren
applicable to participating insurers. It is thergmse and intent of the legislature to establi
mechanism which meets the federal requirementsaéoess to comprehensive health insuranc
federally defined eligible individuals and providgstions for receipt of alternate funding to impedte
affordability of coverage as allowed by federal law

F. This Subpart shall be known and may be citathi@SLouisiana Health Plan Act".

G. It is the purpose and intent of the legislattoeestablish a mechanism to increase
availability of health insurance coverage to srhalinesses that because of the cost of healthaimst
are not able to offer such coverage to their engesy

H. Repealed by Acts 2004, No. 493, 82, eff. June2P04.

Acts 1990, No. 131, 81, eff. Sept. 1, 1990; Act87,No. 1154, 81, eff. Jan. 1, 1998; Acts 1
No. 163, 81; Acts 1999, No. 294, 81; Acts 2003, B@8, 81, eff. June 24, 2003; Acts 2004, No.
82, eff. June 25, 2004; Acts 2008, No. 21, 81; Rephated from R.S. 22:231 by Acts 2008, No.
81, eff. Jan. 1, 2009.

NOTE: See Acts 1990, No. 131, 882 and 3.

NOTE: Former R.S. 22:1201 redesignated as R.9.622: by Acts 2008, No. 415, 81,

eff. Jan. 1, 2009.
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§1202. Definitions

As used in this Subpart:

(1) "Ambulatory surgical center" means an establisnt in this state as defined in and licel
under the provisions of R.S. 40:2131 et seq., asbadrom time to time amended.

(2) "Benefits plan" means the coverages offeredheyplan to eligible persons as definec
R.S. 22:1207.

(3) "Board" means the board of directors of thenpl

(4) "Church plan" has the meaning given such temder Section 3(33) of the Emplo
Retirement Income Security Act of 1974.

(5) "Commissioner" means the commissioner of iasce.

(6) "Creditable coverage" means, with respectrtanaividual, coverage to the individual
defined by R.S. 22:1061(4).

(7) "Department” means the Department of Insurance

(8) "Dependent" means a resident spouse or rdsudenarried child under the age of twenty-
one years, a child who is a student under the ageemtyfour years and who is financially depenc
upon the parent, or a child of any age who is déxhbnd dependent upon the parent.

(9) "Family group insurance" means health anddmeti insurance as defined in R.S. 22:1000
(A)(2)(a).

(10) "Federally defined eligible individual" meaas individual as defined by R.S. 22:1073(B).

(11) "Government plan" has the meaning given seaoh under R.S. 22:1061(5)(Q).

(12) "Group health benefit plan” means an employe#are benefit plan as defined by F
22:1061(1).

(13) "Health and accident insurance” means hdspitd medical expense incurred polic
nonprofit service plan corporation contracts, anovecages provided by health mainten:
organizations, individual practices, associatidhs, Office of Group Benefits, and other similariged
and selfinsurers. The term "health and accident insuradog’s not include short term, accident c
hospital indemnity, credit insurance, automobiled &aomeowner's medicglayment coverage, worke
compensation medical benefit coverage, Medicarediddgd, federal governmental benefit pl:
supplemental health insurance, limited benefit theimsurance, or coverage issued as a supplem
liability insurance.

(14) "Health care provider" means a person licénsg this state to provide health care
professional services under the provisions of T3ifeof the Louisiana Revised Statutes of 1950 ¢
professional corporation, as a health care proyalghorized to form under the provisions of Tit of
the Louisiana Revised Statutes of 1950 or suchrsopelicensed by the appropriate laws of ant
state.

(15) "Health maintenance organization" means garareation as defined in R.S. 22:242(7).

(16) "Hospital® means any facility as defined inSR40:2102 established for the care
treatment of the sick and injured.

(17) "Insurance arrangement” means any plan, pmegicontract, or any other arrangen
under which one or more natural or juridical pessprovide to their employees or participants, wéi
directly or indirectly, health care services or &t other than through an insurer. The termlsiiat
include any "self-insurer" as defined herein.

(18) "Insured" means any natural person domidietthis state, other than a member of the |
who is eligible to receive benefits from any inguweinsurance arrangement as defined in this @ecti

(19) "Insurer" means any insurance company or ro#mity authorized to transact ¢
transacting health and accident insurance busindhss state. Notwithstanding any contrary proons
of R.S. 22:242(7) or any other law, regulationdefinition contained in this Title, a health mananc
organization shall be deemed an insurer for th@gaes of this Subpart. The term "insurer" shat
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include any insurance company whose products arketesl on the home service distribu
method and which issues a majority of these paiora weekly or monthly basis.

(20) "Medical care" means amounts paid for asnéefin R.S. 22:1061(1)(b).

(21) "Medicaid" means coverage provided untler state plan for Title XIX of the Soc
Security Act, 42 USC 1396 et seq., as amended.

(22) "Medicare" means coverage under both Padsd\B of Title XVIII of the Social Securi
Act, 42 U.S.C. 1395 et seq., as amended.

(23) "Member" means a person covered by the plan.

(24) "Plan" means the Louisiana Health Plan aateckein R.S. 22:1203.

(25) "Plan of operation" means the plan of operatf the plan, including articles, bylaws,
operating rules, adopted by the board pursuant$o 2:1205.

(26) "Private pay patient"” means a natural persba is not covered by any policy or plar
insurance or by a seifisurer or whose charges for injury or ilinessrmoecompensable by his emplo
or other insurer or insurance arrangement.

(27) "Public program” means any public assistgmrogram which provides funding for he
care services rendered by a health care providerdidirectly subsidized by the federal government

(28) "Selfinsurer" means a natural or juridical person whpcbvides health care services
reimbursement for all or any part of the costsexlth care for its employees or participants is gtat
other than through an insurer.

(29) "Small employer" means any person, firm, ooagion, partnership, or association acti
engaged in business which, on at least fifty pdroénts working days during the preceding y
employed not less than one nor more than twéagyeligible employees. In determining the numobt
eligible employees, companies which are affiliatedhpanies or which are eligible to file a combi
tax return for purposes of state taxation shattdresidered one employer.

Acts 1990, No. 131, 81, eff. Sept. 1, 1990; Act81,No. 574, 81, eff. July 16, 1991; Acts 1¢
No. 1154, 81, eff. Jan. 1, 1998; Acts 1999, No., B3 Acts 1999, No. 294, 81; Acts 2001, No. 1
82, eff. June 29, 2001; Acts 2005, No. 154, 81, kfhe 28, 2005; Acts 2008, No. 21, 81; Redesid
from R.S. 22:232 by Acts 2008, No. 415, 81, effi.Jg 2009.

NOTE: Former R.S. 22:1202 redesignated as R.9.622: by Acts 2008, No. 415, 81,

eff. Jan. 1, 20009.
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81203. Creation of the plan

A. Thereis hereby created a nonprofit entity to be known as the "Louisiana Health Plan" whose
legal domicile shall be in the parish of East Baton Rouge. The plan shall perform its functions under the
plan of operation established and approved pursuant to R.S. 22:1205 and shall exercise its powers
through a board of directors established by R.S. 22:1204. For purposes of administration and
assessment, the plan shall maintain three accounts:

(1) The state guarantee account for non-federally defined eligible individuals.

(2) Thefederal guarantee account for federally defined eligible individuals.

(3) The small employer insurance risk account for small businesses that employ at least one but
not more than twenty-five employees.

B.(1) The plan is not and may not be deemed a department, unit, agency, instrumentality,
commission, or board of the state for any purpose. All debts, claims, obligations, and liabilities of the
plan, whenever incurred, shall be the debts, claims, obligations, and liabilities of the plan only and not
the state, its agencies, instrumentalities, officers, or employees. The debts, claims, obligations, and
liabilities of the plan may not be considered to be a debt of the state or a pledge of its credit.

(2) Notwithstanding the provisions of Paragraph (1) of this Subsection, and except as provided
in Paragraphs (3) and (4) of this Subsection, the plan shall be subject to the provisions of R.S. 44: et seq.
and R.S. 42:4.1 et seq., and may be considered as if it were a public body for the purposes of this
Section.

(3) The plan may hold an executive session pursuant to R.S. 42:16 for discussion of one or more
of the following, and R.S. 44:1 et seq. shall not apply to any documents as enumerated in R.S. 44:1(A)
(2) which relate to one or more of the following:

(@ Names of patients provided to or maintained by the plan, or the administering insurer
selected under the provisions of R.S. 22:1208.

(b) Matters protected by an attorney-client privilege.

(c) Matters with respect to claims or claims files, except documents contained in those files
which are otherwise deemed public records.

(d) Prospective litigation against the plan after formal written demand, prospective litigation by
the plan after referral to counsel for review, or pending litigation by or against the plan.

(e) Any other matter now provided for or as may be provided for by the legislature.

(f) Discussion by or documents in the custody or control of any committee or subcommittee of
the plan, or any member, employee, or agent, or the board of directors or its members, employees, or
agents, provided the discussion or documents would otherwise be protected from disclosure by any of
the exceptions provided in this Paragraph.

(4) Any specific fee, procedure, or unit of service pricing information contained in any contract
or the form of any contract made, between the plan and any provider of health care services, network of
providers of health care services, or managed care plan shall be deemed confidential and shall not be
divulged by the plan or the board except that payment may be disclosed and become public record in
any legidative, administrative, or judicial proceeding or inquiry. Any information related to payments
under a contract or the form of any contract for health care services other than specific fee, procedure, or
unit of service pricing shall not be subject to the provisions of this Subsection.

C. The plan and the administering insurer shall be subject to audit by the legidative auditor in
accordance with the provisions of R.S. 24:513.

D. There shall be no liability on the part of and no cause of action of any nature shall arise or
exist against the plan, its agents or employees, its board of directors, or the commissioner or his
representatives for any action taken by them in the performance of their powers and duties under this
Subpart.

Acts 1990, No. 131, 81, eff. Sept. 1, 1990; Acts 1997, No. 1154, 81, eff. Jan. 1, 1998; Acts 1999,
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No. 163, 81; Acts 1999, No. 294, §1; Redesignated from R.S. 22:233 by Acts 2008, No. 415, §1,
eff. Jan. 1, 20009.

NOTE: Former R.S. 22:1203 redesignated as R.S. 22:1623 by Acts 2008, No. 415, &1,

eff. Jan. 1, 2009.
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§1204. Board of directors

A. The board of directors shall be composed ofcr@missioner of insurance or his desig
who shall serve as an ex officio, nonvoting memiifethe board, and twelve members to be sel
from the groups and in the manner as follows:

(1) A representative of a domestic insurance compahich is a member of the Louisit
Insurers Conference, selected by the conference.

(2) A representative of a foreign insurance comgpdoing business in the state of Louisi
which is a member of America's Health Insurance®laelected by the association.

(3) A representative of a domestic nonprofit Heakrvice and indemnity plan, selected by
commissioner.

(4) A representative of a health maintenance orgéinn domiciled and doing business in
state of Louisiana, selected by the commissioner.

(5) A representative of the Louisiana Hospital @@ation, selected by the association.

(6) A representative of the Louisiana State Mddszmiety, selected by the society.

(7) A representative of the Louisiana Associatioh Life Underwriters, selected by |
association.

(8) The chairman of the Senate Committee on Imagraor his designee, who shall serve ¢
ex officio, nonvoting member.

(9) The chairman of the House Committee on Instgaor his designee, who shall serve ¢
ex officio, nonvoting member.

(10)(a) Three consumer representatives, selectéallaws:

(i) One consumer representative of the Louisiarealth Care Campaign, selected by
organization.

(i) One consumer representative, selected byctimemissioner from a list of persons comp
from recommendations made by any interested grap, at the time of selection is a member ¢
eligible for membership in the plan.

(i) One representative of the business commursigfected by the commissioner from a lis
persons compiled by recommendations by any intdegtoup.

(b) The commissioner shall make all diligent effaio make selections from these three gr
that will represent a racial, ethnic, and gend#iecgon of the state for the board of directors.

(11) Repealed by Acts 2004, No. 368, 82, eff. Be2004.

B. Each member of the board other than the conomiss shall serve a term of three ye
provided that initially four members shall servieean of two years and four members shall servem
of one year, as determined by the board. Membleadi serve without compensation but may
reimbursed from the assets of the plan for expenmsasred by them as members of the boar
directors.

C. The board shall elect one of its members teesas chairman for a one year term and
elect such other officers as the board deems rmgessfulfill its duties under this Subpart, ail $erv.
terms concurrent with that of the chairman.

D. Any vacancy on the board shall be filled foe ttemaining period of the term in the s:
manner as the initial appointments were made. cbmemissioner or the board may fill any vacanc
the board in accordance with the requirements bs&ction A of this Section if the vacancy is nded
within sixty days of its occurrence by the appraf@iappointing authority as provided in Subsech
of this Section.

E. The board may make and alter bylaws goverriiegdérms of office of directors, the meeti
of the directors, and any other provision not irgistent with the provisions of this Subpart.

F. The board shall submit a written report of diperation of the plan to the commissioner
to the Senate Committee on Insurance and House @tearan Insurance by April first of each year.
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G-J. Repealed by Acts 1997, No. 1154, 83, eff. 1ah998.

Acts 1990, No. 131, 81, eff. Sept. 1, 1990; Act81LNo. 574, 81, eff. July 16, 1991; Acts 1¢
No. 377, 81, eff. June 17, 1992; Acts 1997, No.41 B3, eff. Jan. 1, 1998; Acts 1999, No. 163, 8dts
2004, No. 368, 881, 2, eff. June 23, 2004; Acts8000. 21, 81; Redesignatédm R.S. 22:234 &
Acts 2008, No. 415, 81, eff. Jan. 1, 2009.

NOTE: Former R.S. 22:1204 redesignated as R.9.622: by Acts 2008, No. 415, 81,

eff. Jan. 1, 20009.
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§1205. Plan of operation

A. The board shall submit to the commissioner anpbf operation for the plan and
amendments thereto necessary or suitable to assufair, reasonable, and equitable administrabi
the plan. The commissioner shall approve the pfaoperation provided such is determined t
suitable to assure the fair, reasonable, and ddeitiministration of the plan.

B. The plan of operation shall become effectiveruppproval in writing by the commissior
If the board fails to submit a suitable plan oémdion within ninety days after its appointmenaban
time thereafter fails to submit suitable amendmedatshe plan, the commissioner shall adopt
promulgate such reasonable rules and regulationgccordance with the Louisiana Administra
Procedure Act, as are necessary or advisabledotaéte the provisions of this Section. Such rate
regulations shall continue in force until modifidéy the commissioner or superseded by a
submitted by the board and approved by the comanssi

C. Inits plan of operation the board shall:

(1) Establish procedures for the handling and aeting of assets and monies of the plan.

(2) Establish procedures for the payment of exgemnscurred by an administering insurer in
performance of its services.

(3) Establish procedures for the reporting andittance of charges assessed under R.S. 22
to provide for claims paid under the benefits péard for administrative expenses incurred for
operation of the plan.

(4) Develop and implement a program to publicine existence of the benefits plan,
eligibility requirements, and procedures for emm@ht of members, and to maintain public awarent
the benefits plan.

(5) Establish such other procedures for the operaif the plan to effectuate the purpose
this Subpart as the board in its discretion deesegssary and proper.

(6) Provide the details of the calculation of epalticipating insurer's assessment.

Acts 1990, No. 131, 81, eff. Sept. 1, 1990; Act994,9No. 163, 81; Redesignated from |
22:235 by Acts 2008, No. 415, 81, eff. Jan. 1, 2009s 2010, No. 123, 81, eff. June 8, 2010.

NOTE: Former R.S. 22:1205 redesignated as R.9.628: by Acts 2008, No. 415, 81,

eff. Jan. 1, 2009.
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81206. Powers and duties of the plan

The plan shall have the general powers and aughgrdanted under the laws of this stat
insurance companies licensed to provide health ammilent insurance and, in addition thereto
specific authority to:

(1) Contract with an outside independent actudinal to assess the solvency of the plan an
consultation as to the sufficiency and means offtimeling of the plan, and the enrollment in anc
eligibility, benefits, and rate structure of thenbéts plan to ensure the solvency of the plan.

(2) Close enroliment in benefit plans of niealerally defined eligible individuals at any ti
upon a determination by the outside independentaael firm that funds of the plan are insufficiga
support the enroliment of additional non-federalgfined eligible individuals.

(3) Enter into contracts as are necessary or prmpearry out the provisions and purpose
this Subpart, including the authority to enter intmtracts, with the approval of the commissiomett
similar plans or pools of other states for the fjgarformance of common administrative functiom
with persons or other organizations for the peremmoe of administrative functions.

(4) Enter into contracts for the establishment arantenance of health care cost containi
programs as in the discretion of the board are ssarg or proper to establish the most @fBtient
levels of coverage as provided herein.

(5) Sue or be sued, including taking any legaioast necessary or proper for recovery of
monies due the plan under this Subpart.

(6) Take such legal action as necessary to aheigpdyment of improper claims against the
or the coverage provided by or through the plan.

(7) Establish appropriate rates, rate schedubds, adjustments, expense allowances, a
referral fees, and claim reserve formulas, andoperfor contract for the performance of any ¢
actuarial function appropriate to the operatiothef plan, subject to the following limitations:

(@) Rates for federally defined individuals andnfealerally defined individuals. (i) F
federally defined individuals, subject to approvsl the Department of Insurance, the plan :
determine a standard risk rate for each coverag®mopffered by considering the premium r:
charged by other insurers offering similar heatisurance coverage to individuals and family groi
applicable. The standard risk rate shall be estadd using reasonable actuarial techniques arit
reflect anticipated experience and expenses fon sowerage. Subject to the limits provided in
Paragraph, initial rates for each plan year shaléstablished to provide fully for the expectedicad
claims, including recovery of prior losses, expsngkoperation, investment income of claim rese
and any other cost factors subject to the limitegtia@lescribed herein, provided such rates sha
exceed two hundred percent of rates applicablentiividual standard risks. Upon the receip
governmental appropriations or alternative fundingrces, other than assessments under R.S. 2z
such as authorized service charges, governmeatafar payments, donations, or grants, the boaait
be authorized to reduce rates for the plan yeagan established actuarial and underwriting pras
In no event shall rates for plan coverage betless the greater of one hundred twefig- percent ¢
rates established as applicable for individual ddath risks or rates established for other indivis
provided coverage by or through the plan unlesh sates would exceed the maximum amount allc
under this Paragraph. In no instance shall thesrdiscriminate between covered individuals or
basis of health-related factors.

(i) Rates for nonfederally defined individualBor nonfederally defined individuals, subjec
approval by the Department of Insurance, the pheatl sletermine a standard risk rate éaich coverac
option offered by considering the premium ratesrgba by other insurers offering similar he
insurance coverage to individuals and family groupspplicable. The standard risk rate shal
established using reasonable actuarial techniguésslaall reflect anticipated experience and exs
for such coverage. Subject to the limits providethis Paragraph, initial rates for each plan ystal
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be established to provide fully for the expectedtewf claims, including recovery of pr
losses, expenses of operation, investment inconstaioh reserves, and any other cost factors subyp
the limitations of prior losses, expenses of openainvestment income of claim reserves, and dhgi
cost factors subject to the limitations describecen, provided such rates shall not exceed twalfat
percent of rates applicable to individual stand&kls. Upon the receipt of governmental approjomes
or alternative funding sources, such as authoremdice charges, governmental transfer payn
donations, or grants, the board shall be authoii@aedduce rates for the plan year based on esiet
actuarial and underwriting practices. In no ev&dll rates for plan coverage be less than onerbc
ten percent of rates established as applicablentividual standard risks or rates establishedotbte!
individuals provided coverage by or through thenplarovided such rates shall not exceed the max
amount of two hundred percent of rates applicabledividual standard rates. In no instance sth&
rates discriminate between covered individualshenbasis of health-related factors.

(i) Notwithstanding any other provision of thiubpart to the contrary, for persons elic
under a federal waiver pursuant to R.S. 22:1202)B)Y6e board may authorize a premium subsi
such a premium subsidy is authorized by the fedeaater. If the board authorizes a premium sul
the total amount of the subsidy may not be more thiaty-six percent of the premium otherw
specified by this Subpart. The board may authotiee Louisiana Health Plan to provide for
nonfederal share of such premium subsidy. Nothmgin shall permit rates to be calculated othar
as described in this Subpart, or otherwise redtreebboard from participating in other componeritthe
federal waiver.

(b) Rates for other individuals. (i) Rates shmadt be unreasonable in relation to the cove
provided, the risk experience, and expenses ofigiraythe coverage. Rates and rate schedules B
adjusted for appropriate risk factors such as agkaea variation in claim cost and shall take
consideration appropriate risk factors in accordamdth established actuarial and underwri
practices. In no instance shall the rates discdtei between covered individuals on the basis alttne
related factors.

(i) Notwithstanding any other provision of thisulspart to the contrary, for persons elig
under a federal waiver pursuant to R.S. 22:1202)D}be board may authorize a premium subsi
such a premium subsidy is authorized by the fedeaaler. If the board authorizes a premium suh
the total amount of the subsidy may not be more thiatysix percent of the premium otherw
specified by this Subpart. The board may authateelLouisiana Health Plan to provide for the non-
federal share of such premium subsidy. Nothingiheshall permit rates to be calculated other s
described in this Subpart, or otherwise restriethbard from participating in other componentshe
federal waiver.

(c) Policy fees or other compensation, or consitilen paid to agents. No agent's fees or
compensation, or consideration shall be payabledwerage offered through the plan unless:

() The agent is duly registered and certified thye plan under a plan approved by
commissioner of insurance.

(i) The agent certifies in writing that to thedbef his knowledge the individual is a qualify
individual as defined by R.S. 22:1207 or 1073(B).

(i) The agent has entered into a participatigneament with the plan which provides
recoupment of amounts paid for certifications fotmée erroneous.

(d) Reimbursement of expenses. The board shaub®rized to establish policy fees or o
compensation, or consideration for reimbursemenhefreasonable expenses of participating ac
The plan shall be authorized to recoup any amaquaitsfor an agent certification found to be ermaur
or improper.

(8) Issue individual and family group policiesingurance in accordance with the requiren
of this Subpart.
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(9) Appoint appropriate legal, actuarial, and ott@mmittees as necessary to provide tech
assistance in the operation of the plan, policy atfér contract design, and any other function iw
the authority of the plan.

(10) Repealed by Acts 2004, No. 493, 82, eff. Re2004.

Acts 1990, No. 131, 81, eff. Sept. 1, 1990; Act87,No. 1154, 81, eff. Jan. 1, 1998; Acts 1
No. 163, 81; Acts 2003, No. 528, 81, eff. June Z3)3; Acts 2004, No. 493, 82, eff. June 25, 2
Acts 2005, No. 154, 81, eff. June 28, 2005; Act8&Mo. 21, §81; Redesignated from R.S. 22:23
Acts 2008, No. 415, 81, eff. Jan. 1, 2009.

NOTE: Former R.S. 22:1206 redesignated as R.9.628: by Acts 2008, No. 415, 81,

eff. Jan. 1, 20009.
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81207. Eligibility

A. Any natural person who has been domiciled is #tate for six consecutive months sha
eligible for coverage as a nonfederally definediviimiial as provided in this Subpart, except
following:

(1) Any person who, on the effective date of cager by the plan or at any time thereafte
eligible for coverage under health and accidentrewsce offered by an insurer, reinsurer, or insta
arrangement. A person shall be considered eliddrleoverage by an insurer or insurance arrangg
as described herein if he meets the criteria figilelity under any group health benefits plan go®c
by his employer, union, or other organization ofickhhe is a member, whether or not the pe
actually is covered under such plan.

(2) Any person who is, at the time of application coverage by the plan, eligible for he
benefits under Medicaid or Medicare as defined.tb.R2:1202.

(3) Any person whose coverage by the plan wasitexed for nonpayment of premiums un
twelve months have lapsed since such termination.

(4) Any person on whose behalf the plan has patdlee maximum lifetime benefits under
benefits plan as may be established by the plan.

(5) Inmates of public institutions.

(6) Persons eligible for public programs as defimeR.S. 22:1202.

(7) Persons who are not domiciled in this state.

B.(1) Any federally defined eligible individual whs and continues to be a resident of this
shall be eligible for plan coverage as an individuafamily group. Each dependent of a person s
eligible for plan coverage shall also be eligilde plan coverage.

(2) Any person meeting any and all eligibility vegments under any approved federal we
shall be eligible for plan coverage, provided d@hew eligibility criteria for plan coverage as aéeally
defined eligible individual are met.

C. Any person who ceases to meet the eligibietyuirements of this Section may be termin
from coverage by the plan at the time of loss wilelity, but any unearned premium shall be refed
However, this Subsection shall not apply to amg@e receiving cancer treatment or cancer thera
any person with an immune system disorder requirimgnunosuppression drug treatment
maintenance not covered by Medicaid or Medicareessisuch person is eligible for or has atte
Medicare at age sixty-five or older.

D.(1) Nonfederally defined eligible individuals wde health and accident insurance cove
has been involuntarily terminated may apply forerage under the plan. If such coverage is appdic
within sixty-three days after the involuntary termination andrégmiums assessed by the plan are
for the entire coverage period, the effective daitehe coverage by the plan shall be the da
termination of the previous coverage.

(2) Any person meeting any and all eligibility vegments under any approved federal we
shall be eligible for plan coverage, provided athey eligibility criteria for plan coverage as
nonfederally defined eligible individual are met.

E. Any natural person who changes his domicil¢hts state and who at the time domicil
established in this state is insured by the heakhrance plan or similar organization for his fer
domiciliary state shall be eligible for coveragetbg plan if:

(1) The health insurance plan or similar orgamzabf the former domiciliary state provic
coverage similar to that offered by the plan.

(2) The health insurance plan or similar orgamirabf the former domiciliary state certifies,
a form acceptable to the plan, that the personisgeoverage by the plan is currently insured ioh
other state.

(3) The commissioner determines that the law efftrmer domiciliary state provides sim
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coverage to Louisianians insured by the plan upeir establishment of domicile in such o
state.

F.(1) Notwithstanding the provisions Baragraph (A)(1) of this Section, upon certificatiy
an independent actuarial firm that funds of then@ee sufficient to support the enrollment of aiddidl
persons, the board may authorize the enrollmeatlditional persons as provided for in this Subsec
Any person whose individual insurance premium fatecomparable coverage exceeds by more
two hundred percent the maximum rate which the plag be authorized to charge under R.S. 22:1213
(F)(3), for persons of comparable age, sex, andrggbical location, shall be eligible for coveraay
provided in this Subpart.

(2) As used in this Subsection, the term "elidildball not include persons whose emplc
union, or other organization provides a group lmedinefits plan through an insurer or insuri
arrangement to its employees or members, or tlegemdents, and such person is eligible for cov
under such group health benefits plan.

(3) Plan coverage for which a person is eligibleler this Subsection shall exclude charge
expenses incurred or caused by preexisting conditias provided in R.S. 22:1213(G).

(4) The board shall establish policies and procesiuto effectuate the provisions of
Subsection, which policies and procedures shall:

(a) Guarantee uninterrupted enrollment of fedg@ddifined eligible individuals.

(b) Give preference to the applications for mersbgr of persons who, at the time
application, are uninsured and uninsurable, andfgahe eligibility requirements of Subsection A
this Section.

(5)(a) It shall constitute an unfair trade pragtimder the provisions of R.S. 22:1961 et seq
any insurer, reinsurer, insurance agent or broteeemployer, to refer an individual employee to
plan, or to arrange for an individual employee pplg to the program, for the purpose of separ:
such employee from a group health benefits planviged in connection with the employe
employment.

(b) In the event that an individual receives cager by the plan in contravention of
Subsection, the plan may terminate the coveragbeofndividual but shall maintain a cause of ac
against any offender of this Subsection for a tatabunt not less than double the amount of anyi
claims paid on behalf of the individual wheneverdmawithout limitation, plus ten thousand dollaos
each incident, and attorney fees, court costsjrgacest from date of demand by the plan.

Acts 1990, No. 131, 81, eff. Sept. 1, 1990; Act81,No. 574, 81, eff. July 16, 1991; Acts 1¢
No. 1154, 81, eff. Jan. 1, 1998; Acts 1999, No., B33 Acts 2001, No. 65, 81, eff. May 24, 2001; g
2004, No. 368, 81, eff. June 23, 2004; Acts 2008, AL, 81; Redesignated from R.S. 22:237 by
2008, No. 415, 81, eff. Jan. 1, 2009.

NOTE: Former R.S. 22:1207 redesignated as R.9.62Z: by Acts 2008, No. 415, 81,

eff. Jan. 1, 20009.
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§1208. Administration

A. The board shall select an administrator or astriators, which may consist of an insure
insurers, a thirgearty administrator or administrators, medical drapnaceutical providers, or
combination thereof, through a competitive biddprgcess to administer the benefits plan of the.
The board shall evaluate bids submitted baseditaria established by the board which shall inetud

(1) The administrator's proven ability to handidividual health and accident insurance.

(2) The efficiency of the administrator's clainypeent procedures.

(3) An estimate of total charges for administeting benefits plan.

(4) The administrator's ability to administer thenefits plan in a cost-efficient manner.

B.(1) The commissioner shall appoint the admiatsir or administrators if the administrato
administrators have not been selected within sigys of the appointment of the board.

(2) The administrator or administrators shall sefirr a period of three years, subject to renr
for cause.

(3) At least six months prior to the expiration @ch thregrear period of service by
administrator, the board shall invite all admirastrs, including the current administering admnaitti
or administrators, to submit bids to serve as amimidtrator for the succeeding thrgear perioc
Selection of an administrator for the succeediegog shall be made at least three months pritind
end of the current thregear period. Nothing in this Section shall prohidicompetitive bid proce
prior to the three-year period in the event of teation of an administrator or administrators.

C.(1) The administrator shall perform all eligityiland administrative claims payment functi
relating to the plan.

(2) The administrator shall establish a premiutingi procedure for collection of premiul
from persons insured by the plan. Billings shalihbade on a periodic basis as determined by thelboa

(3) The administrator shall perform all necesdanctions to assure timely payment of ben
to persons insured by the plan, including:

(&) Making available information relating to theoper manner of submitting a claim
benefits to the plan and distributing forms uponcktsubmission shall be made.

(b) Evaluation of the eligibility of each claimrfpayment by the plan.

(4) The administrator shall submit regular repactghe board regarding the operation of
plan. The frequency, content, and form of the regloall be determined by the board.

(5) Following the close of each calendar year,atministrator and actuarial consultants
determine net written and earned premiums, the resgpef administration, and the paid and inct
losses for the year, and report this informatiotheboard.

(6) The administrator shall be paid as providethaplan of operation for its expenses incL
in the performance of its services.

Acts 1990, No. 131, 81, eff. Sept. 1, 1990; Act894No. 163, 81; Acts 2004, No. 368, 81,
June 23, 2004; Redesignated from R.S. 22:238 by 2@08, No. 415, 81, eff. Jan. 1, 2009.
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81209. Service charges

A.(1) Each patient, except a private pay patieng covered by Medicare or any other pt
program, one who is covered by the State Emplogresip Benefit Program, or one covered b
insolvent insurer, admitted to a hospital for tneant other than psychiatric care or alcohol or taris
abuse, shall be assessed a service charge of taposdor each day, or portion thereof, during wi
the patient is confined as an inpatient in thatlifac

(2) Each hospital in which a patient is confindélscalculate the total service charge due
that patient's period of confinement and shalludel the total service charge in the bill for sess
rendered to the patient. The individual patienyrba obligated to pay the service charge asses
the event that an insurance arrangement pays fomestical charges or benefits but fails to pay
service charge assessed pursuant to this Sedilomservice charge shall be collected as provideth
the plan of operation of the plan as establishedyant to R.S. 22:1205.

(3) For purposes of this Section only, "hospittall not include any hospital operated by
state, or any hospital created or operated by #gaBment of Veterans Affairs or other agency e
United States of America or any facility operatedlely to provide psychiatric care or treatmen
alcohol or substance abuse, or both.

B. Each patient, except a private pay patient, ooered by Medicare or any other pu
program which is directly subsidized by the fedegalernment, one who is covered by the ¢
Employees Group Benefit Program, or one coveredrbinsolvent insurer, admitted to an ambule
surgical center or to a hospital for outpatient atatory surgical care shall be assessed a serkg¢
of one dollar for each admission to that facilityhe service charge shall be included in the ol
services or supplies, or both, rendered to thepahy the ambulatory surgical center or hospital.

C.(1) Each hospital and ambulatory surgical cesitedl bill for and collect the service char
assessed herein from monies remitted to it in payrtteereof in accordance with R.S. 22:213..
authorized by the plan of operation under R.S. 2251 In the event that no payment is made by
behalf of the patient for services rendered, tr@theare provider shall be liable only for the reamce
of those fees collected. Each hospital and amimylagurgical center shall remit to the plan forh
reporting period, as established in the plan ofraipen, the total amount of service charges cate
during that reporting period in accordance with tbporting and remittance procedures establishu
the plan pursuant to R.S. 22:1205.

(2) Unless permitted by the board, the intenticiadlire to bill, pay, report, or delineate
service charges in accordance with this Sectiolt shase the hospital or ambulatory surgical cetd
be liable to the plan for an amount determinedh®y hoard, not to exceed five hundred dollars,
interest, per failure. Any hospital or ambulatetygical center found to have intentionally faitedill,
pay, report, or delineate as service charges aicgptd this Section unless permitted by the boan
three or more occasions during a sienth period shall be liable for an amount deteedify th:
board, not to exceed one thousand five hundredudglier failure, together with attorney fees, amaii
costs.

(3) The plan or the commissioner, or both, arecifipally authorized and empowered
conduct audits of hospitals and ambulatory surgieadters in order to enforce compliance with
Section. Fines levied under this Section shaltdrgsistent with those levied against insurers uttue
Subpart.

D. The service charges imposed on hospital andubatdry surgical center patients by -
Section shall be payable by the patient's insurénsurance arrangement, if any, as applicablee@
suchcharges shall not be payable by an insolvent imsure no event shall a hospital or ambula
surgical center be required to remit to the placollected service charges for any patient who
private pay patient or for any patient whose insareinsurance arrangement is not legally requio
pay the service charge.
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E. If monies in the plan at the end of any fispehr exceed actual losses and administr
expenses of the plan, the excess shall be hehdesiest and used by the board to offset futuresksé#\:
used in this Subsection, "future losses" incluésgrves for incurred but not reported claims.

F. For the purposes of this Section, insurancgjrance arrangement, or policy of an ins
also includes any policy or plan of insurance os@finsurance which provides payment, indemnit
reimbursement for charges resulting from accidemntyry, or illness when an employer or insure
responsible for those charges. The terms insuranserance arrangement, or policy shall not ine
shortterm, accident only, fixed indemnity, credit insuca, automobile and homeowner's me
payment coverage, or coverage issued as a suppléorebility insurance.

Acts 1990, No. 131, 81, eff. Sept. 1, 1990; Act81,No. 768, 81, eff. July 19, 1991; Acts 1¢
No. 191, 81; Acts 1997, No. 1154, 81, eff. Jarl998; Acts 1999, No. 163, 81; Redesignated from
22:239 by Acts 2008, No. 415, 81, eff. Jan. 1, 2009
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81210. Fees assessed to participating healtherstdior plan losses attributable to federally ded
eligible individuals

A.(1) For the purposes of this Section, "partitipg insurer” includes all insurers provid
health insurance to citizens of this state.

(2) For the purposes of this Section, fees asddssparticipating insurers shall apply to gi
premiums for hospital and medical expense incumeticies, nonprofit service plan corporat
contracts, hospital only coverage, medical and isargexpense policies, major medical insura
coverages provided by health maintenance orgaaimgtindividual practices, associations, and ¢
insurance appertaining to any portion of medicgesse liability incurred under a group health pkx
defined in R.S. 22:1061(1)(a), including stop-las&l exces$ass coverage unless the gross pren
for such coverage is included under any other tfpmverage stated herein that is issued for defiwt
this state. Fee assessments to participatingarsshall not apply to policies or contracts faryisior
of short term, accident only, hospital indemnityedit insurance, automobile and homeowner's medical
payment coverage, workers' compensation medicaeflbecoverage, Medicare, Medicaid, fed
governmental benefit plans, supplemental healthrargce, limited benefit health insurance, or coge
issued as a supplement to liability.

B. In addition to the powers enumerated in R.S1226, the plan shall have the authorit
assess fees to participating insurers in accordanitte the provisions of this Section, and to r
advance interim fee assessments as may be reas@arabhecessary for the plan's organizationa
interim operating expenses. Any such interim fagsessed are to be credited as offsets again
regular fees assessed which become payable folipthenclose of the fiscal year.

C. Following the close of each fiscal year, thenauistrator shall determine the net premit
premiums less reasonable administrative expenswatices, the plan expenses of administration
the incurred losses for the year which are attablgt to federally defined eligible individuals. €é
administrator shall take into account investmerbime and other appropriate gains and losses
are reasonably attributable to federally definadilde individuals. Any deficit incurred by the gr
shall be identified and recouped as follows:

(1) The board shall identify the source of anyiadefelated to the provision of coverage
federally defined eligible individuals before asseg any fees authorized under this Section.

(2) The board shall verify the adequacy of anyegyomental appropriations or alterna
funding sources, other than fees assessed unde§tlisection, used to reduce rates for the plan
Where such funds were not sufficient to suppcetrdite reduction provided, that portion of the clt
reasonably related to such funding shortfalls sballrecouped from any subsequent governrr
appropriations or alternative funding sources, otf@an fees assessed under this Section, pr
making any rate reduction for a subsequent plan. y€he board shall reasonably act to prevent &
deficits related to reducing rates based on readiggjovernment appropriations or alternate fun
sources.

(3) The board shall verify the amount of any defieasonably resulting from plan losses
attributable to governmental or alternative fundgigrtfalls used to reduce rates. Any verifiedailk
amount attributed to federally defined eligible iinduals shall be recouped by fees assessed uhd
Section to participating insurers.

(4) The board shall provide the commissioner sfirance with a detailed report on any de
being recouped by fee assessments apportioned uhderSection. Such report shall incl
information on services and utilization patterndalihcan reasonably be attributed to the deficiivalt
as analysis and recommendations on costainment measures which can be taken to minifoizee
deficits.

(5) The board shall provide the commissioner stirance with a detailed report on the sot
and use of government appropriations and altersateces of funding used to make rates 1
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affordable. Such report shall include informat@nthe activities of similar plans maintainec
other states and recommendations for actions wdachbe taken to make coverage more affordab
plan members.

D.(1) Each participating insurer's fee assessralall be in the proportion to gross premil
earned on business in this state for policies otracts covered under this Section for the mostm
calendar year for which information is available.

(2) Each participating insurer's fee assessmeait Isb determined by the board based on ai
statements and other reports deemed to be necdss#ng board and filed by the participating ins
with the board. The board may use any reasonabtbad of estimating the amount of gross pren
of a participating insurer if the specific amoustunknown. The plan of operation shall provide
details of the calculation of each participatingurer's assessment which shall require the appuod
the commissioner.

E. A participating insurer may petition the comsmser of insurance for deferral of all or |
of any fee assessed by the board. If, in the opiof the commissioner, payment of the fee assa#
would endanger the solvency of the participatingumer, the commissioner may defer, in whole «
part, the fee assessment as part of a voluntagbil@ation or supervisory plan established to pre
the plan's insolvency. Any deferrals approved urdeoluntary rehabilitation or supervisory plarak
be limited to four years and require repayment Ibdeferrals by the end of such period plus I
interest. Until notice of payment in full is reeed from the board, the insurer shall remain urbe
voluntary rehabilitation or supervisory plan. hetevent a fee assessment against a participasnge
is deferred in whole or in part, the amount by while fee assessment is deferred may be asse:
the other participating insurers in a manner caoestsvith the basis for fee assessments set forthig
Section. Collection of such deferrals and legtdriest shall be used to offset fee assessmentssagfa
other participating insurers in a manner consistetit the basis for fee assessments set forthis
Section.

F. Repealed by Acts 2010, No. 123, 82, eff. Jurgd&0.

Acts 1997, No. 1154, 81, eff. Jan. 1, 1998; Act8I2INo. 62, 81, eff. May 24, 2001; Acts 2(C
No. 1178, 82, eff. June 29, 2001; Acts 2008, Ng.821 Redesignated from R.S. 22:239.1 by Acts
No. 415, 81, eff. Jan. 1, 2009; Acts 2010, No. B&,, 2, eff. June 8, 20!
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81211. Powers and duties of the commissioner

A. In addition to the duties and powers enumerasg@where in this Subpart, and in o
provisions of law, the commissioner shall upon e=jwf the board of directors, and notwithstan
any provision of law to the contrary, provide tHarpwith a statement of the premiums, in this athg!
appropriate states, for each participating insurer.

B. The commissioner may suspend or revoke, inrdac@e and compliance with R.S. 49:¢
the certificate of authority to transact insurancéhis state of any participating insurer whodgdi pa
assessed fees when due or fails to comply with glam of operation. As an alternative,
commissioner may levy a fine on any participatinguirer who fails to pay an assessed fee wher
The fine shall not exceed five percent of the ushfee assessment per month, but no fine shak&
than one hundred dollars per month.

C. An aggrieved party affected by the commissisndecision, act, or order may demar
hearing in accordance with Chapter 12 of this TReS. 22:2191 et seq.

Acts 1997, No. 1154, 81, eff. Jan. 1, 1998; Act994IMNo. 163, 81; Redesignated from I
22:239.2 by Acts 2008, No. 415, 81, eff. Jan. D@ A cts 2009, No. 317, 81.

NOTE: Former R.S. 22:1211 redesignated as R.9.982: by Acts 2008, No. 415, 81,

eff. Jan. 1, 20009.
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§1212. Miscellaneous provisions

A. Nothing in this Subpart shall be construed to reduce or offset the liability for unpaid fees
assessed to an impaired or insolvent insurer operating a plan with liability for fees assessed under this
Subpart.

B. For purposes of carrying out its obligations under this Subpart, the plan shall be deemed to be
a creditor of an impaired or insolvent participating insurer to the extent of assets attributable to covered
policies reduced by any amounts to which the plan is entitled for unpaid fees assessed. As provided for
under R.S. 22:2093, payment of contractual obligations of an impaired or insolvent insurer shall include
fees assessed under this Subpart.

C. Any unpaid fees assessed to a participating insurer shall become the liability of any
continuing Or SUCCESSOr insurer.

Acts 1997, No. 1154, 81, eff. Jan. 1, 1998; Acts 1999, No. 163, 81; Redesignated from R.S.
22:239.3 by Acts 2008, No. 415, 81, eff. Jan. 1, 2009.

NOTE: Former R.S. 22:1212 redesignated as R.S. 22:1962 by Acts 2008, No. 415, 81,

eff. Jan. 1, 20009.
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81213. Benefits; availability

A. The plan shall offer comprehensive coveragevery eligible person who is not eligible
Medicare and public programs as defined in thisp@ut Comprehensive coverage offered by the
shall pay an eligible person's covered expensdgeduto limits on the deductible and coinsure
payments authorized under Paragraph (4) of Sulbsegtiof this Section, up to a maximum lifeti
benefit as established by the board of not less five hundred thousand dollars per covered pe
payable up to a maximum of two hundred fifty thowbsadollars per covered person per tw
consecutive months of coverage. For federally ngefi eligible persons, the board shall esta
benefits and maximum benefit amounts in accordaniteapplicable federal law and regulations.

B. Covered expenses shall be the usual, custoraadyreasonable charge, as established |
board, in the locality for the following servicesicaarticles when prescribed by a physician
determined by the plan to be medically necessarthtfollowing areas of services:

(1) Hospital services.

(2) Professional services for the diagnosis attnent of injuries, illnesses, or conditions wil
are rendered by a health care provider or by dibemsed professionals at the direction of a hezdit
provider.

(3) Services of a licensed skilled nursing fagifior up to a maximum of one hundred twe
days per twelve consecutive months of coveragessgnéxtended for additional days under any
containment program implemented by the board puatseaSubsection H of this Section.

(4) Services of a home health agency up to a maxirof two hundred seventy services
twelve consecutive months of coverage, unless ase@ under any cost containment prog
implemented by the board pursuant to SubsectiohtRi®Section.

(5) Use of radium or other radioactive materials.

(6) Oxygen.

(7) Anesthetics.

(8) Prostheses other than dental.

(9) Rental of durable medical equipment, othentégeglasses and hearing aids, for which-
is no personal use in the absence of the condif@nshich it is prescribed.

(10) Diagnostic X-rays and laboratory tests.

(11) Oral surgery for excision of partially or cplately unerupted, impacted teeth or the ¢
and tissues of the mouth when not performed in ection with the extraction or repair of other teeth

(12) Services of a physical therapist.

(13) Transportation provided by a licensed amledagervice to the nearest facility qualifies
treat the condition.

(14) Services for diagnosis and treatment of meama nervous disorders provided thi
covered person may be required to pay up to a pycent coinsurance payment, and the g
payment may not exceed twerftye thousand dollars. Notwithstanding the pregiqurovision, th
department may conduct a periodic actuarial coatyais to determine whether the plan's maxir
payment for outpatient services for diagnosis aadtient of mental and nervous disorders shot
adjusted.

C. The board shall establish reasonable reimbwseamounts for any services covered u
the benefits plans which are not included in Sutized of this Section.

D. Covered expenses shall not include the follgwexcept as mandated by applicable fe
law for federally defined eligible individuals:

(1) Any charge for treatment for cosmetic purpasger than surgery for the repair or treatr
of an injury or a congenital bodily defect to restaormal bodily functions.

(2) Care which is primarily for custodial purposes

(3) Any charge for confinement in a private roomthe extent surcharge is in excess o
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institution's charge for its most common semipevatom, unless a private room is prescribe
medically necessary by a physician.

(4) That part of any charge for services renderealticles prescribed by a physician, dentis
other health care provider which exceeds the reddenreimbursement amounts establishe
Subsections B and C of this Section or for any ghaot medically necessary.

(5) Any charge for services or articles the primrisof which is not within the scope
authorized practice of the institution or individlpaoviding the services or articles.

(6) Any expense incurred prior to the effectiveéedaf coverage by the plan for the persol
whose behalf the expense is incurred.

(7) Dental care except as provided in Subsection tBis Section.

(8) Eyeglasses and hearing aids.

(9) lliness or injury due to acts of war.

(10) Services of blood donors and any fee fowfailto replace the first three pints of bl
provided to an eligible person each policy year.

(11) Personal supplies or personal services peoviy a hospital or nursing home, or any ¢
nonmedical or nonprescribed supply or service.

E.(1) Premiums charged for coverages issued bpldremay not be unreasonable in relatic
the benefits provided, the risk experience, andd¢hsonable expenses of providing the coverage.

(2) Separate schedules of premium rates basedeyrsax, and geographical location may a
for individual risks. Separate schedules of premnates for federally defined eligible individuaisy
be based on age, sex, and geographical locatiomcaordance with applicable federal laws
regulations.

(3)(a) The plan, with the assistance of the corsimier, shall determine the standard risk
by calculating the average individual standard relb@arged by the five largest insurers offe
coverages in the state comparable to the plan ageer In the event five insurers do not ¢
comparable coverage, the standard risk rate skadlstablished using reasonable actuarial techr
and shall reflect anticipated experience and exggefs such coverage.

(b) Standard risk rates for federally defined ibligindividuals shall comply with all applical
federal laws and regulations. Initial rates foarplcoverage for federally defined eligible indivadk
shall not be less than one hundred twdntg-percent of rates established as applicablendividua
standard risks. In no event shall plan rates ekde® hundred percent of rates applicable tc
individual standard risks.

(c) Initial rates for plan coverage provided tonfealerally defined eligible individuals shall
be less than one hundred fifty percent of ratesbéished as applicable for individual standardsjsk
the minimum monthly rates as provided for hereihjclvever is greater. Subsequent rates provid
nonfederally defined eligible individuals shall bstablished to provide fully for the expected cad
claims, including recovery of prior losses, expsngkoperation, investment income of claim rese
and any other cost factors subject to the limitetidescribed herein. In no event shall plan raxese:
two hundred percent of rates applicable to indigidstandard risks. In no event shall rates be i
than one hundred ten percent of rates applicabledteidual standard risks.

(4) The plan coverage defined in this Sectionlghaivide benefits, deductibles, coinsura
and copayments to be established by the boar@ddition, the board may establish optional ben
deductibles, coinsurance, and copayments.

F. Plan coverage provided to nfaderally defined eligible individuals shall exckudharges «
expenses incurred for or caused by preexisting itond as allowed under R.S. 22:1073(A)(1)
except that no preexisting condition exclusion lsbalapplied to a federally defined eligible indival.

G.(1) Notwithstanding any other law to the contrdhe coverage provided by the plan sha
considered excess coverage, and benefits othepaissble under plan coverage shall be reduced
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hospital and medical expense benefits paid or payabder any workers' compensa
coverage, automobile medical payment, or liabilityurance whether provided on the basis of fat
nonfault, and by any hospital or medical benefitidpor payable by any insurer or insure
arrangement or any hospital or medical benefitd paipayable under or provided pursuant to ang
or federal law or program.

(2) The plan shall have a cause of action againseligible person for the recovery of
amount of benefits paid by it which are not coveeagbenses. Benefits due from the plan ma
reduced or refused as a set-off against any amieaaverable under this Paragraph.

H. The benefits plan offered pursuant to this i8acthall include such managed care provis
as the board deems necessary and proper for:

(1) Compliance with applicable federal laws andutations regarding choices of ben
coverage for federally defined eligible individuals

(2) Containment of costs, including precertificatiand concurrent or continued stay revie'
hospital admissions, mandatory outpatient surgpmacedures, preadmission testing, or any
provisions determined by the board to be cost g¥fe@nd consistent with the purposes of this Sttbpa

|. Except as otherwise provided in this Subpad BnR.S. 22:976, this Section shall estal
the exclusive means for determining the beneftsired to be offered by the plan, notwithstanding
mandatory benefits or required policy provisionshis Title to the contrary.

Acts 1990, No. 131, 81, eff. Sept. 1, 1990; Act92,9No. 283, 81, eff. June 11, 1992; /
1992, No. 955, 81, eff. July 9, 1992; Acts 1997, Mb54, 81, eff. Jan. 1, 1998; Acts 1999, No. B2
Acts 2004, No. 368, 81, eff. June 23, 2004; Act8&WMNo. 21, 81; Redesignated from R.S. 22:24
Acts 2008, No. 415, 81, eff. Jan. 1, 2009; Acts@®WMo. 123, §1, eff. June 8, 2010.

NOTE: Former R.S. 22:1213 redesignated as R.9.983: by Acts 2008, No. 415, 81,

eff. Jan. 1, 20009.

http://www.leqgis.state.la.us/Iss/newWin.asp?doc€aa 2/9/201:
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81214. Mandated benefits

Service charges assessed to any patient pursuant to R.S. 22:1209 shall be a mandated benefit of
any insurance policy, insurance certificate, insurance arrangement or self-insurance which provides
coverage to such patient, except that such charges shall not be payable by any insurer which is insolvent.

Acts 1990, No. 131, 81, eff. Sept. 1, 1990; Redesignated from R.S. 22:241 by Acts 2008, No.
415, 81, eff. Jan. 1, 2009.

NOTE: Former R.S. 22:1214 redesignated as R.S. 22:1964 by Acts 2008, No. 415, &1,

eff. Jan. 1, 20009.

http://www | egis.state.la.us/l ss/newWin.asp?doc=508014 2/9/2011
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§1215. Exemptions; relation to other laws

A. The plan established pursuant to this Subpart shall be exempt from any and all state and local
taxes.

B. The plan and any administrator selected by the board to administer the benefits plan shall be
exempt from the provisions of R.S. 22:1821.

Acts 1990, No. 131, 81, eff. Sept. 1, 1990; Acts 1999, No. 163, 81; Acts 2008, No. 21, 81,
Redesignated from R.S. 22:242 by Acts 2008, No. 415, 81, eff. Jan. 1, 20009.

NOTE: Former R.S. 22:1215 redesignated as R.S. 22:1967 by Acts 2008, No. 415, 81,

eff. Jan. 1, 20009.

http://www | egis.state.la.us/l ss/newWin.asp?doc=508015 2/9/2011



