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Identifying Information: 

Grant Opportunity: HHS Health Insurance Rate Review Grants-Cycle I 

...ntrNS #:_~80=9=37:....::::6=60~1 Grant Award: ",-$.!..l:..:.m:.!.!il'-!..:li..:;:;on~___ 

Applicant: Vermont Department of Banking, Insurance, Securities and Health Care 
Administration (BISHCA) 

Primary Contact Person, Name: Christine Oliver 

Telephone Number: 802-828-2900 Fax number: 802-828-2949 

Email address:christine.oliver@state.vt.us 
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REQUIRED CONTENTS 

A complete proposal consists of the following material organized in the sequence below: Please 
ensure that the project narrative is page-numbered. The sequence is: 

o 	 Cover Sheet 

o 	 Forms/Mandatory Documents (Grants.gov). 

The following forms must be completed with an original signature and enclosed 

as part of the proposal: 

o 	 SF-424: Application for Federal Assistance 

o 	 SF-424A: Budget Information 

o 	 SF-424B: Assurances-Non-Construction Programs 

o 	 SF-LLL: Disclosure of Lobbying Activities 

o 	 Additional Assurance Certifications 

o 	 Required Letter of support and Memorandum of Agreement 

o 	 Applicant's Application Cover Letter 

o 	 Project Abstract 

o 	 Project Narrative 

o 	 Work plan and Time Line 

o 	 Proposed Budget (Narrative/Justifications) 

o 	 Required Appendices 

o 	 Resume/Job Description for Project Director and Assistant Director 
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http:Grants.gov


OMB Number: 4040·00()4 

Expiration Date: 01/31/2009 


Application for Federal Assistance SF-424 Version 02 

"1. Type of Submission: "2. Type of Application .. If Revision, select appropriate letter(s} 

o Preapplication 181 New 

181 Application 0 Continuation "Other (Specify) 

o Chanfjed/Corrected Application o Revision
• 

3. Date Received: 4. Applicant Identifier: 

N/A 

5a. Federal Entity Identifier: 

N/A 

"5b. Federal Award Identifier: 

State Use Only: 

6. Date Received by State: I7. State Application Identifier: 

8. APPLICANT INFORMATION: 

"a. Legal Name: Vermont Department of Banking, Insurance, Securities and Health Care Admnistration 

*b. EmployerlTaxpayer Identification Number (EINITIN): 

03·6000264 

"c. Organizational DUNS: 

809376601 

d. Address: 

"Street 1: 89 Main Street 

Street 2: 

·City: MontRelier 

Countp,. 
"State: Vermont 

Province: 

·Country: USA 

"Zip I Postal Code 05620·3101 

e. Organizational Unit: 

Department Name: 

Department of BISHCA 

Division Name: 

Division of Health Care Administration 

f. Name and contact information of person to be contacted on matters involving this application: 

Prefix: Ms. "First Name: Christine'-­

Middle Name: 

"Last Name: Oliver 

Suffix: 

Title: Deputy Commissioner 

Organizational Affiliation: 

Deputy ~ommissioner 

*Telephone Number: 802·828·2919 Fax Number: 

"Email: christine.oliver@state.vt.us 



OMB Number 4040-0004 


Expiration Date' 01/31/2009 


.. 


Application for Federal Assistance SF-424 Version 02 

*9. Type of Applicant 1: Select Applicant Type: 

A.State Government 

Type of Applicant 2: Select Applicant Type: 

Type of Applicant 3: Select Applicant Type: 

*Other (Specify) 
" III 

*10 Name of Federal Agency: 

Department of Health and Human Services 

11. Catalog of Federal Domestic Assistance Number: 

93.511 

CFDA Title: 

Grants to l:!tates for Health Insurance Premium Review - C~cle 1 

*12 Funding Opportunity Number: 

RFA-FO-10-999 

"Title: 

Grants to States for Health Insurance Premium Review - Cllcle 1 

13. Competition Identification Number: 

N/A ~ 

... 
Title: 

14. Areas Affected by Project (Cities, Counties, States, etc.): 

State of Vermont 

*15. Descriptive Title of Applicant's Project: 

Premium Review Grant 

• 



OMB Number: 4040-0004 


Expiration Date: 0113112009 


Application for Federal Assistance SF-424 Version 02 

16. Congressional Districts Of: 

"a. Applicant VT-001 *b. Program/Project: VT-001 

17. Proposed Project: 

*a. Start Date: August 9, 2010 "b. End Date: September 30,2011 

18. Estimated Funding ($): 

*a. Federal $1,000,000 

*b. Applicant 

·c. State 

*d. Local 

"e . Other 

•f. Program Income 

*g. TOTAL 

/'; 

*19. I.Application Subject to Review By State Under Executive Order 12372 Process? 

o a. This application was made available to the State under the Executive Order 12372 Process for review on __ 

0 b. Program is subject to E.O. 12372 but has not been selected by the State for review. 

t8J c. Program is not covered by E. O. 12372 

*20. Is the Applicant Delinquent On Any Federal Debt? (If "Yes", provide explanation.) 

DYes [8J No 

21. "By signing this application, I certify (1) to the statements contained in the list of certifications·· and (2) that the statements 
herein are true, complete and accurate to the best of my knowledge. I also provide the required assurances·· and agree to comply 
with any resulting terms if I accept an award. I am aware that any false, fictitious, or fraudulent statements or claims may subject 
me to criminal, civil, or administrative penalties. (U. S Code. Title 218. Section 1001) 

[8J ". I AGREE 

.. The list of certifications and assurances, or an internet site where you may obtain this list. is contained in the announcement or 
agency specific instructions 

Authorized Representative: 

Prefix: 

Middle Name: S. 

"Last Name: Bertrand 

Suffix: ".. 

"First Name: Michael 

"Title: Commissioner r'\/,-\J~~~ (Michael Bertrand, CommisSioner) 

~~, 
"Telephone Number: 802-828·2380 

........... IFax Number: 802-828-2896 

"Email: michael.bertrand@state.vt.us 

"Signature of Authorized Representative: I "Date Signed: 07/07/2010 

Authorized for Local Reproduction Standard Form 424 (Revised I Oi2005 ) 

Prescribed by OMB Circular A·102 



OMB Number 4040·0004 


Expiration Date: 0 1/3112009 


Application for Federal Assistance SF-424 Version 02 •.. 
*Applicant Federal Debt Delinquency Explanation 

The following should contain an explanation if the Applicant organization is delinquent of any Federal Debt. 

.. 


.. 




OMS ApprOlt81 No 4041l-0000BUDGET INFORMATION - Non-Construction Programs Expiration Oat" 0413012008 

.8ECTIONA-IUDGE't: ~MARV 
Grant Program 

Function 
Catalog 01 Federal Estimated Unobligated Funds New or Revised Budget 

Domestic Assistanc.e 1---;:;;;;:;;:;;;---,-7.':':-;:-:=-;--+----;~--:--_,_-:_:__~:__:-_,____-____::_:_:--
or Activity Number Federal Non-Federal Federal Non·Federal Total 

(a) (b) (e) (d) (e) (f) (9) 

~1·~f3~)~~~¢~¥~~+iHL~-----·~~.~$~I~~~I~$~~~~~3~~~.y~~4~$~~~..~~~~$~~=··=·'~l~$ ~r~ 
f-2·+.;11~~~~t~j-.!.-'}.L7+++-I___I~=========]~. j('h ~~7 1 [ .... ] ~U~ 
I~()~~- I I.J 1?f025J l I .j1'1 d:J?.. 

: 
. 

Tota~>,~! ! i ~ .~I f~-Y C ] ~sj:iiJ
$i$Ii. t-11" t'f1; $ I $1 $1/. dJ7 ,,~-: 

... " .• ' ~."llP~T~A~I£' .".:' ..:,'" ........ ', ... 
6. Object Class Categorill8 

a. Personnel 

b. Fringe Benefits 

e. Supplies 

f, Contractual 

i, Total Direct Charges (sum of b·6h) 

j. Indirect Chargee 

k. TOTALS (sum of 61 and 6ii 

1. Program Income $ [~' ...: 

Total 
(5) 

II? l'l'1> 

11~ 

J I i I. . l $1~ J 

~ $ I 

1 $
I 

l $ 

: $l ". 

Authorized for Local Reproduction Standard Fann 4Z4A (Rev, 7- 97) 
Prescribed by OMS (CltC:Ullf A -102) 



SECTION C • NON-FEDERAL. RESOURCES 

(a) Grant Program (b) Applicant (c) State (d) Other Sources (e) TOTALS 

8. i • -1
I $ I I $ I $I I 

I 
$ I !I 

9. I I '. I I L -­ ] -­
I 

·'0. • 
,--­ r-­ I J I I 

11. i ! I J I -1 l___----1 

12. TOTAL (sum of lines 8·11) $ i I $ I $1-1 .$ L ____..._.J 
SECTION D - FORECASTED CAlH NEEDS 

Year 1stQu-.. 2ndQuarte, _Quarter 4th Quarter 

13. Federal $ I, rl7) KTJ $ [Jrc,,"TPJ $ c.2t:."'t:_1Tt) $l3Ad 1'J::b $ [;?cn,. 4'l"DJ 
$ I I 

r 

I 
.. 

I I14. Non-Federal 
• 

16. TOTAL (sum of linlls 13 and 14) $ /.Ltnl rrl _I$ - --------, 
•c1t-t"..~""" • $ ~ld-n;-l $ i ..3c'D I IJT1) I $ ~~n7) i 

SECTION E • BUDGETE8TIMATES OF FEDERAL F~ND' NEEDED FOR BALANCE, OF THE PROJECT 

(a) Grant Program FUTURE .. IINn.Nn IYearsl 
(b) Firat (e) Second (d) Third (e) Fourth 

16. $ c 

I$ I s C -~ s I_.- -- -­ -­
[~ 

~----~ 

]17. I .____..J I I II -­ .. 

18.: I L __.~_, 
. - 1 

• __ "I, 

19. l ! 
- L _........J r I 

" I I $ I !$ I ]20. TOTAL (Vm of lines 16 • 19) $ $ 

SECTION F - OTHER BUDGET INFORMA noN 

21. Direct charges:1 ~ 122. Indirect Charges: I ~ - '~23. Remarks: 

Authorized for Local Reproduction Standard Form 424A (Rev. 7.97) Page 2 



OMB Approval No. 4040·0007 

Expiration Date 0413012008 

ASSURANCES· NON-CONSTRUCTION PROGRAMS 

Public reporting burden for this collection of information is estimated to average 15 minutes per response, including lime for reviewing 
instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of 
information. Send comments regarding the burden estimate or any other aspect of this collection of information, including suggestions for 
redudng this burden, to the Office of Management and Budget, Paperwork Reduction Project (0348·0040), Washington, DC 20503, 

II' 

PLEASE DO NOT RETURN YOUR COMPLETED FORM TO THE OFFICE OF MANAGEMENT AND BUDGET. SEND 
IT TO THE ADDRESS PROVIDED BY THE SPONSORING AGENCY, 

----~......--­

NOTE: Certain of these assurances may not be applicable to your project or program. If you have questions, please contact the 
awarding agency. Further, certain Federal awarding agencies may require applicants to certify to additional assurances If 
such is the case, you will be notified. 

As the duly authorized representative of the applicant. I certify that the applicant: 

1. 	 Has the legal authority to apply for Federal assistance 
and the institutional, managerial and financial capability 
(including funds sufficient to pay the non·Federal share 
of project cost) to ensure proper planning, management 
and completion of the project described in this 
application. 

2. 	 Will give the awarding agency, the Comptroller General 
of the United States and, if appropriate, the State, 
through any authorized representative, access to and 
the right to examine all records, books, papers, or 
documents related to the award; and will establish a 
proper accounting system in accordance with generally 
accepted accounting standards or agency directives. 

3. 	 Will establish safeguards to prohibit employees from 
using their positions for a purpose that constitutes or 

t; presents the appearance of personal or organizational 

... conflict of interest, or personal gain. 


4, 	 Will initiate and complete the work within the applicable 
time frame after receipt of approval of the awarding 
agency, 

5. 	 Will comply with the Intergovernmental Personnel Act of 
1970 (42 US,C, §§4728·4763) relating to prescribed 
standards for merit systems for programs funded under 
one of the 19 statutes or regulations specified in 
Appendix A of OPM's Standards for a Merit System of 
Personnel Administration (5 C.F.R 900, Subpart F). 

6. 	 Will comply with all Federal statutes relating to 
nondiscrimination. These include but are not limited to: 
(a) Title VI of the Civil Rights Act of 1964 (PL 88·352) 
which prohibits discrimination on the basis of race, color 
or national origin; (b) Title IX of the Education 
Amendments of 1972. as amended (20 U.S.C. §§16B1· 
1683. and 16BS·1686), which prohibits discrimination on 
the basis of sex; (c) Section 504 of the Rehabilitation 

Act of 1973, as amended (29 U.S.C §794), which 
prohibits discrimination on the basiS of handicaps; (d) 
the Age Discrimination Act of 1975, as amended (42 
U.S.C. §§6101·6107), which prohibits discrimination 
on the basis of age; (e) the Drug Abuse Office and 
Treatment Act of 1972 (P.L. 92-255), as amended, 
relating to nondiscrimination on the basis of drug 
abuse; (f) the Comprehensive Alcohol Abuse and 
Alcoholism Prevention, Treatment and Rehabilitation 
Act of 1970 (P.L. 91-616), as amended, relating to 
nondiscrimination on the basis of alcohol abuse or 
alcoholism; (g) §§523 and 527 of the Public Health 
Service Act of 1912 (42 U.S.C. §§290 dd-3 and 290 ee· 
3), as amended, relating to confidentiality of alcohol 
and drug abuse patient records; (h) Title VIII of the 
Civil Rights Act of 1968 (42 U.S.C. §§3601 et seq.), as 
amended, relating to nondiscrimination in the sale, 
rental or financing of housing: (i) any other 
nondiscrimination provisions in the specific statute(s) 
under which application for Federal assistance is being 
made; and, (j) the requirements of any other 
nondiscrimination statute(s) which may apply to the 
application. 

7. 	 Will comply, or has already complied, with the 
requirements of Titles II and III of the Uniform 
Relocation Assistance and Real Property Acquisition 
Policies Act of 1970 (P.L. 91·646) which provide for 
fair and equitable treatment of persons displaced or 
whose property is acquired as a result of Federal or 
federally-assisted programs. These requirements apply 
to all interests in real property acquired for project 
purposes regardless of Federal participation in 
purchases. 

8. 	 Will comply, as applicable, with provisions of the 
Hatch Act (5 U,S.C. §§1501·1508 and 7324·7328) 
which limit the political actIvities of employees whose 
principal employment activities are funded in whole or 
in part with Federal funds. 

Previous Edition Usabla Standard Form 4248 (Rev. 7.97) 

" Authorized for Local Reproduction Prescribed by OMS Circular A·102 



9. 	 Will comply, as applicable, with the provisions of the Davis­
Bacon Act (40 U.S.C. §§276a to 276a-7), the Copeland Act 
(40 U.S.C. §276c and 18 U.S.C. §874), and the Contract 
Work Hours and Safety Standards Act (40 U.S.C. §§327­
333), regarding labor standards for federally-assisted 
construction subagreements. 

10. 	 Will comply, if applicable, with flood insurance purchase 
requirements of Section 102(a) of the Flood Disaster 
Protection Act of 1973 (P.L. 93-234) which requires 
recipients in a special flood hazard area to participate in the 
program and to purchase flood insurance if the total cost of 
insurable construction and acquisition is $10,000 or more. 
~ 

1'1'. 	 Will comply with environmental standards which may be 
prescribed pursuant to the following: (a) institution of 
environmental quality control measures under the National 
Environmental Policy Act of 1969 (P.l. 91-190) and 
Executive Order (EO) 11514; (b) notification of violating 
facilities pursuant to EO 11738; (c) protection of wellands 
pursuant to EO 11990; (d) evaluation of flood hazards in 
floodplains in accordance with EO 11988; (e) assurance of 
project consistency with the approved State management 
program developed under the Coastal Zone Management 
Act of 1972 (16 U.S.C. §§1451 et seq.); (f) conformity of 
Federal actions to State (Clean Air) Implementation Plans 
under Section 176(c) of the Clean Air Act of 1955, as 
amended (42 U.S.C. §§7401 et seq.); (g) protection of 
underground sources of drinking water under the Safe 
Drinking Water Act of 1974, as amended (P.l. 93-523); 
and, (h) protection of endangered species under the 
Endangered Species Act of 1973, as amended (PL 93­
205). 

12 	 Will comply with the Wild and Scenic Rivers Act of 
1968 (16 U.S.C. §§1271 et seq.) related to protecting 
components or potential components of the national 
wild and scenic rivers system. 

13. 	 Will aSSist the awarding agency in assuring compliance 
with Section 106 of the National Historic Preservation 
Act of 1966, as amended (16 U.S.C. §470), EO 11593 
(identification and protection of historic properties), and 
the Archaeological and Historic Preservation Act of 
1974 (16 U.S.C. §§469a-l et seq.). 

14. 	 Will comply with P.l. 93-348 regarding the protection of 
human subjects involved in research, development, and 
related activities supported by this award of assistance. 

15 Will comply with the Laboratory Animal Welfare Act of 
1966 (PL 89-544, as amended, 7 U.S.C. §§2131 et 
seq.) pertaining to the care, handling, and treatment of 
warm blooded animals held for research, leaching, or 
other activities supported by this award of assistance. 

16. 	 Will comply with the Lead-Based Paint Poisoning 
Prevention Act (42 U.S.C. §§4801 et seq.) which 
prohibits the use of lead-based paint in construction or 
rehabilitation of residence structures. 

17. 	 Will cause to be performed the required financial and 
compliance audits in accordance with the Single Audit 
Act Amendments of 1996 and OMB Circular No. A-133, 
"Audits of States, Local Governments, and Non-Profit 
Organizations." 

18. 	 Will comply with all applicable requirements of a:1 other 
Federal laws, executive orders, regulations, and poliCies 
governing this program . 

c(;(,·.~;\\;tffj 0:1 SI:t:>Y';S~:O!1 t() (;rants ::lC' 
III 

• APPLICANT ORGANIZATION 
.. Ver.m~mL[)epa:rt1!lent Qf___ 

Banki Tl8. Insurance, S_ecu_rities._and He_fl:~ 

• TITLE 

I-comniissionerL ____ 

• DATE SUBMITTED 
07/07/2010 

Cc'''plel<;<:' 0lC Slib,n.$·,""l Ie Gr;mf,,]Ov 

Care Administration 	 Standard Form 424B (Rev. 7-97) Back 
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INSTRUCTIONS FOR THE SF-4U 

:Jubllt reponing bunien fer this 00 ioCtion of infO!TlauDn IS eslim.iJ1:ed to ,average- eo m:nutes per respcnse. including tme for review ~Q!'!stru:.lions, so:arch ~~ 
existni data sources. ~e-'~ 3." d maintaining 1I1e data I'ee-Oed. ana CO!"I~ng iJnd revl!!IIIIng It!e collectJon of inforrnaton. Send tommt'nl.5l~ilarding It! e 
b;,r::len e5tIMa~e ~ r.Y Dlre-r aspect of this co.ieclion of inf0/'Ma1ion. i!ICluding suggestions for reducing lli!!. b.lroeon, to the Office of MilIniJgtment and Budg.e1 
:>opef'll\r\:)rk Ri<lU~ion Project 10348..oc43). Wa'5hing1On DC 2C503. 

PLEASE 00 NOT RETURN YOUR COMPLETED FORM TO THE OfFICE Of MANAGEMENT AND BUDGET. SEND IT TO THE ADDRESS PROVIDED 
BY THE SPONSORING AGENCY. 

:1:.:. is a SWl.ci81d !o:m (mcll1ding tile c:oa..-m:.uQotl ill",) required for use Ii a (0''''11' sheet for sublllissiOl1 ofPCtappilC2ElOnS and appbcallOIlS 100 
reLaRld mfurrturum 1I1Ider disl::renclW)' p~ograms. Some of !be items an! ~ :mel £owe are op!io11ll1 8= the disaetiou of me .ppucant or the Ftde.'1Il 
:.gency (sr-acy). Required uems are idellliIttd with:ill Jlsttnsk au the form:mel a.e spf:ti11ed m me instIucTiou. be'ow. In addiTiou to the tll5trW:tLiJlH 

llfO,ided belo1ill'. applicaors mu~t tollS1:dt ager.cy izmructiollS 10 determ:in.e 5pKlfk requirtm.iUli$ 

Ent-y:t:~ En1!y: 

L 


rtem 
Type of Submi!.si.on: (Requ ~): Select one type of sutmisSIO/I In IC. Name Of Federal Agency: (Rf:::;uU'lId! EntM thf; naMe 0' :he 
-KCon.1ance Wl~ agen::y ,,'SUUcUons. Federal agency froM 111". ch as'5istance 'li being I1!questec with 

· mis application.:>r~ljc.aticn 

· · 
Apr; i::;.ation 

ChangedlCorrecled ApplicatQ1 - If re::;uuted b'l the agtml:Y. checi 
 11, Cati1log Of FecMnI Domestic Assistance NumbertTitle: 
1'1his !!oIJbmission ."1 tc C!f\ange Of correct iii pr~sIy submitted En1et' me ~ of Feder.!' [)o.me-st1: Assistance nUl"lI=""f J"lo::: 

aplication. Unless requeste<.: by the agency awlican'15 may not liIIe of !he program UOOEr Which ass5~0I!: is 11!':~sted• .l!> 

use 1I1is ~o submit changes after !.he closinll daj,f.. found in the progl'llm ~"ounO!me'1t. jF a'...."t,w-e. 

12.2. Type of Application: IRe-:;uired) Selecl one IY?£' of applicaticl'I in Funding OPflortunlty NumbermtJe::~eq\ll"edi ~ter the 
arooniance with ~i' mtr.lcUons. Funding 0ppOftunity N>..mCer and t.>Ie of the opp.::nunlty unde' 

New - A" ~Iica'ticn It'at is being subMitted ~ an agt!ICy for the wt.iCtl assislatl ce is reque-sted. as f-ound in 1I1e 9fogram· f.T~!ime. annoonce'!lE!nt 
• Q:\l1tinuatO"· An extenson for an 3adit'Jn1ll fundinglbudget period 13. Compelition Identification Number!TItIe: E"1et'the 

(or a pro,ed with a projected ool'1fl~ion date. -",s ~a/l include Competitlon Iden1ificalion Number and lItle cl!he OC~~fon 
t'ellewals. under whid'l ass"Stan~ is req·J'i'!'s:ed. if .1pO'·.::ab 'to 
Rev51cn - Arry cnar.ge !1 the Fedll""a Government's fftaIY. a· ob .gatic;'! or cct:ungeny iability from an exisling obligalion.f a 

re\lis (:>1\. enter me iiIIppmpnate ,eI':er(s.). More tfl.at1 an~ may be 

selec1ed. If 'O!he-r" is seleC'le<l. pleaS.(! spt!cfv in teKt box ,-roll oed, 
 Areas Affected By Pro~t: List the area'S or eMities uSing 
A Increase: Awani B. Decrease Aware 

14. 
the :a~eg::>ries l;e.iJ . tI'lies. co\."Illes. st.:ltes. etc. I ~iied 1f'I ,.. agel1cy instr"t;ti::>ns. Use the :o-:tinuation SN!e1 tc enter'-' Increase: Duraton o Oecrea!!.E! Ouri.1t<>n 
ado tional iJt'ea'5. if neede<l.E. Other ISQ«i'v: 

Date Received: ..eiWe !nis hHI blal'i( This date will be ,"signed by 1m! Descriptive Tille of Applicant's Project: {Re<r.t"i<d) SOler i 

Fedea agEf'Cy. 
S. Hi. 

brief descriptive t-:le of tr~ pre.;;.;:". :r apprc;; .. iate, attaei' a 
map showing project IocaOOn (e g.• cj)nst~",ctiof'l o' rea 

4. Appliunt Ic:lentifif!r: Entef' the entj1y idenli"., ass:q<' ed by the FlNleral p~ proje-l:ts). FCf preappi;ca~ions. attach a SUMmarj 
agency. if ary. 01' appl.cant's CX)(ItrcI nul"t"lber. if apil'·=abe. desc.'':·lioI'! of !he projec::r. 

~.a Congression ... Districts Of: iRequiredll6a En1er!he 
J;)rgilinizatiCfl by the Fed«al Ageflty. if any. 
Federal Entity Identifier: i::nter the %mCe~ arrSigfMtd to your 16. 

app:i<:ant's CongressiOl'oaI Oistrict. Mv.:l lab. =n~ all Cstri:tis: 
aft'eCbl1:l by me program or pr~~. EntE>( In ti'I~ ~rmat 2­Flderol Award Identifier. For 'WIIW applicabons !elM! b1a!'lt:. Far a 

ccn-:inuatlOn Of revision to an eJlisting awillni, emer Ihe previous')' 
fib. II 

e:harac\er's S~.r.e .:"bbrev,.1tiOtl - :) characlief!i Dstr.<:: NUIT::l'er. 
assigned FE:IN>ral .lWard identif!Ef' number f a tha!19ed.'correcteo e g.. CA-OOO 'lor Cali!'omia 5'" disL' ,:t. CA.ot 2 for Ca bnla l~~ 
applicaban. """fer ~~ Federal loe-ntifief in a;;rordanc:e with agE!"11:)' distrct. NC·1Dlfor Nortfl Carolina'!!. ~03"'d,Sl:ri:: 
nS':ruc1loo'5. If aii oongres.s or.al disln:ts in a sta'!", a.'e af*cted, emer· 'al" fer t.~ oistr<:t number. e.g, r.t )-allw aU 
.assigned b~' tne State. if aCPIk:ab!e 

6. Date Re>cI!ive1:t by S~: Leaw this f eld Il-ank. Thill dMe ... iW be 
:O">~!ll'5Sional dis1licts in Mary and. 


1 
 If na1ianwide...e. "I dis1licts within all !.Ialn "."Ii! affe<::l'I!d,State Application Identifier: Leave ,his field blank. -n·s dent~er WI' · enter US-aUtoe au ~ned tty 1M S~, if applicable. 
• " me program:projeOls:lutside !he US. enw o';:-O:Jn.

Applicant Information; t:n1er ~ fl)llowlngn acrorcance .....111 agency 

nstruction'5: 


S. 
,-- ­

a. ~I Name. ,Requirect): Enter the ~I name of apo cant thaI will II, Proposed Project Start and End Oates: IRectwred: Enter the 
~I'tdl!ltike Itl~ a5s>s,anoe actvity. This is the n~ thal1he Cf'93/l ization propDSed star: dale <IIf'Id End call! of the prO; e~. 
I".as registe!IeC wilt! the Central Can'lracmr R&;is:lry. Information on 
regIstering wi'lh CCR may be obtained 01( v;<.;itint;l the Gran:s.tJov website. 
b. Ell1f3loyerfTaxpayer Numb« (EINfnN): (Requireol: E.'1ter \t'~ 

:'Mp07l!!r or Taxpayer1dentificat·of'l Number:EIN or TII'I) as assigned by 
 la. Estimated Funding: (ReqUlri'J~ Enter !he amount reqlJ~ed 
1he !I""'..ema· Rwe/l'''<& S@t'Vice. If your CfganizaliC!'l is net 1'1 the JS. el'!~er or t,} be COI"~ributed during 111.. f.fSt funding/budge! ~iod "'Y 
44-4#4444. • each contributor. Value o! in4tind c>ilt'"'~ribu7ions should be 

included on appropriate' 1lfi!S. as applicable. "the act':? will 
iJ.JNS+4 nl.ll'1ber reeeive::i from Dun and Brads1ree~. !ntorMCMicn 011 
e. Organizational DUNS: (ReqUired j Enter the 0l1Janizat-on 5 DlJNS or 

result in iI oollar change to an I!ltis~ing .ilW3n:l. ndicate O'ily the 
obta 1'N"{I a CUNS numlHi!f- milY be obtained by IIsitng the Grants goy amoun! of 1I1e ch.11lge. For decreases. enooS!! l71e amounts in 
'Neb'5i~. pa~e~es 
d. Address: Enler the toolplete address as follows: S!lfeet add/'!!>55 :;,. .-:e 

, re<:'.a.ed), City :ReqU'1'\i!Q), County, State (Re~uired ~ ccuntry is VS), 
 19, Is Application Subject: to Review by State Under ExeeutiYe 
?rl)v nee. Coun'=fj' (Required!. ZiplPo!01al Cooe (Requirea. if cO.;'l1r)' ''5 Ora 11372 ProeMS? Appkams vould ·:on:act the St31e 
U'"".. SinlJie Flaint of Ccmact (SPOC) for Feaeral Execuwe Order 

. e. Organizational Unit: Enter lhe name of the primary organ\l3bonal 12372 10 O!!'Ien:nine wt'4!the' Ihe <I!=.pitcation t!; 5·~C~~:0 1he 
'~r.it (and ::lepar':m&nt or oMsion.. if aoplltaiM;,) that wil! unC@!ta.ie 1I1e 

mailto:unC@!ta.ie
http:re<:'.a.ed
http:Submi!.si.on


9. 

3ssist1nce ~M'!Y. f applic.able. 
f. NaIIIe' and contact information of person to ~ contacted on 
matters involving this application: E."fler 1t1e name iF.nt arnIlast nalTe 
required:. ~iII\iz.a;tlcna alfiliallon IIf afliliaCed with an ct'Qamzalion O~oN 
:han tile apocarrl C--9~iz;afioo). teIep~one nlJlTlber (Requiredl. fax 
1'H.l1"ICer. and em";) adare1iS (Requirec) of the per.;on to oon~a::l on 
rna~ related to "this a:lPli::allon 

Type of .D.wtan1: (Required} 
SeleClIJP to Ihree applicant rype(5) i'I accordance with agen;y 
I'Istructions. ,... State Government M. Nonprofit with eo1C31RS 
9. County Golt£-mmenl St3tus ~Other than Inslitutol'1 
C City or Township Govemmenl of Higher Educ.a1iOl'\:, 
D Special D'5trlct GovErnment N. NOnpfotl1f11lhout :501C3 IRS 
E. RegionalOrQaflo.zaUon 3t3tus {C1her tnan In!.titut()f! 
F \.;.5. 1"errtory cr Posst's.sion at HitJher Educ.Jliooj 
G, nt:lepenaent SdIool District O. Private 11'ls:itu1ion of H14jJher 
H P\ibi!c!Sta1e Ccl"trolleo: Educaton 

nstit'Jtic., of Higher EducatiM ? Indilrioual 
I ndianlNative American Triba a For-Proft Organizatctl 

• GevemmeRt (Federa)l (Other than Small OOSlneoss.) .. Recogl'\izeCI) R. Smail Bl.IsinHS 
J 'l'\dianiNative American Triba S. I-\,'iipan;-e-servn{l lOS.titution 

Gevemmen: (Other 1t1M! T. H'storic.-.lly Blxk Ce>I.s 
Federally Recognizecl) and UMleBlteos 1.H8CU5~ 

1(. ndiimiNative American t. ~ v. Tr-hally CtlI\lro'le::I Colleges 
Tribally De!.ilna~ and Url-'versit1'l!1i CCCJs) 
O"l1nizaaion \ '.. Alaska Native and Nat ve 

-. ?VIi C:lnc.ill"l Housing Hawaial" SerPing I '\5tibJtions 
Au:horily W. Non-domestic t:ncn-US} 

Entity 
X. Ottl-I!f {SPecify) 

20. 

21. 

State intergovemmenu, review Pf'CJ>w""t!S5 . .s~~ lhe 
~te box. I~ 'a: 5 se-;ected, enter the date tttf< 
app .eation wn s.ubmilted Ie ltle State 

Is the Applicant Delinquent on any Feder.J1 Debt? 
(Required) Select ihe i1J)PfOpria,e 00)( Thi!. qUHt on .1ooiles to 
the appli::..rn Ofganiza~. not the per500 who signs as 1he 
alJlhorized 1lIfIle!OlNlta1i~'e. C.MeiIOf'fi of debt include 
del nqoent <ludi1 disa"owanoes. loans. and talCe1i. 

If ",5, include an explana'lioo on Ihe oontirlwfioo sreet. 
Authofized RepresentatiR: IRequ~d) To be signed and 
dated by !:hi! authorized represt'n1a'!ive of me applioant 
OIlJMI',za;ion. Enter the name: first and 1as1 naMe reQu "EC:' 
title (R&quired). 1elephCllW number I:REiluiredi fa): nlJmber 
and email aadrKli (Re<: ..ired', of Ih. person auV'OrlZJe': to sign 
«or the applicant 
flo Ci.lPyof the govemfr19 body'!. alJ1hori::atoo ~r )IOU to !>~ 
this appliCdtiOn as 1he offici .. 1 repl'1!'SE(t':.1tive mUSl be on f Ii! in 
the 3Pplicam's off<:e. ,:Certain Feder:ac ager,<:ies 11_1 re~3alre 
ti"lat Ii'lis alJb1.W'ization be sut.,."itted as pan fJf 1I1e 3pp '=ation.:. 



DISCLOSURE OF LOBBYING ACTIVITIES 

Approved by OMB 

Complete this fonn to disclose lobbying activities pursuant to 31 U.S.C.13S2 0348-0046 

1. * Type of Federal Action:
D a. contract 


IRl b. grant


D c. cooperative agreement 

D d. loan 

D e. loan guarantee 


D f 
 loan insurance 

2. * Status of Fede'ral Action: 
D a. bid/offar/appllcation 


IRl b. inltiat award 


D c post-award 


3. * Report Type: 
IRl a. initial filing 

D b. matarial change 

4. Name and Address of Reporting Entity: 

IRlPnme DSubAwardee 

-Name 

tration~~~V.·~8~·r~m~Q:n~.~t:':D~M~p~8:r:.t;"~me~n~t:.!::~f=:B!:!":=:a!:p~"~k:j:p~.llg.~,~~T~n~s~Lranc e , Securities &Health Care Admini 
, Street! 189 Malon Street '. . _ I Street 21 

1 

• City I 	 ~1 Stst.riMontpelier _ Vermont 	 Zip 105620 

Congressional District, rf known. I
• 

"'5. If Reportiny Entity in No.4 is Subawardee, Enter NAme and Address of Prime: 

6, * Federal Department/Agency: 

Grants to States ea t 

CFDA Number, ;f applicable: 

7. * Federal Program Name/Description: 

I Dept. 	of Health &Human Service (HHSj 

B. Federal Action Number, if known: 9. Award Amount, if known: 

$IL..-_____.....J
CFDA: 93,511 

10. a. Name and Address of Lobbying Registrant:NA 

Prefix I .Firsl Name , JMiddle Name l 
'L.srN:.:m:ell~~~~--------~==========================~..~1 Suffl. ~========~------------~ 
, Street! Streer 2 1 

'City 
1 1 	

lipState 

b. Individual Performing Services (inciuding address f different from No. lOa) NA 

Prefix I I- First Name 	 .1 Middle Nama I 
'L~rN.=m:e~I::::::==--------~::::::::::::::::::::::::::~ sum. rl==========~------------~ 

• Streer 1 	 Srreet2 

'ory 1 State 

11. 	 Information requested through this form is authorized by title 31 U.S.C. section 1352. ThIs disclosure of lobbying activities is a malarial representation of facl upon which 
reliance was placed by the tier above when the transaction was made or entered into. This disclosure is required pursuant to 31 U,S.C. 1352. This information wit be reported to 
the Congress semi-annually and will be available for pl..blic Inspection. Any person who fails to file the required disclosure shall be subject 10 a evil penalty of not less than 
$10,000 and not more than $100,000 for each such failure ~ c:{-i _ 

° "",,"roo 	 I,-,Mo' Co _"""m.'O _0 ""0,, co. ; \ ~"="~" 
"Name: 	 Pr&fix I Mr, i 'FlfstName I Michael ~dl.N:;"·I""_·-S--,--------------------' 

, Last Name I d sum. ,..========:::;-----------'
Bertran 07/07/2010 


Title: LCommissioner 1 Telephone No.: 1 802-828-2380 
.. -	 . 
Authorized for Local Reproduction

,I • 	 " Stand.rd Form ·lll (Rw. 1·97)I 	 ' ' t ,
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III 

ADDITIONAL ASSURANCES 

CERTIFICATIONS 

1. CERTIFICATION REGARDING DRUG-FREE WORK-PLACE REQUIREMENTS 

The undersigned (authorized official signing for the applicant organization) certifies that it will provide a 
drug-free workplace in accordance with the Drug-Free Workplace Act of 1988, 45 CFR Part 76, subpart F. 
The certification set out below is a material representation of fact upon which reliance will be placed when 
SSA determines to award the grant. If it is later determined that the grantee knowingly rendered a false 
certification, or otherwise violates the requirements of the Drug-Free Workplace Act, SSA, in addition to 
any other remedies available to the Federal Government, may take action authorized under the Drug-Free 
Workplace Act. False certification or violation of the certification shall be grounds for suspension of 
payments, suspension or termination of grants or government wide suspension or debarment. 

The grantee certifies that it will or will not continue to provide a drug-free workplace by: 

(a) Publishing a statement notifying employees that the unlawful manufacture, distribution, 
dispensing, possession or use of a controlled substance is prohibited in the grantee's workplace and 
specifying the actions that will be taken against employees for violation of such prohibition; 

... (b) Establishing an ongoing drug-free awareness program to inform employees about-­

(I) The dangers of drug abuse in the workplace; 

(2) The grantee's policy of maintaining a drug-free workplace; 

(3) Any available drug counseling, rehabilitation, and employee assistance programs; and 

(4) The penalties that may be imposed upon employees for drug abuse violations occurring in the 
workplace; 

(c) Making it a requirement that each employee to be engaged in the performance ofthe grant be 
given a copy of the statement required by paragraph (a) above; 

(d) Notifying the employee in the statement required by paragraph (a), above, that as a condition of 
employment under the grant, the employee will: 

(1) Abide by the terms of the statement; and 

(2) Notify the employer in writing of his or her conviction for a violation of a criminal drug statute 
occurring in thc workplace no later than five calendar days after such conviction; 



(e) Notifying the agency within ten calendar days after receiving notice under subparagraph (d)(2), 
above, from an employee or otherwise receiving actual notice of such conviction. Employers of 
convicted employees must provide notice, including position title, to every grant officer or other 
designee on whose grant activity the convicted employee was working, unless the Federal agency 
has designated a central point for the receipt of such notices. 

Notices shall include the identification number(s) of each affected grant; •
• 

(f) Taking one of the following actions, within 30 days of receiving notice under subparagraph 
(d)(2), above, with respect to any employee who is so convicted-­

(I) Taking appropriate personnel action against such an employee, up to and including termination, 
consistent with the requirements of the Rehabilitation Act of 1973, as amended; or 

(2) Requiring such employee to participate satisfactorily in a drug abuse assistance or rehabilitation 
program approved for such purposes by a Federal, State, or local health, law enforcement, or other 
appropriate agency; 

(g) Making a good faith effort to continue to maintain a drug free workplace through implementation 
of paragraphs (a), (b), (c), (d), (e), and (f), above. 

The grantee certifies that, as a condition of the grant, it will not engage in the unlawful manufacture, 
distribution, dispensing, possession or use of a controlled substance in conducting any activity with the 
grant. 

2. CERTIFICATION REGARDING LOBBYING 

Title ll, United States Code, Section 1352, entitled "Limitation on use of appropriated funds to influence 
cefCain Federal contracting and financial transactions," generally prohibits recipients of Federal grants and 
cooperative agreements from using Federal (appropriated) funds for lobbying the Executive or Legislative 
Branches of the Federal Government in connection with a SPECIFIC grant or cooperative agreement. 
Section 1352 also requires that each person who requests or receives a Federal grant or cooperative 
agreement must disclose lobbying undertaken with non-Federal (non-appropriated) funds. These 
requirements apply to grants and cooperative agreements EXCEEDING $100,000 in total costs (45 CFR 
Part 93). 

The undersigned (authorized official signing for the applicant organization) certifies, to the best of his or her 
knowledge and belief, that: 

(a) No Federal appropriated funds have been paid or will be paid, by or on behalf of the 
undersigned, to any person for influencing or attempting to influence an officer or employee of any 
agency, a Member of Congress, an officer or employee of Congress, or an employee of a Member of 
Congress in connection with the awarding of any Federal contract, the making of any Federal grant, 
the making of any Federal loan, the entering into of any cooperative agreement, and the extension, 
continuation, renewal, amendment, or modification of any Federal contract, grant, loan, or 
cooperative agreement. 

... 




(b) If any funds other than Federally appropriated funds have been paid or will be paid to any 
person for influencing or attempting to influence an officer or employee of any agency, a Member of 
Congress, an officer or employee of Congress, or an employee of a Member of Congress in 
connection with this Federal contract, grant, loan or cooperative agreement, the undersigned shall 
complete and submit Standard Form-LLL, "Disclosure of Lobbying Activities," in accordance with 
its instructions. (If needed, Standard Form-LLL, "Disclosure of Lobbying Activities," its 
instructions, and continuation sheet are included at the end of this application form.) 

(c) The undersigned shall require that the language of this certification be included in the award 
documents for all subawards at all tiers (including subcontracts, subgrants, and contracts under 
grants, loans, and cooperative agreements) and that all subrecipients shall certify and disclose 
accordingly . 

•
Tms certification is a material representation of fact upon which reliance was placed when this transaction 
was made or entered into. Submission of this certification is a prerequisite for making or entering into this 
transaction imposed by section 1352, title 31, U.S. Code. Any person who fails to file the required 
certification shall be subject to a civil penalty of not less than $10,000 and not more than $100,000 for each 
such failure." 

3. CERTIFICATION REGARDING DEBARMENT, SUSPENSION, AND OTHER 
RESPONSIBILITY MATTERS 

NOTE: In accordance with 45 CFR Part 76, amended June 26, 1995, any debarment, suspension, proposed 
debarment or other government wide exclusion initiated under the Federal Acquisition Regulation (FAR) on 
or after August 25, 1995, shall be recognized by and effective for Executive Branch agencies and 
participants as an exclusion under 45 CFR Part 76. 

(a) Primary Covered Transactions 

The undersigned (authorized official signing for the applicant organization) certifies to the best of 
his or her knowledge and belief, that the applicant, defined as the primary participant in accordance 
with 45 CFR Part 76, and its principals: 

(l) are not presently debarred, suspended, proposed for debarment, declared ineligible, or 
voluntarily excluded by any Federal department or agency; 

(2) have not within a 3-year period preceding this proposal been convicted of or had a civil 
judgment rendered against them for commission of fraud or a criminal offense in connection with 
obtaining, attempting to obtain, or performing a public (Federal, State or local) transaction or 
contract under a public transaction; violation of Federal or State antitrust statutes or commission of 
embezzlement, theft, forgery, bribery, falsification or destruction of records, making false statements, 
or receiving stolen property; 

(3) are not presently indicted for or otherwise criminally or civilly charged by a governmental entity 
(Federal, State, or local) with commission of any of the offenses enumerated in paragraph (a)(2) of 
this certification; and 



.. 

(4) have not within a 3-year period preceding this application/proposal had one or more public 
transactions (Federal, State, or local) terminated for cause or default. 

Should the applicant not be able to provide this certification, an explanation as to why should be placed 
under the assurances page in the application package. 

(b) Lower Tier Covered Transactions 

The applicant agrees by submitting this proposal that it will include, without modification, 
the following clause titled "Certification Regarding Debarment. Suspension. Ineligibility. and 
Voluntary Exclusion -- Lower Tier Covered Transaction" (Appendix B to 45 CFR Part 76) in all lower 
tier covered transactions (i.e., transactions with subgrantees and/or contractors) and in all solicitations for 
lower tier covered transactions: 

.. to 

Certification Regarding Debarment, Suspension, Ineligibility, and Voluntary Exclusion -- Lower Tier 
Covered Transactions 

(l) The prospective lower tier participant certifies by submission of this proposal, that neither it nor 
its principals is presently debarred, suspended, proposed for debarment, declared ineligible, or 
voluntarily excluded from participation in this transaction by any Federal department or agency. 

(2) Where the prospective lower tier participant is unable to certify to any of the statements in this 
certification, such prospective participant shall attach an explanation to this proposal. 

• SIGNATURE OF AUTHORIZED CERTIFYING OFFICIAL 

Commissioner of BISHCA 

• DATE SUBMITTED 

Ccmpleted on submission to GrClnts.govVermont Department of Bank~ng. Insurance, 
Securities, and Health Care Administration 07/07/2010 

.. 


http:GrClnts.gov


OMS Number: 4040-0010 

Expiration Date: 08/31/2011
Project/Performance Site Location(s) 

D I am submitting an application as an individual, and not on behalf of a company, state, 
Project/Performance Site Primary Location local or tribal government, academia, or other type of organization. 

Organization Name: (~jij'i~'jfil~i6\~W~tii-g;__li:c.}jil1 th Care 

DUNS Number: 1809376601 I Administra tion 

• Street1: :•. ;~:~r~·"t·; 

Street2:• ... 
• City: 

• State: 

Province: 

• ProjecU Perfonnance Site Congressional District I;P~t:ii' -'~_I 

D I am submitting an application as an individual, and not on behalf 01 a company, state, Project/Performance Site Location 1 
local or tribal government, academia, or other type of organization. 

Organization Name: Vermont Department of Banking, Insurance, Securities & Hea th Care 


DUNS Number: Administration 


• Street1: 189 .\lain Street 

Street2: L 
~====================~----~======~----------,

County:• City I Montpelier 

• State: ~mon t 

Province: L 

iCo~ntry IUSA: 

~==================~------------~ 

UNITED STATES 

·ZIPJPostaICode: I 05620 • ProjecV Perfonnance Site Congressional District: I 

III 
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List of Key Contacts 

I. 	 Project Leader: Christine Oliver, Deputy Commissioner, 

Vt. Dept. of BISHCA, 89 Main Street, Montpelier, VI 05620-3101 

802-828-2900 - christine.oliver@state.vt.us 


2. 	 Project Assistant - Rate Analysis: Sean Londergan, Director of Rates and Forms 

& Assistant General Counsel 

Vt. Dept. of BISHCA, 89 Main Street, Montpelier, VI 05620-310 I 

802-828-2963 - sean.londergan@state.vt.us 


3. 	 Project Legal Advisor Herbert W. Olson, General Counsel 

Vt. Dept. of BISHCA, 89 Main Street, Montpelier, VI 05620-310 I 

802-828-1316 - herbert.olson@state.vt.us 


4. 	 Financial Officer: Sandy Barton, Business Manager 

Vt. Dept. of BISHCA, 89 Main Street, Montpelier, VI 05620-3101 

802-828-2379 - sandy.barton@state.vt.us 


" 
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OFFIC[ 01-' THE C,nVERNOR 


July 7. 2010 

The Honorable Kathleen Sebelius 

Secretary. Department of Health and Human Services 

200 Independence Avenue, SW 

Washington. DC ::0201 


RE: 	 Department onIealth and Human Services. Grants to States for Health Insurance 
Premium Review-Cycle I 
eFDA No. 93.511 
Opportunity No. RFA-FD-l 0-999 

... 
Dear Secretary Sebelius: 

Enclosed please tind the State ofVennonfs application and submission 
information for the announced federal grant; "Grants to Slates ti.)r Health Insurance 
Premium Revie\\' . Cycle I" (Office of Consumer Information and Insurance Oversight). 
I support the enhanced health insurance rate review activities described in this 
application. 

Sincerely, 

J1!D/4ht 

l(J'j SV,I'!' .... qu.n • TIll' P\IIII<'J' • \~hl"!I·LLiII'. \T o5/)()t)-OIOT • \\'.\·W.\ER\l'l','l,{;U\' 

ILl ;'1'1'1 \\1:: :->n2.:-i:!.'1.3 B3 • }\,: ,s02.X?S.. I.IJ() • TI)[): H!l2,:':2~..H45 



Vermont. • • 

Department of Banking, Insurance, Securities 
and Health Care Administration 

July 7, 2010 

The Honorable Kathleen Sebelius 
Secretary, Department of Health and Human Services 
200 Independence Avenue, SW 
Washington, DC 20201 

Re: 	 Grants to States for Health Insurance Premium Review Cycle I 
CFDA: 93.511 
Opportunity No. RF A-FD-I 0-999 

Dear Secretary Sebelius: 

The Vermont Department of Banking, Insurance, Securities and Health Care Administration (hereinafter 
"the Department"), on behalf of the State of Vermont, hereby makes Application for the above-referenced 
grant. 

The o¥er-all project to be funded by the grant will be called "The Vermont Rate Review Enhancement 
Pr~ect." 

The Project Leader will be: 	 Christine Oliver, Deputy Commissioner 
Division of Health Care Administration 
89 Main Street, Montpelier, VT 05620-3101; 
802-828-2900; christine.oliver@statc.vt.us 

The Department has existing authority under Vermont law to oversee, coordinate and implement the rate 
review enhancement activities described in the Project Narrative. Title 8, Vermont Statutes Annotated, 
Sections 12 and 4062; Title 18 Vermont Statutes Annotated, Sections 9403 and 941O(h). 

The Department further certifies, subject to the Department's annual appropriation enacted by the 
Vermont General Assembly, that the state share of funds expended for rate review activities under this 
Appl ication wi II not be less than the funds expended during State fiscal Year 2011, and that the grant 
funds will not supplant existing state appropriations. 

Please let me or Deputy Commissioner Oliver know if there are any questions concerning this application. 

\.(~
Bert~and, Commis' er 

Vermonl Deparlment ofBankinK, Insurance, Securities and Hea/lh Care Adminislralio17 

89 Main Street, Drawer 20 

Monlpelier, VT05620-3/01 


802-828-3301 


mailto:christine.oliver@statc.vt.us


Rate Review Grant Vermont Application - Project Abstract 

Vermont Rate Review Enhancement Project 

Project Abstract 


Overall goal. Vermont law requires the prior approval of health insurance rates 
by the Vermont Department of Banking, Insurance, Securities and Health Care 
Administration (Department). The Department proposes to enhance its rate review 
process to accomplish the overall goal of offering consistent, comprehensive and 
effective regulation of health insurance rates for all carriers and all markets, in order to 
ensure that health insurance rates are neither unjust, unfair, inequitable, excessive, 

III S inadequate or unfairly discriminatory. 

Rate Review Enhancements. The following initiatives will be undertaken to 
achieve Vermont's overall goal during the Cycle I time period: 

A. 	 Expand the scope of current review and approval activities by conducting reviews 
of large group rates; and rate review of minor lines of health insurance such as 
student blanket policies. 

B. 	 Improve rate filing requirements by developing rate filing standards; and by 
collecting informational data for plans administered by Third Party 
Administrators. 

C. 	 Enhance the rate review process by verifying claims experience and by analyzing 
public program mitigation. 

D. 	 Enhance the rate review process with a significant upgrade in Vermont's IT 
capacity. IT enhancements will include: updating the NAIC's SERFF program to 
include federal reporting elements; collecting and integrating historical rate filing 
data with current filed data; customizing Vermont's all payer claims utilization 
and reporting system to support rate review; consolidating carrier "carve-out" 

III 	 data; providing claims reporting by product type; and providing claims reporting 
by provider. 

E. 	 Enhance consumer protection standards by posting readable, layperson summaries 
of rate increase requests on the Department's website; and by adding a ratepayer 
comment functionality to the Department's website. 

Project Budget. The total budget for the Vermont Rate Review Enhancement 
Project for the Cycle I time period is one million ($1,000,000.00) dollars. The 
Department intends to use these grant funds to employ or contract with additional 
actuaries; rate analysts; a data entry clerk; a claims analyst; and a grant administrator. 
The Department will support the Project through the allocation oftime by existing 
staff, but does not intend to use grant funds for existing staff. 

c 

http:1,000,000.00
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Project Narrative - The Vermont Rate Review Enhancement Project 


Section 1. Current health insurance rate review capacity and process 


A. General health insurance rate regulation in Vermont 

The rates and rate increases of all group and health insurance product lines are reviewed and 

approved before use by the Vermont Department of Banking, Insurance, Securities and Health 

Care Administration ("the Department"). The actual premium to be charged subscribers in large 

groups for large group comprehensive insurance is not reviewed; however the trend and rating 

methodology used to produce the premium must be approved by the Department. • 
Vermont's rating rules have been established in statute and regulation. Vermont's general 

authority to review health insurance rates is pursuant to 8 V.S.A §§ 4062 and 4515a. 1 In the 

small group market, a small group carrier must offer a smaii group plan rate structure which at 

least differentiates between single person, two person and family rates, must use a community 

rating method, acceptable to the Commissioner, to determine premiums, is prohibited from using 

medical underwriting and screening, and must guarantee rates on a small group plan for a 

minimum of six months. 8 V.S.A § 4080a. 

Similar rules apply to the non-group market. 8 V.S.A § 4080b. In addition, the 

Commissioner must disprove any nongroup rates unless the anticipated loss ratios for the entire 

period for which rates are computed are at least 70 percent. 8 V.S.A § 4080b(m). 

The Department has adopted the following regulations relating to the rate review process: 

Regulation 91-4b, Minimum Regulation for Compliance with 8 V.S.A. § 4080a; Regulation 93-5, 

Minimum Regulation for compliance with 8 V.S.A. § 4080b; and Regulation H-99-4 Community 

Rating & Approval of Community Rating Formulas. 

B. Health insurance rate review and filing requirements in Vermont 

1 See Appendix 1 for copies of Vermont's health insurance rate review statutes and regulations. 



III 

Rate Review Grant - Vermont Application Project Narrative Page 2 
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• 
All rates for health insurance products are subject to review and must be approved prior to 

use. For health insurance rate filings submitted to the Department, health insurers must provide: 

an actuarial memorandum, signed and dated by a qualified actuary and supporting documentation 

(e.g., claims experience, historical loss ratios). The specific exhibits and documents are submitted 

directly to the Department via the System for Electronic Rates and Form Filings ("SERFF") 

program administered by the National Association of Insurance Commissioners ("NAtC"). 

Generally, in reviewing a rate filing, Vermont examines the past history of rate changes; past 

Vermont experience; past nationwide experience; projected Vermont experience; projected 

nationwide experience; Vermont lifetime loss ratios; nationwide lifetime loss ratios; the 

credibility of Vermont experience; the health insurer's administrative costs, rating manuals, loss 

ratios, adequacy of reserves, and profitability or surplus. Also, if necessary, the Department will 

l1li "examine regional past experience, regional projected experience and regional lifetime loss ratios. 

A rate analyst and the Director of Rates & Forms review all health product line rate filings. 

The rate filings of insurers representing the largest market share of comprehensive medical 

coverages are reviewed by the Department's contracted actuarial firm. The Department's 

contracted actuaries review medical trends submitted by an insurer, and calculate an independent 

range for the trends using their own proprietary software. Contracted actuaries compare the 

medical trends used in the insurer's rate filing to their independent calculations. For a rate filing 

to be approved the health insurer's proposed medical trends must be within the actuary's 

acceptable range. (fthe rate filing is found deficient during review, the filing is declined. When 

a rate filing is declined the carrier may respond and correct the deficiencies. If the carrier is 

unable to correct the deficiencies, the filing is closed and no rate increase is allowed. 

0(1. "C. An explanation oftbe current level ofresources and capacity for reviewing bealtb 


insurance rates: information technology (IT) and system capacity 
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All rate filings are required to be made electronically and via SERFF. The Department does 

not have any additional IT resources available to support its rate review capacity. The State of 

Vermont has established the Vermont Healthcare Claims Uniform Reporting and Evaluation 

• ... System ("VHCURES"), "to continuously review health care utilization, expenditures, and 

performance in Vermont." 18 V.S.A. § 9410. VHCURES is administered by the Department, and 

includes de-identified eligibility records and medical and pharmacy claims for over 330,000 

privately insured Vermonters or about 80 percent of the privately insured population. The paid 

claims data includes diagnosis codes, procedures codes, facility codes, billing and service 

provider information, charges, and amount paid including insurer payments and member 

payments (deductible, copayments, coinsurance).2 In its current form, VHCURES cannot be 

utilized to support Vermont's rate review process, but there is substantial potential for enhancing 

the rate review process by integrating the review process with VHCURES. 

D. An explanation oftbe current level of resources and capacity for reviewing healtb 

insurance rates: budget and staffing 

The annual overall total budget for the Division of Health Care Administration for State fiscal 

Year 2011 is $4,741,907. This funding supports a number of programs in addition to the rate 

review program, including: hospital budget approval; the Certificate ofNeed program; quality 

assurance; consumer services; public service outreach; data analysis, market conduct; and 

enforcement. 

The Division's annual budget allocated for rate review is $501,580. Of this amount, 

approximately $401,264 is allocated for review ofhealth insurance rates in the individual and 

small group/association markets. 

Vermont currently has a full time person reviewing all rate increase requests. The one rate 

reviewer closed 516 filings in the past year ending May 12, 2010. The number of closed rate 

2 The VHCURES report on expenditures and utilization published in January 20 lOis attached as 
OIl C Appendix 2. 
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filings does not take into account that each rate filing averages three reviews by the analyst, 

because the initial carrier filings can be insufficient or cannot be approved. Thus, on average, the 

516 closed rate filings represent 1,548 actual reviews. The Department's rate analyst has 

approximately twenty·two years ofexperience in the insurance field, including work as senior 

actuarial analyst and Director of Rates and Forms (Life & PC). The rate analyst has a Bachelor 

of Science (BS) degree in Mathematics and Management. $87,000 is budgeted to support the rate 

analyst. 

" The Director of Rates and Forms supervises and manages the rate review process, along with .. 
other duties, and provides legal support. The Director of Rates and Forms has a law degree, a 

MPH degree, and a BS degree. In addition to the present position, the Director of Rates and 

Forms has served as staff attorney at Vermont Legal Aid and had a supervisory position for two 

community based epidemiology studies while on staff at the University of Minnesota's School of 

Public Health. $14,580 is budgeted from the Department's Administration Division (General 

Counsel's Office) to support the rate review functions of the Director of Rates and Form. 

The Department also contracts with Oliver Wyman for actuarial services. The principal 

contracted actuary has over twenty· five years of experience and has earned both a FCA and 

MAAA. $400,000 is budgeted to support this contract. 

E. 	Consumer Protections 

All rate filings made with the Department are open to the public pursuant to the Vermont 
... 

Public Records Law (l V.S.A. Chapter 5, Subchapter 3). A carrier may request the Department 

to keep portions ofthe rate filing confidential, upon a proper showing that the material is a trade 

secret. 1 V.S.A. § 317(c)(9). Rate filings can be reviewed on the Department's public computer, 

via a read·only access to SERFF system. The Department also produces a Consumer Tips 
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publication, which contains small-group and individual rates for specific companies and specific 

plans. 3 

Layperson summaries of rate changes are currently not offered for consumers, but the 

Department anticipates this can be accomplished as part of the Vermont Rate Review 

Enhancement Project. 

F. Examination and oversight 

The State of Vermont requires prior approval before any proposed rate increase can take 

effect. Over the past two years, there have been multiple instances when the Department has 

denied a health insurer's request for a rate increase. In most of these instances, the health insurer 

has voluntarily lowered the proposed rate increase. The Department is unable to quantifY the 

" 
exact number of policyholders affected, however, it is safe to conclude that a significant number 

of Vermont policyholders have been impacted by these proactive determinations. 

On occasion, a health insurer has appealed the Department's determination to deny a rate 

increase, pursuant to 8 V.S.A § 4062. Over the past two years, carrier appeals have led to two 

formal hearings, following which the Commissioner issued written decisions denying the appeals. 

One such decision included a Supplemental Order, pursuant to the Commissioner's authority 

under 8 V.S.A. § 4SJ3(c), directing the carrier to engage in additional cost containment activities, 

and ordering a ratepayer refund of excessive executive compensation amounts.4 

Section 2. Proposed rate review enhancements for health insurance 

Introduction 

As described in Section 1, above, the Department administers a comprehensive, rigorous 

.. c 

health insurance rate review process. Nevertheless, the Department can enhance its current rate 

review process by means of the following initiatives. 

A. Expanding the scope of current review and approval activities. 

3 See Appendix 3 

4 See Appendix 4. 
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The Department proposes an appropriate level of rate review for all carriers, in all markets. 

II 
Large group market rates are not filed for review and approval; rather, the Department 

... 
reviews and approves a rating fonnula included within the carrier's "rate manual", and the 

Department reviews and approves a medical trend factor and other factors that are incorporated 

into the carrier's rate manual. For minor lines of health insurance such as student health 

insurance policies, which are filed as "blanket" health insurance, the Department's rate review 

process is an abbreviated one. 

Ratepayers in the large group market and in minor lines markets would benefit from a more 

thorough rate review approval process. 

Proposed enhancements: 

1. 	 Goal: Effective rate review in all insurance markets. Measurable objective, timeline, and 

milestone for change: By September 30,2011 the Department will establish procedures 

for annual rate reviews of rates in the large group market. The Department anticipates 
c 

review of large group rates beginning for calendar year 2012 rates. Resources needed: 

allocate time of existing staff, and hire and/or contract for additional professional and 

clerical services, as further described in Section 2 (D). Estimated cost: $83,111.5 

2. 	 Goal: Rate review of minor lines of insurance. Measurable objective, timeline and 

milestone for change: By July 1,2011 the Department will establish procedures for rate 

reviews of minor lines ofinsurance such as student health insurance. The Department 

anticipates review of rates for minor lines insurance beginning with rate filings made 

after October I, 2011. Resources needed: allocate time of existing staff, and hire and/or 

contract for additional professional and clerical services, as further described in Section 2 

(D). Estimated cost: $83,110. 

B. Improving rate filing requirements. 

5 All cost estimates are for the Cycle 1 time period. 
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The Department proposes to standardize rate filing requirements, in order to strengthen the 

rate review process, and to improve communications with ratepayers. The Department also 

proposes to collect rate and benefit plan information for all Vermont markets, in order to increase 

the Department's capacity to analyze market trends, and thereby strengthen the rate review 

process. 

Carriers include different information, in different formats, when filing rate requests with the 

III 	 • Department. As a result, comparison between rate filings of each carrier is difficult. Some 

filings do not include information concerning the benefit plan (cost sharing, network limitations 

and coverage) for which a specific rate increase is sought. In addition, carriers' rate filings are 

written in technical language, and therefore are difficult for the layperson ratepayer to understand. 

The Department also proposes to require Third Party Administrators to make information-

only filings relating to benefits, coverages, enrollment and costs so that the Department will have 

a better understanding of the Vermont health insurance market as a whole, and thus be better able 

to review and analyze rates in the regulated health insurance markets. 

Proposed enhancements: 

1. 	 Goal: Adopt standards for carrier rate filings. Measurable objectives, timeline and 

milestone for change: By July 1, 2011, the Department will establish and publish 

standards for carrier rate filings, including a requirement that a description of each benefit 

plan be linked with the rate request for that plan, and a requirement of narrative, 

layperson summary of the rate increase request. The Department anticipates that its filing 

standards will be applicable to rate filings beginning for calendar year 2012. Resources 

needed: allocate time of existing staff, and hire and/or contract for additional professional 

and clerical services, as further described in Section 2 (D). Estimated cost: $83,110. 

2. 	 Goal: Informational filings by Third Party Administrators. Measurable objectives, 

timeline and milestone for change: By September 30, 2011, the Department will establish 
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and publish standards for annual, informational filings by Third Party Administrators of 

benefits, coverages, enrollment and costs for each benefit plan administered. The 

Department anticipates that its TPA filing standards will be effective on and after January 

1, 2012. Resources needed: allocate time of existing staff, and hire and/or contract for 

additional professional and clerical services, as further described in Section 2 (D). 

Estimated cost: $83,111. 

C. 	Enhanced review process - verification of filed rate information. 

The Department proposes to enhance the accuracy and credibility of the rate review process 

by conducting periodic examinations of carriers' claims experience. This capacity is particularly 

fJ important with respect to Vermont's Catamount Health premium subsidy program for the 

uninsured, and with respect to benefit and coverage changes required by the Patient Protection 

and Affordable Care Act ("PPACA"). Anecdotal observations have suggested that considerable 

migration takes place between Catamount Health6 and VHAp7 because of differences in 

eligibility and pre-existing condition limitations ofthe two programs. Carriers will be making 

assumptions about the cost of implementing the benefit and coverage requirements of the PPACA 

without significant experience upon which to base those assumptions. 

Proposed enhancements: 

I. 	 Goal: Examine claims experience based on new federal requirements. Measurable 

objectives, timeline and milestone for change: By July I, 2011 the Department will 

collect early claims experience in order to validate or change the estimated rate 

increments which have been included by carriers to account for changes in benefits and 

coverages required by federal law. Resources needed: allocate time of existing staff, and 

6 Catamount Health is a premium subsidy program for the uninsured with household income between 150­
300% FPL, with a policy issued by a private carrier. It is funded by state and federal funds in accordance 
with a Section 115 Medicaid waiver. 
7 VHAP is a Medicaid-administered Section 115 waiver program for Vermont residents with household 
income under 150% FPL. 
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hire and/or contract for additional professional and clerical services, as further described 

in Section 2 (D). Estimated cost: $98,213 . .. 
2. 	 Goal: Migration analysis. Measurable objectives, timeline and milestone for change: By 

July 1,2011, the Department will collect infonnation on the relationship between the 

Catamount Health program and the VHAP, in order to validate or change the estimated 

claims costs assumed by carriers for Catamount Health insureds. Resources needed: 

allocate time of existing staff, and hire and/or contract for additional professional and 

clerical services, as further described in Section 2 (D). Estimated cost: $98,2] 4. 

3. 	 Goal: Targeted data verification examinations. Measurable objectives, timeline and 

milestone for change: By July I, 20 I], the Department will begin to conduct targeted 

examinations to validate or change the assumptions used by carriers in their rate filings. 

Resources needed: allocate time of existing staff, and hire and/or contract for additional 

professional and clerical services, as further described in Section 2 (D). Estimated cost: 

$70,152. 

D. 	 Enhance rate review process - staffing. 

The Department proposes to increase its professional staffing and/or contracted resources 

allocated to the health insurance rate review process. 

The enhancements in the scope and depth of rate review and analysis contemplated by the 

Department and described in this Application will require professional resources in addition to 

current staffing and contracting resources. 

Proposed enhancements: 

Goal: Increase professional resources for rate review. Measurable objectives, timeline and 

milestone for change: Throughout the course of the Cycle 1 time period, beginning in September, 

2010, the Department proposes to increase its professional resources for health insurance rate 

review functions, as set forth below, and as described further in Section 2 (A), (B), (C), (E) and 



Rate Review Grant - Vermont Application - Project Narrative Page 10 
July 7, 2010 

(F). The options for increasing professional resources will be either by hiring Department 

employees, or by contracting for professional services, or both. Staff may be hired to either 

temporary or permanent positions. The options chosen will be based in part on whether the 

Department will be authorized to hire for new positions and what type of positions will be 

II> • authorized, and in part on the Department's judgment as to the availability of funds to support 

these additional resources in future years. It is anticipated that acquisition of additional actuarial 

resources will be accomplished by contract. 

1. Two (2) professional actuaries. Estimated cost: $225,800. 

2. Two (2) rate analysts with actuarial experience. Estimated cost: $180,000. 

3. One (1) data entry clerks. Estimated cost: $50,000. 

4. One (l) claims analyst. Estimated cost: $90,000. 

5. One (1) grant administrator. Estimated cost: $68,500. 

E. Enhanced rate review process - IT capacity. 

(a) Rate filings. 

The Department proposes to enhance its rating filing IT infrastructure (1) to report on current 

c rate filing components in Vermont in accordance with the information required to be reported to .. 
the Secretary ofHHS (see Section 3 below), and (2) to integrate the reporting of current data with 

the collection and reporting on historical rate filing components. Both current and historical data 

is critical for the Department's understanding and analysis of trends in health insurance markets 

and health insurance rates, as well as for the Department's ability to communicate with essential 

constituencies, including but not limited to the HHS Secretary, the Vermont Legislative and 

Executive Branches, business and individual ratepayers, carriers, hospitals, physicians, and other 

health care providers. 

(b) Rate review supported by claims data. 
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The Department proposes to customize use ofclaims data to provide a powerful tool for rate 

review, in order to improve information symmetry between the regulator and regulated entities, 

and to enhance the Department's flexibility and effectiveness in analyzing insurance markets, and 

in reviewing carrier rate requests. 

The State of Vermont has established VHCURES; an all payer claims database intended "to 

continuously review health care utilization, expenditures, and performance" in Vermont. 18 

V.S.A. § 9410. Vermont is one ofa very few states in the country to have established such an all 

payer claims database. 

" 
VHCURES can make available to the rate review process actual eligibility, product, provider 

and claims data, which will allow the Department to critically analyze assumptions used by 

insurers to set proposed rates, including demographics and health status ("My members are older 

and/or sicker"); reimbursement ("My members use more expensive facilities and providers"); and 

cost drivers ("My members use more services and/or more expensive services"). The Department 

proposes to utilize the VHCURES IT program in a manner specifically customized to support the 

rate review process. 

Strengthening of the Department's rate view process through enhanced IT capacity and 

resources will be accomplished by means offour VHCURES IT initiatives, as follows: 

First: the Department proposes to customize VHCURES reporting to support rate review. In 

reviewing trends in health insurance utilization and expenditures, actuaries use regional and 

.. national averages and benchmarks for specified categories of expenditures such as hospital 

inpatient, hospital outpatient, physician office visits including primary and specialty care 

consultation, prescription drugs, durable medical equipment, etc. VHCURES reporting currently 

categorizes utilization and expenditures in close alignment with the National Health Expenditures 

categories published by the Centers for Medicare and Medicaid Services (CMS) as applicable to 

commercial health insurance. This first IT initiative will enable the rate review process to 
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compare the VHCURES categorization to the categorization used traditionally by actuaries, 

resulting in greater accuracy in assessing carrier utilization and expenditures, and in identifying 

cost drivers. 

Second, the Department proposes to consolidate carrier "carve-out" data to penn it better 

analysis of filed rate infonnation. Most major insurers with carve-outs submit a consolidated file 

for medical members, including a single eligibility file for medical, mental health, and pharmacy 

claims. Benefits covered by one major carrier are also carved-out, but three separate companies 

submit eligibility and claims records to VHCURES. This VHCURES IT enhancement will 

consolidate expenditure and utilization reports, thereby strengthening the rate review process for 

the plans issued by this carrier. 

Third, the Department proposes to increase the depth of rate analysis by providing claims .. 
reporting by product type. VHCURES currently reports expenditures and utilization at the major 

insurer level, accounting for over 90 percent of the privately insured market including the insured 

market and self-insured employer market for comprehensive health benefits. The data is also 

reported at the hospital service area level to support population-based comparison of rates. 

Within the VHCURES data set for every insurer, every member eligibility record and claim is 

coded with Insurance Product Type that for comprehensive major medical benefits includes 

HMO, PPO, POS, EPO, and indemnity. After the appropriate categories are developed for 

reporting expenditures and utilization as discussed above, reports by insurance product type 

would be generated by major insurer to aid in rate review of products by insurance type. 

Fourth, the Department proposes to identifY claims by provider, thereby creating the capacity 

" to identify and analyze cost drivers, and to compare carrier effectiveness in addressing those cost 
... 

drivers. Health services and actuarial research and literature have identified cost drivers in health 

care with robust trends in increased utilization and contribution to rising cost with potentiaJly 

marginal health benefits. Insurers, payers, purchasers, and providers are interested in 
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understanding trends in utilization of cost drivers such as advanced imaging, potentially 

avoidable hospital admissions, readmissions, and emergency department use, and use of 

• prescription drugs. The capability to drill down on cost drivers and identifY facilities and ... 
providers associated with significant expenditures and utilization would bring a valuable 

perspective and refinement to the rate review process. To develop this capability requires 

development and maintenance of an accurate Master Provider Index ("MPI") of both facility 

claims and professional claims. 

Proposed enhancements: 

I. 	 Goal: Enhanced rate data collection and reporting. Measurable objectives, timeline and 

milestone for change: Within three months (initial enhancement), and within eight 

months (additional enhancement) following the receipt of HHS reporting requirements, 

the Department will collaborate with other states through the NAIC and its SERFF 

program in order to improve the IT, analysis and reporting capacity of the Department 

with respect to rate review. Vermont already requires carriers to file their proposed rates 

with SERFF.8 Estimated cost: $18,808.9 

2. 	 GoaL Integration of historical and current rate data. Measurable objectives, timeline and 

milestone for change: By September 30, 20 II the Department will collect and integrate 

historical rate information with the current information reported through SERFF, in order 

to better understand rate and market trends over time, and to better communicate with 

consumers and other stakeholders. Resources needed: allocate time of existing staff, and 

hire and/or contract for additional professional and clerical services. Estimated cost: 

$20,000. 

3. 	 Goal: Customize VHCURES reporting to support rate review. Measurable objectives, 

time line and milestone for change: By September 30, 20 II, the Department will establish 

c 8 The SERFF proposal is submitted as Appendix 5. 
$I 9 The cost to the Department to duplicate the IT functions and reporting capability of SERFF have not been 

estimated, but are anticipated to be many multiples of the estimated cost utilizing the SERFF program. 
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a collaborative relationship between VHCURES staff and the Department's actuarial 

consultant and rate analysts to identifY alternative claims data categorizations, and 

thereby support enhanced evaluation of carrier filing data, trends and cost drivers. 

Resources needed: contract for VHCURES enhancements. Estimated cost: $99,372. 

4. 	 Goal: Consolidate carrier "carve-out" data. Measurable objectives, timeline and 

milestone for change: By September 30,2011 the Department will contract for changes to 

.. 
the VHCURES system in order to support the consolidation of carrier "carve-out" data. 

Resources needed: contract for VHCURES enhancements. Estimated cost: $10,000. 

5. 	 Goal: Claims reporting by product type. By September 30, 2011 the Department will 

contract for a VHCURES IT enhancement to permit a review of rate filings in 

collaboration with the Rate and Form Unit's consultants by product type. Resources 

needed: allocation of current staff time, hiring or contracting for a claims analyst, and 

increased VHCURES contractual resources. Estimated cost: $145,845. 

6. 	 Goal. Claims reporting by provider. Measurable objectives, timeline and milestone for 

change: By September 30,2011, the Department will contract for a VHCURES IT 

enhancement to permit a linkage between claims and providers, thereby enhancing the 

rate review process by identifying cost drivers in the health care system. Resources 

.. needed: develop and maintain an accurate Master Provider Index ("MP!") for both 

facility claims and professional claims. Estimated cost: $85,000. 

F. 	Enhancing consumer protection standards. 

Under Vermont law, the rate review process is a public, open process. Carrier rate filings are 

public records subject to disclosure to consumers (other than proprietary, trade secret 

information), and Vermont law requires 45 days advance notice to ratepayers before the proposed 

effective date ofa rate. The Department proposes additional measures to enhance its existing 

consumer protection standards . 

.. 
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Proposed enhancements: 

I. 	 Goal. Layperson summaries of rate filings. Measurable objectives, time line and 

milestone for change: By July 1, 20 II the Department will establish requirements for 

carriers to file layperson-friendly summaries of rate filings. Beginning for calendar year 

2012 rate requests, the Department will post these summaries on the Department's 

website. Resources needed: allocation ofexisting staff time. Estimated cost: $9,440. 

2. 	 Goal. Ratepayer comment opportunity. Measurable objectives, timeline and milestone 

for change: By July 1,201] the Department will design its website to offer a ratepayer 

comment and/or forum opportunity for carrier rate increase requests. Beginning for 

calendar year 2012 rate requests, the Department proposes to incorporate these website 

functionalities on the health insurance rate portion of its website. Resources needed: 

allocation of existing staff time. Estimated cost: $] 2,514. 

Section 3. Reporting to the Secretary on rate increase patterns 

The Department attests that it will comply with the requirements of the PPACA with respect 

to required reporting to the Secretary ofHHS. As described in Section 3(E), above, the 

Department intends to collaborate with other states through the NAIC and its SERFF program in 

order to improve the IT, analysis and reporting capacity of the Department with respect to rate 

review. 

Section 4. Optional data center funding 

The Department does not intend to request optional data center funding for compiling and 

publishing fee schedule information, as described in the grant Announcement. 
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The Budget plan depends upon 5 new full time staff and a variety of contracted 

III services to complete the work. The staff are considered to be limited term staff that will 

be funded by the grant through its completion. Travel, equipment, supplies, and some 

rental funds have been estimated in order to support the staff. The budget costs reflect 

the costs for one year. 

Contractual costs have been budgeted to provide technical support in the three key 

areas of claims analysis, actuarial analysis, and selected research activities that are highly 

technical and require unique skills. Besides the actuarial services, the most notable 

amount of funds will be dedicated to enhancing analysis of the VCHURES data base and 

determining how it can best be used to support new health care reform activities in 

Vermont. This database is quite complex and the Department needs to improve its ability 

c to understand, manage, and analyze the information to support rate review activities. 
III 

The Department currently has existing contracts for actuarial services and claims 

analysis and those contracts will continue to support the standard reporting and review 

done by the Department. Further, existing staff will work directly with various 

contractors to enhance their skills and assist with the unique circumstances the 

contractors may encounter. 

There are five main cost centers and the budget reflects the allocation ofcosts for 

each: 

I) Expanding the scope of current rate review activities ($166,221); 

II) Improving rate filing requirements ($166,221), 

III) Enhancing and verifying filed rate data ($266,579), 

... c V) Enhancing the IT capacity ofthe rate review process ($379,025), and 

VI) Enhancing consumer protection ($21,954). 

(Note: Cost center IV is the staff used to support the other cost centers) 
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Project number ~ I II III V .. VI 

Total Budget 25% 25% 35% 10% 5% 

Personnel $ 149,650 $ 299,300 $ 74,825 $ 74,825 $ 104,755 $ 29,930 $ 14,965 

Fringe benefits $ 46,392 $ 92,783 $ 23,196 $ 23,196 $ 32,474 S 9,278 $ 4,639 

Travel $ 1,000 $ 2,000 $ 500 $ 500 $ 700 $ 200 $ 100 

Equipment $ 8,750 $ 17,500 $ 4,375 $ 4,375 $ 6,125 $ 1,750 $ 875 

Supplies $ 3,750 $ 7,500 $ 1,875 $ 1,875 $ 2,625 $ 750 $ 375 

Space/rental $ 10,000 $ 20,000 $ 5,000 $ 5,000 $ 7,000 $ 2,000 $ 1,000 

Contracts/sub-contractors $ -
Actuarial services $ 112,900 $ 225,800 $ 56,450 $ 56,450 $ 112,900 

Update SERF $ - $ 18,808 $ 18,808 

Enhance IT $ - $ 316,309 $ 316,309 

Construction $ $ -
Other $ - $ -
Total direct $ 332,442 $ 1,000,000 $ 166,221 $ 166,221 $ 266,579 $ 379,025 $ 21,954 

Indirect staff time" 

Grand Totals $ 1,000,000 $ 166,221 $ 166,221 $ 266,579 $ 379,025 $ 21,954 

"Department staff will support activities above but no funds have been requested in the grant. 

[PerSonnel detail 

2 Rate analysts $ 145,000 Travel, equip, & supplies based on number of people employed. 
1 Data entry & support staff $ 40,000 Fringe budgeted at 31% of salary. 
1 Claims analyst $ 62,300 

1 Grant Adminstrator $ 52,000 
$ 299,300 

grantbudget 7/6/20108:13 AM Sheet 1 



Appendix I 

Vermont's Rate Review Statutory and Regulatory Authority 

I. 	 8 V.S.A. § 4062. Filing and approval of policy forms and premiums 
II. 	 8 V.S.A. § 4080a. Small group health benefit plans 
III. 	 8 V.S.A. § 4080b. Nongroup health benefit plans 
IV. 	 8 V.S.A. § 4513(b). Permit to engage in business; foreign corporations 
V. 	 8 V.S.A. § 4584(a). Application for permit 
VI. 	 REGULATION 91-4b MINIMUM REQUIREMENTS FOR COMPLIANCE 

WITH 8 V.S.A. SECTION 4080a 
VII. 	 REGULATION 93-5 (Amended Rule) MINIMUM REQUIREMENTS FOR 

COMPLIANCE WITH TITLE 8 V.S.A., SECTION 4080b 
VIII. 	 REGULATION H-99-4 COMMUNITY RATING AND APPROVAL OF 

COMMUNITY RATING FORMULAS 
e 

'I/. 



c 

8 V.S.A. § 4062. Filing and approval of policy forms and premiums 

§ 4062. Filing and approval of policy forms and premiums 

No policy of health insurance or certificate under a policy not exempted 
by subdivision 3368(a)(4) of this title shall be delivered or issued for 
delivery in this state nor shall any endorsement, rider, or application which 
becomes a part of any such policy be used, until a copy of the form, 
premium rates and rules for the classification of risks pertaining thereto 
have been filed with the commissioner of banking, insurance, securities, 
and health care administration; nor shall any such form, premium rate or 
rule be so used until the expiration of 30 days after having been filed, 
unless the commissioner shall sooner give his or her written approval 
thereto. The commissioner shall notify in writing the insurer which has 
filed any such form, premium rate or rule if it contains any provision 
which is unjust, unfair, inequitable, misleading, or contrary to the law of 
this state. In such notice, the commissioner shaH state that a hearing will 
be granted within 20 days upon written request of the insurer. In all other 
cases, the commissioner shall give his or her approval. After the expiration 
of such 30 days from the filing of any such form, premium rate or rule, or 
at any time after having given written approval, the commissioner may, 
after a hearing of which at least 20 days written notice has been given to 
the insurer using such form, premium rate or rule, withdraw approval on 
any of the grounds stated in this section. Such disapproval shall be 
effected by written order of the commissioner which shall state the ground 
for disapproval and the date, not less than 30 days after such hearing when 
the withdrawal of approval shall become effective. (Amended 1983, No. 
238 (Adj. Sess.), § 4; 1989, No. 106, § 3; 1989, No. 106, § 3; 1989, No. 
225 (Adj. Sess.), § 25(b); 1995, No. 180 (Adj. Sess.), § 38(a).) 
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8 V.S.A. § 4080a. Small group health benefit plans 

§ 4080a. Small group health benefit plans 

(a) Definitions. As used in this section: 
" lit 

(I) "Small employer" means an employer who, on at least 50 percent of its 
working days during the preceding calendar quarter, employs at least one 
and no more than 50 employees. The term includes self-employed persons. 
Calculation of the number of employees of a small employer shall not 
include a part-time employee who works less than 30 hours per week. The 
provisions of this section shall continue to apply until the plan anniversary 
date following the date the employer no longer meets the requirements of 
this subdivision. 

(2) "Small group" means: 

(A) a small employer; or 

(B) an association, trust or other group issued a health insurance policy 
subject to regulation by the commissioner under subdivisions 4079(2), (3), 
or (4) of this title. 

(3) "Small group plan" means a group health insurance policy, a nonprofit 
hospital or medical service corporation service contract or a health 

" maintenance organization health benefit plan offered or issued to a small 
ill!> 

group, including but not limited to common health care plans approved by 
the commissioner under subsection (e) of this section. The term does not 
include disability insurance policies, accident indemnity or expense 
policies, long-term care insurance policies, student or athletic expense or 
indemnity policies, dental policies, policies that supplement the Civilian 
Health and Medical Program ofthe Uniformed Services, or Medicare 
supplemental policies. 

(4) "Registered small group carrier" means any person, except an 
insurance agent, broker, appraiser or adjuster, who issues a small group 
plan and who has a registration in effect with the commissioner as 
required by this section. 

(b) No person may provide a small group plan unless the plan complies 
with the provisions of this section. 

(c) No person may provide a small group plan unless such person is a 
registered small group carrier. The commissioner, by rule, shall establish 
the minimum financial, marketing, service and other requirements for 
registration. Such registration shall be effective upon approval by the " ... 



commissioner and shall remain in effect until revoked or suspended by the 
commissioner for cause or until withdrawn by the carrier. A small group 
carrier may withdraw its registration upon at least six months prior written 
notice to the commissioner. A registration filed with the commissioner 
shall be deemed to be approved unless it is disapproved by the 
commissioner within 30 days of filing. 

(d)( I) A registered small group carrier shall guarantee acceptance of all 
small groups for any small group plan offered by the carrier. A registered 
small group carrier shall also guarantee acceptance of all employees or 
members of a small group, and each dependent of such employees or 
members, for any small group plan it offers. 

(2) Notwithstanding subdivision (1) of this subsection, a health 
maintenance organization shall not be required to cover: 

(A) a small employer which is not physically located in the health 
maintenance organization's approved service area; or 

(8) a small employer or an employee or member of the small group 
located or residing within the health maintenance organization's approved 
service area for which the health maintenance organization: 

(i) is not providing coverage; and 

(ii) reasonably anticipates, and demonstrates to the satisfaction of the 
commissioner, that it will not have the capacity within its network of 
providers to deliver adequate service because of its existing group contract 
obligations, including contract obligations subject to the provisions of this 
section and any other group contract obligations. 

(e) A registered small group carrier shall offer one or more common health 
care plans approved by the commissioner. The commissioner, by rule, 
shall adopt standards and a process for approval of common health care 
plans that ensure that consumers may compare the cost of plans offered by 
carriers and that ensure the development of an affordable common health 
care plan, providing for deductibles, coinsurance arrangements, managed 
care, cost containment provisions, and any other term, not inconsistent 
with the provisions ofthis title, deemed useful in making the plan 
affordable. A health maintenance organization may add limitations to a 
common health care plan if the commissioner finds that the limitations do 
not unreasonably restrict the insured from access to the benefits covered 
by the plans. 
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(t) A registered small group carrier shall offer a small group plan rate 
structure which at least differentiates between single person, two person 
and family rates. 

(g) For a 12-month period from the effective date of coverage, a registered 
small group carrier may limit coverage of preexisting conditions which 
exist during the six-month period before the effective date of coverage; 
provided that a registered small group carrier shall waive any preexisting 
condition provisions for all new employees or members of a small group, 
and their dependents, who produce evidence ofcontinuous health benefit 
coverage during the previous nine months substantially equivalent to the 
common health care plan of the carrier approved by the commissioner. 
Credit shall be given for prior coverage that occurred without a break in 
coverage of90 days or more. 

(h)(l) A registered small group carrier shall use a community rating 
method acceptable to the commissioner for determining premiums for 

G 	

small group plans. Except as provided in subdivision (2) of this 
subsection, the following risk classification factors are prohibited from use 
in rating small groups, employees, or members of such groups, and 
dependents of such employees or members: 

(A) demographic rating, including age and gender rating; 

(B) geographic area rating; 

(C) industry rating; 

(D) medical underwriting and screening; 

(E) experience rating; 

(F) tier rating; or 

(G) durational rating. 

(2)(A) The commissioner shall, by rule, adopt standards and a process for 
permitting registered small group carriers to use one or more risk 
classifications in their community rating method, provided that the 
premium charged shall not deviate above or below the community rate 
filed by the carrier by more than 20 percent, and provided further that the 
commissioner's rules may not permit any medical underwriting and 
screening. 

(B) The commissioner's rules shall permit a carrier, including a hospital or 
medical service corporation and a health maintenance organization, to 



establish rewards, premium discounts, split benefit designs, rebates, or 
otherwise waive or modify applicable co-payments, deductibles, or other " 

'" cost-sharing amounts in return for adherence by a member or subscriber to 
programs of health promotion and disease prevention. The commissioner 
shall consult with the commissioner of health, the director of the Blueprint 
for Health, and the director of the office of Vermont health access in the 
development of health promotion and disease prevention rules that are 
consistent with the Blueprint for Health. Such rules shall: 

(i) limit any reward, discount, rebate, or waiver or modification of cost-
sharing amounts to not more than a total of 15 percent of the cost of the 
premium for the applicable coverage tier, provided that the sum of any 
rate deviations under subdivision (A) ofthis subdivision (2) does not 
exceed 30 percent; 

(ii) be designed to promote good health or prevent disease for individuals 
in the program and not be used as a subterfuge for imposing higher costs 
on an individual based on a health factor; 

(iii) provide that the reward under the program is available to all similarly 
situated individuals and shall comply with the nondiscrimination 

t 	
provisions of the federal Health Insurance Portability and Accountability 
Act of 1996; and '" 

(iv) provide a reasonable alternative standard to obtain the reward to any 
individual for whom it is unreasonably difficult due to a medical condition 
or other reasonable mitigating circumstance to satisfy the otherwise 
applicable standard for the discount and disclose in all plan materials that 
describe the discount program the availability of a reasonable alternative 
standard. 

(C) The commissioner's rules shall include: 

(i) standards and procedures for health promotion and disease prevention 
programs based on the best scientific, evidence-based medical practices as 
recommended by the commissioner of health; 

(ii) standards and procedures for evaluating an individual's adherence to 
programs of health promotion and disease prevention; and 

(iii) any other standards and procedures necessary or desirable to carry out 
the purposes of this subdivision (2). 

OIl 

(3) The commissioner may exempt from the requirements of this section 
an association as defined in subdivision 4079(2) of this title which: 

c 
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(A) offers a small group plan to a member small employer which is 
community rated in accordance with the provisions of subdivisions (1) and 
(2) of this subsection. The plan may include risk classifications in 
accordance with subdivision (2) of this subsection; 

(8) offers a small group plan that guarantees acceptance of all persons 
within the association and their dependents; and 

(C) offers one or more of the common health care plans approved by the 
commissioner under subsection (e) of this section. 

(4) The commissioner may revoke or deny the exemption set forth in 
subdivision (3) of this subsection if the commissioner determines that: 

(A) because of the nature, size, or other characteristics of the association 
and its members, the employees, or members are in need of the protections 
provided by this section; or 

(8) the association exemption has or would have a substantial adverse 
effect on the small group market. 

(i) A registered small group carrier shall file with the commissioner an 
annual certification by a member of the American Academy ofActuaries 
of the carrier's compliance with this section. The requirements for 
certification shall be as the commissioner by rule prescribes. 

G) A registered small group carrier shall provide, on forms prescribed by 
the commissioner, full disclosure to a small group of all premium rates 
and any risk classification formulas or factors prior to acceptance of a 
small group plan by the group. 

(k) A registered small group carrier shall guarantee the rates on a small 
group plan for a minimum of six months. 

( I )(1) A registered small group carrier may require that 75 percent or less 
of the employees or members of a small group with more than 10 
employees participate in the carrier's plan. A registered small group carrier 
may require that 50 percent or less of the employees or members of a 
small group with 10 or fewer employees or members participate in the 
carrier's plan. A small group carrier's rules established pursuant to this 
subsection shall be applied to all small groups participating in the carrier's 
plans in a consistent and nondiscriminatory manner. 

(2) For purposes of the requirements set forth in subdivision (1) ofthis 
subsection ( I ), a registered small group carrier shall not include in its 
calculation an employee or member who is already covered by another 



group health benefit plan as a spouse or dependent or who is enrolled in 
Catamount Health, Medicaid, the Vermont health access plan, or 
Medicare. Employees or members of a small group who are enrolled in the 
employer's plan and receiving premium assistance under chapter 19 of 
Title 33 shall be considered to be participating in the plan for purposes of 
this section. If the small group is an association, trust, or other 
substantially similar group, the participation requirements shall be 
calculated on an employer-by-employer basis. 

(3) A small group carrier may not require recertification of compliance 
with the participation requirements set forth in this section more often than 
annually at the time of renewal. If, during the recertification process, a 
small group is found not to be in compliance with the participation 
requirements, the small group shall have 120 days to become compliant 

... prior to termination of the plan. 

(m) This section shall apply to the provisions of small group plans. This 
section shall not be construed to prevent any person from issuing or 
obtaining a bona fide individual health insurance policy; provided that no 
person may offer a health benefit plan or insurance policy to individual 
employees or members of a small group as a means of circumventing the 
requirements of this section. The commissioner shall adopt, by rule, 
standards and a process to carry out the provisions of this subsection. 

(n) The guaranteed acceptance provision of subsection (d) of this section 
shall not be construed to limit an employer's discretion in contracting with 
his or her employees for insurance coverage. 

(0) Registered small group carriers, except nonprofit medical and hospital 
service organizations and nonprofit health maintenance organizations, 
shall form a reinsurance pool for the purpose of reinsuring small group 
risks. This pool shall not become operative until the commissioner has 
approved a plan of operation. The commissioner shall not approve any 
plan which he or she determines may be inconsistent with any other 
provision of this section. Failure or delay in the formation of a reinsurance 
pool under this subsection shall not delay implementation of this section. 
The participants in the plan of operation of the pool shall guarantee, 
without limitation, the solvency of the pool, and such guarantee shall 
constitute a permanent financial obligation of each participant, on a pro 
rata basis. (Added 1991, No. 52, § 1; amended 1993, No. 71, § 2; 1997, 
No. 24, §§ 2, 3; 2005, No. 191 (Adj. Sess.), § 50; 2007, No. 203 (Adj. 
Sess.), §§ 3, 12.) 
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8 V.S.A. § 4080b. Nongroup health benefit plans 

§ 4080b. Nongroup health benefit plans 

(a) As used in this section: 

(1) "Individual" means a person who is not eligible for coverage by group 
health insurance as defined by section 4079 of this title. 

(2) "Nongroup plan" means a health insurance policy, a nonprofit hospital 
or medical service corporation service contract or a health maintenance 
organization health benefit plan offered or issued to an individual, 
including but not limited to common health care plans approved by the 
commissioner under subsection (e) of this section. The teon does not 
include disability insurance policies, accident indemnity or expense 
policies, long-teon care insurance policies, student or athletic expense or 
indemnity policies, Medicare supplemental policies, and dental policies. 
The teon also does not include hospital indemnity policies or specified 
disease indemnity or expense policies, provided such policies are sold 
only as supplemental coverage when a common health care plan or other 
comprehensive health care policy is in effect. By July 1, 1993, the 
commissioner shall review and approve or disapprove, according to the 
provisions of section 4062 of this title, any supplemental health insurance 
policy foon offered or issued to an individual within the state of Veonont. 

(3) "Registered nongroup carrier" means any person, except an insurance 
agent, broker, appraiser or adjuster, who issues a nongroup plan and who 
has a registration in effect with the commissioner as required by this 
section. 

(b) No person may provide a nongroup plan unless the plan complies with 
the provisions of this section. 

(c) No person may provide a nongroup plan unless such person is a 
registered nongroup carrier. The commissioner, by rule, shall establish the 
minimum financial, marketing, service and other requirements for 
registration. Registration under this section shall be effective upon 
approval by the commissioner and shall remain in effect until revoked or 
suspended by the commissioner for cause or until withdrawn by the 
carrier. A nongroup carrier may withdraw its registration upon at least six 
months' prior written notice to the commissioner. A registration filed with 
the commissioner shall be deemed to be approved unless it is disapproved 
by the commissioner within 30 days of filing. 

(d)(1) A registered nongroup carrier shall guarantee acceptance of any 
individual for any nongroup plan offered by the carrier. A registered 



non group carrier shall also guarantee acceptance of each dependent of 
such individual for any nongroup plan it offers. 

(2) Notwithstanding subdivision (l) of this subsection, a health 
maintenance organization shall not be required to cover: 

(A) an individual who is not physically located in the health maintenance 
organization's approved service area; or 

(B) an individual residing within the health maintenance organization's 
approved service area for which the health maintenance organization: 

(i) is not providing coverage; and 

(ii) reasonably anticipates, and demonstrates to the satisfaction of the 
commissioner, that it will not have the capacity within its network of 
providers to deliver adequate service because of its existing contract 
obligations, including contract obligations subject to the provisions ofthis 
section and any other group contract obligations. 

(e) A registered nongroup carrier shall offer two or more common health 
care plans approved by the commissioner. The commissioner, by rule, 
shall adopt standards and a process for approval of common health care 
plans that ensure that consumers may compare the cost of plans offered by 
carriers. At least one plan shall be a low-cost common health care plan 
that may provide for deductibles, coinsurance arrangements, managed 
care, cost-containment provisions, and any other term, not inconsistent 
with the provisions of this title, deemed useful in making the plan 
affordable. A health maintenance organization may add limitations to a 
common health care plan if the commissioner finds that the limitations do 
not unreasonably restrict the insured from access to the benefits covered 
by the plans. 

(0 A registered nongroup carrier shall offer a nongroup plan rate structure 
which at least differentiates between single-person, two-person and family 
rates. 

(g) For a 12-month period from the effective date of coverage, a registered 
non group carrier may limit coverage ofpreexisting conditions which exist 
during the 12-month period before the effective date of coverage; provided 
that a registered nongroup carrier shall waive any preexisting condition 
provisions for all individuals, and their dependents, who produce evidence 
of continuous health benefit coverage during the previous nine months 
substantially equivalent to the common health care plan of the carrier 
approved by the commissioner. If an individual has a preexisting condition 
excluded under a subsequent policy, such exclusion shall not continue 

... 
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longer than the period required under the original contract, or 12 months, 
whichever is less. Credit shall be given for prior coverage that occurred 
without a break in coverage of 63 days or more. For an eligible individual, 
as such term is defined in Section 2741 of Title XXVII of the Public 
Health Service Act, a registered nongroup carrier shall not limit coverage 
of preexisting conditions. 

(h)(l) A registered nongroup carrier shall use a community rating method 
acceptable to the commissioner for determining premiums for non group 
plans. Except as provided in subdivision (2) of this subsection, the 
following risk classification factors are prohibited from use in rating 
individuals and their dependents: 

'" 
(A) demographic rating, including age and gender rating; 

(8) geographic area rating; 

(C) industry rating; 

(D) medical underwriting and screening; 

(E) experience rating; 

(F) tier rating; or 

(0) durational rating. 

(2)(A) The commissioner shall, by rule, adopt standards and a process for 
permitting registered nongroup carriers to use one or more risk 
classifications in their community rating method, provided that the 
premium charged shall not deviate above or below the community rate 
filed by the carrier by more than 20 percent, and provided further that the 
commissioner's rules may not permit any medical underwriting and 
screening and shall give due consideration to the need for affordability and 
accessibility of health insurance. 

(8) The commissioner's rules shall permit a carrier, including a hospital or 
medical service corporation and a health maintenance organization, to 
establish rewards, premium discounts, rebates, or otherwise waive or 
modify applicable co-payments, deductibles, or other cost-sharing 
amounts in return for adherence by a member or subscriber to programs of 
health promotion and disease prevention. The commissioner shall consult 
with the commissioner of health and the director of the office of Vermont 
health access in the development of health promotion and disease 
prevention rules. Such rules shall: 



(i) limit any reward, discount, rebate, or waiver or modification of cost­
sharing amounts to not more than a total of 15 percent of the cost of the 
premium for the applicable coverage tier, provided that the sum of any 
rate deviations under subdivision 4080a(2)(A) of this title does not exceed 
30 percent; 

(ii) be designed to promote good health or prevent disease for individuals 
in the program and not be used as a subterfuge for imposing higher costs 
on an individual based on a health factor; 

(iii) provide that the reward under the program is available to all similarly 
situated individuals; and 

(iv) provide a reasonable alternative standard to obtain the reward to any 
individual for whom it is unreasonably difficult due to a medical condition 
or other reasonable mitigating circumstance to satisfy the otherwise 

c applicable standard for the discount and disclose in all plan materials that 
... describe the discount program the availability of a reasonable alternative 

standard. 

(C) The commissioner's rules shall include: 

(i) standards and procedures for health promotion and disease prevention 
programs based on the best scientific, evidence-based medical practices as 
recommended by the commissioner of health; 

(ii) standards and procedures for evaluating an individual's adherence to 
programs of health promotion and disease prevention; and 

(iii) any other standards and procedures necessary or desirable to carry out 
the purposes of this subdivision (2). 

(i) Notwithstanding subdivision (h)(2) of this section, the commissioner 
shall not grant rate increases, including increases for medical inflation, for 
individuals covered pursuant to the provisions of this section that exceed 
20 percent in anyone year; provided that the commissioner may grant an 
increase that exceeds 20 percent if the commissioner determines that the 

c 
20 percent limitation will have a substantial adverse effect on the financial 
safety and soundness of the insurer. In the event that this limitation 
prevents implementation of community rating to the full extent provided 
for in subsection (h) of this section, the commissioner may permit insurers 
to correspondingly limit community rating provisions from applying to 
individuals who would otherwise be entitled to rate reductions. 

(j) A registered nongroup carrier shall file with the commissioner an 
annual certification by a member of the American Academy of Actuaries 



of the carrier's compliance with this section. The requirements for 
certification shall be as the commissioner by rule prescribes. 

" 
(k) A registered nongroup carrier shall guarantee the rates on a nongroup 
plan for a minimum of 12 months. 

(I) Registered nongroup carriers, except nonprofit medical and hospital 
service organizations and nonprofit health maintenance organizations, 
shall form a reinsurance pool for the purpose of reinsuring nongroup risks. 
This pool shall not become operative until the commissioner has approved 
a plan of operation. The commissioner shall not approve any plan which 
he or she determines may be inconsistent with any other provision of this 
section. Failure or delay in the formation of a reinsurance pool under this 
subsection shall not delay implementation of this section. The participants 
in the plan ofoperation of the pool shall guarantee, without limitation, the 
solvency of the pool, and such guarantee shall constitute a permanent 
financial obligation of each participant, on a pro rata basis. 

(m) The commissioner shall disapprove any rates filed by any registered 
nongroup carrier, whether initial or revised, for nongroup insurance 
policies unless the anticipated loss ratios for the entire period for which 
rates are computed are at least 70 percent. For the purpose of this section, 
"anticipated loss ratio" shall mean a comparison of earned premiums to 
losses incurred plus a factor for industry trend where the methodology for 
calculating trend shall be determined by the commissioner by rule. 

(n) The commissioner shall ensure that any rates filed by any registered 
nongroup carrier, whether initial or revised, for nongroup insurance 
policies reflect the reduction in claims costs attributable to the nongroup 
market security trust established in section 4062d of this title. (Added 
1991, No. 160 (Adj. Sess.), § 41, eff. July 1, 1993; amended 1993, No. 71, 
§ 1; 1997, No. 24, § 4; 2005, No. 191 (Adj: Sess.), §§ 28, 51.) 
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8 V.S.A. § 4513. Permit to engage in business; foreign corporations 

§ 4513. Permit to engage in business; foreign corporations 

(a) At least three-fourths of the board of directors of a corporation 
organized under this chapter shall be composed of subscribers and 
members of the public. The remainder may be providers. The subscriber 
members of the board shall comprise at least a majority of the board. A 
corporation organized under this chapter shall provide for the election of 
its board of directors at a publicly announced meeting. For the purposes of 
this section, "provider" means any person who is a provider of hospital or 
medical services, or who is an employee, director, trustee or representative 
of a provider of such services. 

(b) A hospital service corporation shall not enter into a contract with a 
subscriber until it has obtained from the commissioner of banking, 
insurance, securities, and health care administration a permit so to do. A 
permit may be issued by the commissioner upon the receipt of an 
application in form to be prescribed by him. Such application shall include 
a statement of the territory in which such corporation proposes to seek 
subscribers, the service to be rendered by it and the rates to be charged 
therefor. Such application shall also include a statement of the number of 
subscribers for hospital service. Before issuing such permit, the 
commissioner may make such examination or investigation as he deems 
necessary. The commissioner may refuse such permit ifhe finds that the 
rates submitted are excessive, inadequate or unfairly discriminatory. A 
hospital service corporation organized under the laws of another state or 
country shall not be licensed to do business in this state except as provided 
by section 4520 of this title. 

(c) In connection with a rate decision, the commissioner may also make 
reasonable supplemental orders to the corporation and may attach 
reasonable conditions and limitations to such orders as he finds, on the 
basis of competent and substantial evidence, necessary to insure that 
benefits and services are provided at minimum cost under efficient and 
economical management of the corporation. The commissioner shall not 
set the rate of payment or reimbursement made by the corporation to any 
physician, hospital or other health care provider. 

(d) The commissioner shall permit rates for a hospital service corporation 
designed to enable the corporation to accumulate and maintain a reserve 
fund which shall from time to time during the calendar year be increased 
in an amount equal to at least two percent of the annual premium income 
of the corporation until the reserve fund is equal to at least eight percent of 
the annual premium income of the corporation. However, if the liabilities 



of the corporation exceed its assets, the commissioner shall permit the 
corporation to charge rates that enable the corporation to accumulate a 
reserve fund at the rate of at least five percent of annual premium income 
of the corporation until the corporation's assets equal its liabilities. 
Nothing herein shall require the commissioner to permit a corporation to 
accumulate a reserve fund until the law of the state of incorporation of that 
corporation is substantially similar to this subsection with respect to the 
reserve fund. (Amended 1975, No. 69, § 2, eff. April 18, 1975; 1983, No. 
166 (Adj. Sess.); 1989, No. 225 (Ajd. Sess.), § 25(b); 1995, No. 180 (Adj. 
Sess.), § 38(a).) 
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8 V.S.A. § 4584. Application for permit 

§ 4584. Application for permit 

(a) A corporation incorporated under this chapter shall immediately, after 
filing its articles of association, apply to the commissioner of banking, 
insurance, securities, and health care administration for a permit to 
operate. Such application shall be made to the commissioner upon forms 
to be prescribed by him. Such application shall include a statement of the 
territory in which such corporation proposed to operate, the services to be 
furnished and rendered by it, and the rates to be charged therefor. Such 
application shall be accompanied by two copies of any contract for 
medical services which the corporation proposes to make with its 
subscriber. Before issuing such permit, the commissioner may make such 
examination or investigation as he deems necessary. The commissioner 
may refuse such permit if he finds that the rates submitted are excessive, 
inadequate or unfairly discriminatory. 

(b) A corporation organized under the provisions of this chapter shall not 
c enter into a contract with a subscriber to furnish medical services until it - has obtained from such commissioner a permit to do so. 

(c) In connection with a rate decision, the commissioner may also make 
reasonable supplemental orders to the corporation and may attach 
reasonable conditions and limitations to such orders as he finds, on the 
basis of competent and substantial evidence, necessary to insure that 
benefits and services are provided at minimum cost under efficient and 
economical management of the corporation. The commissioner shall not 
set the rate of payment or reimbursement made by the corporation to any 
physician, hospital or other health care provider. 

(d) The commissioner shall permit rates for a medical service corporation 
designed to enable the corporation to accumulate and maintain a reserve 
fund which shall from time to time during the calendar year be increased 
in an amount equal to at least two percent of the annual premium income 
of the corporation until the reserve fund is equal to at least eight percent of 
the annual premium income of the corporation. However, if the liabilities 
of the corporation exceed its assets, the commissioner shall permit the 
corporation to charge rates that enable the corporation to accumulate a 
reserve fund at the rate of at least five percent of annual premium income 
of the corporation until the corporation's assets equal its liabilities. 
Nothing herein shall require the commissioner to permit a corporation to 
accumulate a reserve fund until the law of the state of incorporation of that 
corporation is substantially similar to this subsection with respect to the 
reserve fund. (Amended 1975, No. 69, § 4, eff. April 18, 1975; 1989, No. 
225 (Adj. Sess.), § 25(b); ]995, No. 180 (Adj. Sess.), § 38(a),) 
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Section 1. Purpose 

The purpose of this regulation is to set forth the rules for registration of small group 
carriers, requirements for the sale of individual insurance and the standards and process 
for approval of common health care plans. 

" Section 2. Authority 
.. 	 This regulation is issued pursuant to the authority vested in the Commissioner of the 

Department of Banking, Insurance and Securities ("Commissioner") by Title 8 V.S.A. 
Section 4080a. 
2 
Section 3. Registration 
No person may offer a small group plan unless such person is a registered small group 
carrier as defined by 8 V.S.A. Section 4080a(a)(4). Pursuant to 8 V.S.A. Section 
4080a( c), the following are the minimum requirements for registration as a small group 
carrier: 

1. The carrier must apply to the Commissioner to be a registered small group 
carrier. 
2. The carrier must be licensed or authorized to provide health insurance in 
Vermont. 
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3. The carrier shall have all small group rates, common health care plans and 
forms approved by the Department of Banking, Insurance and Securities 
("Department") prior to their use in Vermont. 
4. The carrier must have licensed or employee sales representatives in Vermont. 
5. The carrier must designate, in writing, the name and address of a representative 
responsible for answering questions and responding to complaints about 
underwriting and claims. 
6. The carrier must provide insureds with a toll free number for claims handling 
and customer service. 
7. All advertising material about small group insurance must clearly identify the 
product advertised as a "Small Group Health Insurance Plan." All advertising 
material must be filed with the Department of Banking, Insurance and Securities 
prior to use. 
8. The carrier must provide access to prior group experience, including gross 
premium (gross premium means written direct premium) earned premium and 
incurred claims, if collected, upon written request from any group policyholder. 
9. The carrier must file annually the following information with the Department 
for the preceding calendar year no later than April 1: 

a. the number of employers covered under each small group plan; 
b. the number of employees and an estimate of the number of lives 
covered under each small group plan; 
c. the gross premium for each small group plan; 
d. the earned premium for each small group plan; 
e. the incurred claims for each small group plan; 
f. the number of employers with rates deviating above and below the 
community rate for each small group plan; 
g. the amount of gross premium above, below and at the community rate 
for each small group plan; and 
h. the same information required in lines a-g must be provided for any 
business underwritten with or through an association or trust, to include 
the name and address of each association or trust. 

10. A carrier who intends to withdraw from the small group market must notify 
the Commissioner in writing at least six (6) months prior to canceling or 
nonrenewing any coverage. This notice must include the following information: 

a. a description ofthe plans offered by the carrier; 
b. the number ofemployers and the total number of lives insured under 
each contract; and 
c. the planned termination date(s). 

1] . A registered carrier who qualifies under the provisions of Section 6( c), 1991, 
Act 52 must certify in writing by April 1 of each year that it continues to qualify 
and that in the preceding calendar year, it has not written more than $100,000.00 
in annual gross premium for small group business covering individuals residing 
in this state. 
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Section 4. Individual Insurance 

This section sets forth the standards and process for the sale of individual insurance as 

required by 8 V.S.A. Section 4080a(m). 


1. No person may sell, offer or provide a health care benefit plan or insurance 
policy to individual employees or members of a small group as a means of 
circumventing the requirements of 8 V.S.A. Section 4080a. 
2. No person may replace, offer or solicit the replacement of an existing group 
contract offered by an employer by selling or offering to sell or provide individual 
policies to employees of that employer. 
3. Any person offering to sell or provide individual insurance must satisfy the 
following requirements: 

a. Obtain a written statement from each individual that the purchase of 
individual health insurance coverage was not initiated, sponsored or 
subsidized by the individual's employer or any affiliate or agent of the 
employer. 
b. Obtain a written statement from each agent or broker selling an 
individual policy that the sale was not made as a means of circumventing 
small group health insurance and that the purchase was not initiated, 
sponsored or subsidized by the individual's employer or any affiliate or 
agent of the employer. 
c. Retain and make available for the Department's inspection all 
documentation required in subsections 3(a) and (b) for at least three (3) 
years. 
d. Provide to the Department no later than April 1 of each year the 

c following information for the preceding calendar year: 
i. the number of individuals covered under all policies; 
ii. the total gross premium for all policies; 
iii. the total earned premium; 
iv. the total incurred claims; 
v. the percentage increase or decrease in new policies issued and 
existing policies renewed; and 
vi. the total number of policies issued. 

Section 5. Common Health Care Plans 

This section sets forth the standards and process for approval of common health care 

plans as required by 8 V.S.A. Section 4080a(e). 


1. Standards and Criteria. 
The following standards and criteria shall be considered by the Commissioner in 
approving common health care plans. The standards and criteria are to be used as 
guidelines. They are not intended to establish minimum benefit levels or outlines 
of policy coverage that must be included in a common health care plan. 

a. Comparable a common health care plan shall permit comparison of 
the costs and relative benefits of all plans available to consumers. 
b. Affordable - a common health care plan shall balance specific benefits 

c and benefit levels with their impact on the plan cost. Cost containment 



features such as deductibles~ co~insurance and managed care should be 
considered. 
c. Style and terms of policy - a common health care plan shall be easy for 
a consumer to read and understand. It shall contain a clear description of 
benefits, exclusions and conditions. A carrier may use its own format and 
style of type, subject to the Department's approval. 
d. Exceptions and reductions - any exceptions or reductions of coverage 
shall be clearly labeled as such in a separate section of the plan. Each 
specific exclusion shall be listed and identified by number. Appropriate 
notice and explanation for each reduction or exclusion shall be provided 
to certificateholders. 
e. Managed benefits - the suitability of requiring managed benefits shall 
be considered for each plan. Managed benefits may include but are not 
limited to pre-admission certification, admission certification of 
emergency admissions, concurrent review and individual case 
management. 
f. Preventative care - each plan shall consider the use of preventative care 
benefits to promote the general health of certificateholders. 
g. Benefit component - each benefit plan shall weigh the needs of 
Vermonters for the broadest benefit package possible, considering the 
constraints imposed by the cost of each benefit on the overall plan. 
h. Feasibility each plan will be considered in light ofthe technical and 
logistical requirements imposed on registered small group carriers. 

2. Required Policy Provisions 
Each common health care plan must satisfy the following minimum policy 
provisions: 

a. Cancellation and Nonrenewal. 
i. A carrier who cancels or nonrenews a group health insurance 
policy or subscriber contract shall: 

(a) notify the group policyholder or other entity involved, 
and each of its employees or members covered under the 
policy or subscriber contract of the date of termination of 
the policy or contract. The notice shall advise the 
employees or members that, unless otherwise provided for 
in the policy or contract, the carrier shall not be liable for 
claims for losses incurred after the termination date and 
shall direct employees or members to refer to their 
certificates or contracts in order to determine their rights. 
The obligation to notity employees or members shall not 
apply to associations, trusts, and groups other than 
employer groups if the addresses of the employees and 
members are not reasonably available to the carrier. A 
carrier is not obligated to provide notice to employees and 
members ifthe termination of the policy or contract is due 
to replacement coverage subject to the provisions of this 
subchapter. 

c 



(b) advise, in any instance in which the plan involves 
employee contributions, that if the policyholder or other 
entity continues to collect contributions for coverage 
beyond the date of termination, the policyholder or other 
entity may be held solely liable for the benefits with respect 
to which the contributions have been collected. 

ii. Except for cases pursuant to subsection (a) of this 
section, whenever the carrier is obligated to give 
any notice to employees and members directly, the 
carrier shall prepare and furnish to the policyholder 
or other entity a supply of notice forms to be 
distributed to covered employees or members. The 
forms shall state the fact of termination and the 
effective date of termination. The forms shall 
contain a statement directly employees or member 
to refer to their certificates or contracts in order to 
determine their rights. The notice forms shall be 
provided at the time the carrier gives its notice of 
termination to the policyholder or other entity. 

b. Pre-existing Conditions. 

For a 12-month period from the effective date ofcoverage, a registered 
small group carrier may limit coverage for pre-existing conditions which 
existed during the ] 2-month period preceding the effective date of 
coverage except that a registered small group carrier shall waive any preexisting 
conditions for all new employees or members of a small group, 
and their dependents, who produce evidence of continuous health benefit 
coverage (whether group or non-group) during the previous nine months 
which is substantially equivalent to the common health care plan of the 
carrier approved by the Commissioner. 

c. Continuation and Conversion. 

Any employee or member whose insurance under a group policy would terminate 
because of the termination ofemployment or the death ofa covered employee 
shall be entitled to continue coverage under the policy as provided in Chapter] 07, 
Subchapter 2 ofTitle 8. In addition, such person shall be entitled to have a 
converted policy as provided in Chapter 107, Subchapter 2 of Title 8. The 
converted policy shall cover any person who was covered by the continued group 
policy. At the option of the insurer, a separate, converted policy may be issued to 
cover any dependent. Premiums charged shall not exceed 102 percent (102%) of 
the group rate. 



d. Termination and Replacement. 

Carriers must comply with Title 8 V.S.A., Chapter 107, Subchapter 3 for the 
termination and replacement of coverage. 

e. Mandated Benefits. 

Except as stated in the model plan, no policy can be issued or delivered 
or advertised unless the following minimum benefits are available: 

i. Mental health care, with the minimums stated in 8 V.S.A., Section 4089 
must be offered as an option. 
ii. Dependent children coverage must be provided where coverage would 
otherwise end for a child at a limiting age. There shall be no limit or 
coverage restriction for a child who is incapable of employment and 
dependent on the employee or member for support and maintenance. See 8 
V.S.A. Section 4090. 

iii. Newborn coverage must be provided without notice or additional 
premiums for 31 days after birth. Coverage shall include well baby 
care, injury, sickness, necessary care and treatment of medically 
diagnosed congenital defects and birth abnormalities as provided at 8 
V.S.A. Section 4092 " 

iv. Home health care coverage with the minimums provided in 8 V.S.A., 
Sections 4095 and 4096 must be offered as an option. 
v. Alcoholism treatment must be provided for the necessary care and 
treatment of alcohol dependency as required by 8 V.S.A. Section 4098. 
vi. Coverage for screening by low-dose mammography must be 
provided according to 8 V.S.A. Section 41 OOa. 

vii. Maternity coverage must be provided and shall be treated as any 
other sickness for all insureds covered by the policy as required 
under Regulation 89-1. 

f. Process for Approval of Common Health Care Plans. 
i. Advisory Committee. 

(a) The Commissioner shall appoint at least seven members to a 
small group health plan advisory committee. The committee shall 
include individuals representing business, the general public, the 
insurance industry, and the medical community. To the greatest 
extent possible, committee members will have technical expertise 
in health care insurance or regulation. 

" 	 (b) The Commissioner shall consult with the small group advisory 
committee in the development of small group benefit plans 
revision of existing plans and review of plan suitability. 



(c) The Committee will review all proposed plans for compliance 
with the standards set forth in Section 1. 

ii. Review of suitability. 
The Commissioner, in consultation with the advisory committee, will 
annually review the suitability of all approved common health care plans. 
This review will consider the number of policies sold during the prior 
year, the cost ofthe plan(s) and the need for any amendments to the 
plan(s). Any plan deemed unsuitable will be withdrawn, as required by the 
Commissioner. 
iii. Process of approval. 

(a) Upon approval of a common health care plan, the 
Commissioner shall: 

(1) notify all registered small group carriers and supply a 
copy of the common health care plan; 

(2) prepare a consumer guide to the benefit plan within six 
months of approval; and 
(3) publish semi-annually the rates charged by 
carriers for each common health care plan. 

(b) A registered small group carrier shall offer all approved 
common health care plans within six months of approval 
of the plan by the Commissioner. 

Effective: November 1, 1992 
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Section 1. Purpose 

The purpose of this regulation is to set forth rules for the 
enrollment of registered non-group carriers, requirements 
for the sale of individual insurance, requirements for the 
filing of rates, and standards and the process for approval 
of common health care plans. 

Section 2. Authority 

This regulation is issued pursuant to the authority vested 
in the Commissioner of Banking, Insurance and Securities 
("Commissioner") by Title S V.S.A., Sections 75, 4071, and 
40S0b(c) . 

Section 3. Applicability and Scope 

This regulation applies to any person who issues a non-group 
plan. A non-group plan includes a health insurance policy, a 
nonprofit hospital or medical service contract or a health 
maintenance organization health benefit plan offered or 
issued to an individual. The term does not include 
disability insurance policies, long-term care insurance 
policies, Medicare supplement insurance policies, civilian 
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health and medical program of the uniformed services 
supplement policies, accident indemnity or expense policies, 
student or athletic expense or indemnity policies or dental 
policies. The term also does not include hospital indemnity 
policies or specified disease policies, provided such 
policies are sold only as supplemental coverage when a 
common health care plan or other comprehensive health care 
policy is in effect. This regulation applies to any contract 
issued to or renewed by a Vermont resident. 

Section 4. Definitions 

A. "Community rating" means a rating process that produces 
average rates for a defined community of insureds in the 
state of Vermont for the given policy period. The averaging 
process includes various geographic rating areas, if any, 
within Vermont, ages and genders of the Vermont insureds, 
industrial classifications within Vermont, if any, Vermont 
claims experience and duration of coverage. Different 
community rates are appropriate for the different insurance 
models which may be represented by indemnity coverage, 
indemnity coverage with managed care, preferred provider 

c organizations and any other health insurance models approved 
~ by the Commissioner. 

B. "Credibility" means a measure of the degree of 
statistical significance that can be assigned to the claims 
experience of a plan when it is used as a basis for 
projecting a future rate. 
C. "Demographic rating" means a rating process that adjusts 
the community rate for a specific plan, based on that plan's 
deviation from the average age and gender in the community 
rate. 
D. "Department" means the Department of Banking, Insurance 
and Securities. 
E. "Deviation plan" means a plan, subject to the 
Commissioner's approval, which describes how the premium 
shall deviate from a filed community rate as provided in 
Title 8 V.S.A. § 4080b(h) (2). 
F. "Durational rating" means a rating process that adjusts 
the community rate for a specific non-group, based on the 
individual's deviation from the average claims experience 
assumed in the community rate due to the period of time the 
policy has been in force. 
G. "Experience rating" means a rating process that adjusts 
the community rate for a specific plan issued to an 

c individual or group of individuals. The experience rating 
~ 	 plan changes the individual's premium or rates based upon a 

deviation of the individual's or group of individuals' 
claims experience from an average claims experience. 
H. "Geographic area rating" means a rating process that 
adjusts the community rate for a specific plan based on the 
deviation of the claims experience in the area where the 
insured person lives from the average claims experience in 
the community rate. 



I. "Health insurance trend factor" means a projection factor 
that is an estimate of the unit cost increases and 
utilization increases that are expected to be incurred in a 
health benefits plan. The estimate of unit cost increases 

, and utilization increases may include consideration of 
• 	 erosion of deductibles, medical technology, general 

inflation and cost shifting. 
J. "Industry rating" means a rating process that adjusts the 
community rate for a specific plan, based upon the deviation 
of the experience of the industrial classification of the 
insured from the average experience in the community rate. 
K. "Non-group plan" or "plan" has the same meaning as found 
in Title 8 V.S.A., Section 4080b(a) (2). The term "non-group 
plan" also includes any exempt plans listed in Section 
4080b(a) (2), if coverage enhancements to those exempt plans 
make them substantially similar to any approved non-group 
plan. 
L. "Pre-existing condition" means the existence of symptoms 
which would cause an ordinary, prudent person to seek 
diagnosis, care or treatment or those conditions for which 
medical advice or treatment was recommended by or received 
from a physician or other medical professional during the 
12-month period preceding the effective date of coverage. 
M. "Tier rating" means a rating process that assigns rates 
of a set of plans to one of a series of rating tiers, based 
upon claims experience of the set of plans, or based upon 
one or a combination of demographic, industry, and 
geographic rating factors. 

eN. "Rating manual rule" includes, but is not limited to, any 
- procedures, manuals, rules, or rating plans used to develop 

a premium from a filed community rate. 
O. "Registered non-group carrier" ("carrier") means any 
person, except an insurance agent, broker, appraiser, or 
adjuster, who issues a non-group plan and who is registered 
and approved as such by the Commissioner. 
P. "Resident" means a person as defined in Title 18 V.S.A., 
Section 9402(8). A resident also includes a dependent as 
defined in Title 8 V.S.A., Section 4090 and a dependent 
child attending school outside Vermont. 

Section 5. Registration 

No 	 carrier may offer a non-group plan as defined in Section 
3(B) of this regulation unless such carrier registers as a 
non-group carrier as required by Title 8 V.S.A., Section 
4080b(c) and is approved by the Commissioner. The following 
are the minimum requirements for registration as a non-group 
carrier: 

A. The carrier must apply in writing to the 
Commissioner to be a registered non-group carrier. 
B. The carrier must either be licensed or authorized to 
provide health insurance in Vermont, be a nonprofit 
hospital service corporation, nonprofit medical service 
corporation or be a health maintenance organization. 
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C. The carrier shall have all non-group rates, health 
care plans and forms approved by the Department prior 
to using them in Vermont. 
D. The carrier must have licensed representatives in 
Vermont. The carrier must identify the representatives 
in the written application. If the carrier is a health 
maintenance organization, it shall have a sales 
representative in each of its service areas. The 
service areas shall be designated in the initial 
application. 
E. The carrier must designate, in writing, the name and 
address of a representative responsible for answering 
questions and responding to complaints about 
underwriting and claims. 
F. The carrier must provide insureds with a toll free 
number for claims handling and customer service and 
supply this number to the Department in its 
application. 
G. All advertising material about non-group insurance 
must clearly identify the product advertised as a "Non­
group Health Insurance Plan." In addition, all 
registered nongroup insurers shall identify the common 
plants) by name (i.e., plan "A" etc). All advertising 
material must be led with the Department prior to 
use. The carrier may use the advertising material after 
receipt by the Department. 
H. A registered non-group carrier who qualifies under 
the provisions of Title 8 V.S.A., Section 4080b, and 
this regulation must certify in writing by April 1 of 
each year that it continues to qualify. The 
certification shall be signed by a member of the 
American Academy of Actuaries. 

Section 6. Withdrawal 

A carrier who intends to withdraw from the non-group market 
~must notify the Commissioner in writing at least six (6) 

months prior to canceling or nonrenewing any policies. This 
notice must include the following information: 

A. a description of the plans offered by the carrier; 
B. the number of policies and the total number of lives 
insured under each plan; and 
C. the planned termination date(s) . 

Section 7. Common Health Care Plans 

This Section sets forth the standards and process for 
approval of common health care plans as required by Title 8 
V.S.A., 4080b(e). 

A. The standards and criteria outlined in Regulation 
91-4b,Section 5(1) (a) through (h) shall be the 
standards adopted by this regulation. Any changes to 
the standards and criteria in Regulation 91-4b shall 
also apply to this regulation. Where Regulation 91-4b 



refers to certificate holder, the reader should 
substitute "policy holder." 
B. Each common health care plan must satisfy the 
following minimum policy provisions: 

1. A policy offered for sale after the effective 
date of this regulation shall not be canceled 
except nonpayment of premium and eligibility 
for Medicare coverage due to age. 
2. The policy may be nonrenewed only for the 
following reasons: the insured is no longer a 
resident of Vermont or will not be a resident on 
or after the renewal date, the carrier has 
withdrawn from the nongroup market after 
notification as required by this regulation, the 
carrier has withdrawn an approved plan and/or the 
insured is eligible for Medicare coverage due to 
age. 
3. The notice of cancellation for nonpayment of 
premium shall provide for at least 15 days notice 
from the date of mailing. 
4. The notice of nonrenewal shall provide for at 
least 30 days notice from the date of mailing. If 
the carrier has withdrawn an approved plan, it 
shall provide the reasons for nonrenewal in the 
notice and offer to replace the plan with an 
approved plan. 
5. A policy providing coverage for a spouse or 
members of a family shall not terminate because of 
the death of the insured. The insurer may issue a 
replacement policy providing substant ly the 
same benefits to cover the surviving spouse or 
other dependents. 
6. Termination or nonrenewal of the policy for any 
reason other than non-payment of premium shall 
provide for the payment of covered expenses from a 
continuous loss which started while the policy was 
in force, not to exceed 12 months from the date of 
termination or nonrenewal. The payment of benefits 
under the policy may be conditioned upon total 
disability of the covered 
person and the coverage limits of the policy. 
Policies providing pregnancy benefits shall 
provide for an extension of benefits as to 
pregnancy commencing while the policy is in force 
and for which benefits would have been payable had 
the policy remained in force. 

C. For a 12-month period from the effective date of 
coverage a registered non-group carrier may limit 
coverage for preexisting conditions. A registered non­
group carrier shall waive any pre-existing conditions 
for all new policyholders and their dependents, who 
produce evidence of continuous health benefit coverage 
(whether group or non-group) during the previous nine 



months. This waiver may be conditioned upon the prior 
policy having provided substantially equivalent

• 	 coverage to the coverage provided by the new 
policy. 
D. No policy which is the subject of this regulation, 
can be issued, delivered, renewed or advertised unless 
the following minimum benefits are available: 

1. Dependent children coverage must be provided 
where coverage would otherwise end for a child at 
a limiting age as required by Tit 8 V.S.A., 
Section 4090. 
2. Newborn coverage for routine and other care 
must be provided without notice or additional 
premiums for 31 days after birth. Coverage shall 
include well baby care, injury, sickness, 
necessary care and treatment of medically 
diagnosed congenital defects and birth 
abnormalities as provided by Title 8 V.S.A., 
Section 4092. 
3. Home health care coverage with the minimum 
coverage described in Title 8 V.S.A., Section 4095 
and 4096 must be offered as an option. 
4. Alcoholism treatment must be provided for the 
necessary care and treatment of alcohol dependency 
as required by Title 8 V.S.A., Section 4098. 
5. Coverage for screening by low-dose mammography 
must be provided as required by Title 8 V.S.A., 
Section 4100a. 
6. Maternity coverage must be provided and shall 
be treated as any other sickness for all insureds 
covered by the policy as required under Regulation 
89-1. 

Section 8. Other Non-Group Plans 

All non-group plans must satisfy the minimum policy 
provisions provided in Section 7(B), (C) and (D) of this 
regulation. 

Section 9. Health Care Advisory Committee 
A. The process for the approval of the Common Health 
Care Plan shall be as outlined in Regulation 91 4b, 
Section 5(2) (f). Any changes to Section 5(2) (f) shall 
be incorporated into this regulation. Language in 
Section 5(2) (f) referring to group carrier shall be 
interpreted to mean non-group carrier when applying it 
to this regulation. 

Section 10. Solicitation 

A registered non-group carrier shall make available to each 
resident of Vermont all non-group plans approved by the 
Commissioner. A registered non-group carrier shall not take 
any action that would prevent or discourage a resident from 



purchasing any plan offered by the carrier. The carrier must 
I t all plans that it is offering for sale in Vermont in 
any rate filing covered by this regulation to the 
Commissioner. A registered non-group carrier which is also a 
health maintenance organization may limit applications for 
approved plans to residents in its service area. The health 
maintenance organization must state in its rate filing the 
service area for the plans approved by the Commissioner and 
how the sale may be 
limited. 

Section 11. Community Rating Methodology 

A. To be considered acceptable by the Commissioner, the 
community rates submitted by a registered non-group 
carrier must be effective for at least a twelve-month 
policy period. 
B. Premiums shall be submitted for "single," "two 
person," (two adults or one adult and one child) and 
"family" membership classifications. Other or different 
classifications may be filed and used, provided they 
are approved by the Commissioner. 
C. Community rates shall be calculated in such a manner 
that appropriate and separate rates are available for 
each insurance model for each month in which accounts 
renew or new accounts are written. Compliance with this 
requirement can be accomplished in many ways, some of 
which are listed here: 

1. A set of community rates are calculated for a 
twelve month period. The rates are to be effective 
for at least twelve months for accounts renewing 
in that month. Monthly trend factors may be 
applied to community rates for the remaining 
eleven months of renewals, all of which are to be 
effective for twelve months. Filings should be 
made no more frequently than twice a year. 
2. Other methodologies that are submitted to and 
approved by the Commissioner, but filings should 
be made no more frequently than quarterly. 

D. Medical underwriting and screening to exclude or 
individually rate non-group insureds is not allowed. 
Therefore, the community rating plan for a registered 
nongroup carrier may not contain any provisions for 
adjustments that are based upon medical underwriting 
and/or medical screening. 
E. Proposed community rates should be based upon 
reasonable projections of Vermont non-group experience 
that has been incurred by the registered non-group 
carrier. To the extent that the carrier's Vermont 
claims experience is not deemed to be fully credible, 
it can be combined with the carrier's non-group 
experience from other states, if that experience 
is adjusted to reflect Vermont benefit differences, 
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demographic differences, geographic differences, etc., 
that, if not otherwise made, would render the out-of­
state experience invalid for Vermont insureds. Carriers 
may be required to provide such Vermont-based data as 
the Commissioner deems necessary. 
Projections of the base claims experience forward to 
the period for which the proposed community rates are 
designed to be effective should be accomplished with 
the use of an appropriate health insurance trend 
factor. 
F. In addition to the expected claims cost, the 
carrier's community rates may contain appropriate 
allowances for administrative expenses, taxes, profit 
and the cost for reinsurance, if any, and other 
elements used by the carrier. 
G. The approved community rates for a given benefit 
package may be adjusted for the following rating 

~ classifications upon approval of a deviation plan by 
~ the Commissioner: 

1. demographics; 
2. geographic area; 
3. industrial class; 
4. experience; 
5. tier rating; 
6. durational rating; and 
7. other classifications approved by the 
Commissioner. After July 1, 1993, the premium 
charged shall not deviate above or below the 
community rate filed by the carrier by more than 
40 percent (40%) for two years and thereafter, 20 
percent (20%). 

H. The registered carrier must file and request 
approval from the Commissioner of all rating manual 
rules. 

Section 12. Restrictions Relating to Premium Increases 

A. The percentage of increase in the premium charged to 
an individual account for the same coverage for a new 
rating period may not exceed twenty percent (20%). 
B. Notwithstanding Section A of this paragraph, a 
carrier may seek relief from the premium increase 
limitation by requesting a determination from the 
Commissioner that such a limitation will have a 
substantial adverse effect on the financial soundness 
and safety of the carrier. 

Section 13. Approval of Community Rates, Deviation Plans and 
Rating Methodology 



A. Each registered carrier shall file its community 
rates and the method used to derive them at least sixty 
days prior to their first intended use. The rates filed 
may not be used until approved by the Commissioner. 
B. The filing should contain, at a minimum, the 
following information: 

1. a description of the base claims experience 
data; 
2. actuarial support for the health insurance 
trend factor used to project the base claims 
experience data forward to the rating period and a 
copy of the data used to calculate the trend 
factors; 
3. a description of each element of retention; 
4. a description of all other adjustments or 
elements included in or used to calculate the 
rates; 
5. an identification of the effective date that 
the rates were designed for and the effective 
period of the rates. One way to appropriately make 
this identification would be to include a 
statement in the filing similar to the following: 

"These rates have been designed to apply to 
(identify the plans), renewing on or after 
XX/XX/XX and will remain in effect for twelve 
months for each renewal."; and 

6. a description of the rating classifications and 
rating rules that make up the rating plan, 
including a demonstration of how the requirement 
that the premium for any given insured shall not 
deviate by more than 40% from the carrier's 
approved community rate. After July 1, 1995, the 
above information shall be submitted based on a 
deviation of not more than 20 percent. 

C. The following statements by a qualified actuary who 
is a member of the American Academy of Actuaries must 
be included with each filing: 

1. that the rates and proposed rating methodology 
meet all the requirements of this regulation; 
2. that the rates are reasonable in relation to 
the benefits provided, and that they are neither 
excessive, deficient, nor unfairly discriminatory; 
and 
3. that the proposed rates anticipate at least a 
70% loss ratio for the period of time the rates 
will remain in effect. 

D. Filings made after the initially-approved filing 
should also identify what changes, if any, are made in 
the use of rating classification factors as compared to 
the last ling. Similarly, if no changes are proposed 
in the use of rating classification factors as compared 
to the last filing, this should also be noted. The 



rating factors shall be applied in their entirety 
without exception or adjustment. 
E. Once a rating plan with rating classifications has 
been approved, a carrier must apply the rating factors 
or rating manual rules in a uniform manner to all 
accounts. 
F. The filing form shown in Attachment 1 shall be used 
for each rate submission to the Commissioner. 

Section 14. Underwriting Standards for Registered Non-Group 
Carriers 

A. A registered non-group carrier shall guarantee 
acceptance of all applicants who are residents of 
vermont for any approved plan offered by the carrier. A 
registered non-group carrier shall, upon application by 
a resident of Vermont who is currently insured by 
another carrier, accept the application and provide a 
policy of insurance under an approved plan without 
imposing any additional restrictions for preexisting 
conditions or waiting periods. The carrier may restrict 
coverage only to the extent provided in Title 8 V.S.A., 
Section 4080b{g). A registered non-group carrier shall 
also guarantee acceptance for each spouse of an 
applicant and dependent children including disabled 
children. 
B. Insurers may gather medical information from insured 
persons in order to make informed decisions concerning 
reinsurance or for other non-underwriting purposes. 
C. Medical underwriting or screening to exclude or 
limit coverage is not allowed. The community rating 
plan for a registered non-group carrier may not contain 
any provisions for adjustments that are based on 
medical underwriting and/or medical screening. 
D. Registered non-group carriers must accept all 
applications for non-group coverage from residents of 
Vermont. The carrier may require proof of current 
Vermont residency. In addition, the carrier may require 
appropriate records which demonstrate bona fide 
residency in Vermont. (The intention is to protect the 
financial integrity of registered nongroup 
carriers from adverse selection.) 
E. Registered non-group carriers are required to renew 
each plan as the policy anniversary date comes due. In 
addition, all dependents must be renewed, unless the 
insured or dependent is no longer a resident of Vermont 
or ceases to be a qualified dependent pursuant to Title 
8 V.S.A., Section 4090. If the registered non-group 
carrier has the necessary information, it shall confirm 
in writing, at least 30 days prior to renewal, the 
premium at which the policy is to be renewed. 

Section 15. Agent/Broker Reimbursement 

c 



Agent/broker reimbursement may not be based on or related to 
the case characteristics or experience of an account. 
Commission levels of a carrier must be uniform for all 
accounts. 

Section 16. Separability 

Should a court hold any provision of this regulation invalid 
in any circumstances, the invalidity shall not affect any 
other provisions or circumstances. 

Section 17. fective Date 

This regulation initially became effective April 1, 1994 and 
~ these amendments will become effective March 16, 1998 . ... 

Attachment 1 

WORKSHEET 


The purpose of this worksheet is to provide the Commissioner 
with appropriate information to judge the reasonableness of 
premium rates submitted by registered non group carriers. 
While it can be used by the carrier to actually determine 
its premium rates, it need not be. The carrier is free to 
use its own techniques. However, the carrier is required to 
then provide the base claims 
cost information requested, as well as the expected claims 
cost for the period of the proposed rates. The resulting 
trend factor will be reviewed by the Commissioner for 
reasonableness. The carrier is required to file for approval 
each time any rate for non group coverage is proposed to 
change. The worksheet should be filled out with information 
for the coverage offered by the registered non group 
carrier. If other coverage produce health care trend factors 
different than the trend factor shown in Item 6, the 
coverage and associated trend factors should be identified 
on a separate sheet of paper, and attached to the worksheet . 

... ~ 	 Space is provided in Item 10 for different trend factors for 
the same coverage with different 
deductibles and/or coinsurance. In Item 1, please insert the 
incurred claims for a recent 12 month period for this 
coverage. Ideally, the 12 month incurred claims would have 3 
months of runout and would then be completed to the fully 
incurred level with an estimate of unpaid claims. In Item 2, 
the amount of claims in excess of any medical stop 
loss attachment point are posted. Item 3 is the difference 
between Item 1 and Item 2. The earned contract months 
exposed to risk for the coverage during the 12 month 
incurred period should be entered at Item 4. The incurred 
claims cost per contract month (monthly pure premium) in 
Item 5 is calculated by dividing Item 3 by the "Total" 
contract months in Item 4. Carriers who use this form to 
actually calculate their rates will enter their average 



annual trend factor at Item 6, and compound it for the 
appropriate number of months in the projection span in 
Item 7. The compounded trend factor is applied to the base 
claims cost in Item 5, and the resulting expected claims 
cost is entered at Item 8. 

Carriers who develop their expected claims cost using some 
other method should fill in Item 8, and then develop the 
trends that result from their process, and fill them in at 
Items 6 and 7. 
The carrier's allocation of the total claims cost in Item 8 
into single, two person, and family components is shown in 
Item 9. If, for example, the primary product is a $100 
deductible comprehensive major medical coverage, other 
deductible coverage claims costs are filled in at Item 10, 
along with average annual trend factors comparable to the 
one reported in Item 6. 

Retention elements are reported in Item 11 b through g, both 
on a dollar basis and a percent of premium basis. 

_ C 	 The total premium rates are filled in at Item 12. The claims 
cost in Item 9 and the retention in Item 11 are combined to 
produce these premium rates. Premium rates for the same 
period for the same coverage one year earlier are inserted 
at Item 13, and the annual rate increase is 
entered at Item 14. 

Registered Carrier 

Coverage 

Effective Date 

1. 	Base incurred claims* for the 12 month 

period 
2. 	 Incurred claims in excess of 
reinsurance________________________ 

attachment point, if applicable ** 

3. Incurred claims adjusted for the 

removal____~----------~--~--
of claims in excess of reinsurance attachment point (1)-(2) 
PAGE 16 
4. Earned contract months exposed to a) Single 

risk during the same 12 month b) 2 Person 

experience period. c) Family 

d) Total 


-	 5. Incurred claims cost per contract month 

(pure premium) for the 12 month period, 
excluding claims in excess of the 

reinsurance attachment point. (3) + (4d) 

* State this on a fully incurred basis. This is a combined 
statistic for single, two person, family, and other types of 
membership classifications. 

C 



** This refers to the reinsurance attachment point for the 
period of the rates discounted at the health insurance trend 
factor to the base experience period . 

• 	6. Health insurance trend factor*** 
stated on an average annual basis. 
7. Health insurance trend factor compounded 

as necessary for the projection span 

from the base experience period to the 

period of the proposed rates. 

a) State the period of the proposed rates. 


First effective date 

. Last effective date 

. Length of rate guarantee 

b} State the projection span from 

the base experience period to the 

period of the rates in terms of 

numbers of months. 

8. Expected claims cost per contract (pure

premium) ________________ 

for the period of the proposed rates, excluding 

claims in excess of the reinsurance attachment 

point. (5 x 7) 

9. Allocation of the expected claims cost into 

single, two person and family classifications: 

Single 

Two Person 

Family 


C 	 *** The trend factor should include the effects of the fixed 
deductibles under a comprehensive major medical product, and 
the fixed reinsurance attachment point under all coverage. 
10. Expected claims costs trends for other deductible and 

coinsurance combinations. 


Average Annual 

Health Insurance 

Coverage Single Two Person Family Trend Factor 


11. Elements of the proposed composite rate expressed as a 

percent of total rate and as a dollar amount. 

Amount % 

a. 	Expected claims cost (Item 8) 
b. 	Administrative expense 
c. 	Commissions 
d. 	Taxes 
e. Pro t or contribution to reserves/surplus 


c f. Reinsurance expense 

-	 g. Other 

Total 100% 



12. Premium rates (Item 9 loaded with Item 11, b through g) 
Single 
Two Person 
Family 

13. Premium rates for the same period one year earlier. 
Single 
Two Person 
Family 

14. Annual rate increase 
tit • Single 


Two Person 

Family 


15. Please list all plans being offered for sale in vermont. 
Please list the form number and the product name. Use other 
sheets of paper, if you need more room. 
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Attachment 2 

Worksheet 


The purpose of this work sheet is to provide the 
Commissioner with the information required in Section 11, G, 
H and Sections 13, B.4 about adjustments to the Community 
Rates. Adjustments based on medical underwriting and health 
status are not allowed. 
However, adjustments for demographics, geographic area, 
industry, claims experience, experience of the tier to which 
the individual is assigned, the duration of the individual's 
policy and other adjustments that may be approved by the 
Commissioner are allowed, as long as the total adjustment 
falls within the limiting bands. 

1. Please identify the specific types or adjustments that 
will be used by your company by placing a check next to the 
appropriate adjustment. 

" AGE/GENDER 
11'$ 

AREA 
INDUSTRY 
EXPERIENCE 
TIER 
DURATION 
OTHER 

2. If "OTHER" has been checked, please describe the 

adjustment in full. 


3. For each adjustment that is checked, please demonstrate 
how the factor was determined and what sources were used. 

4. For each adjustment that is checked, please show what 
adjustment factors will be used and demonstrate how they 
will be applied. Please provide tables of adjustment factors 
for each type of adjustment. 

5. Please demonstrate how the use of the adjustment factors 
will be controlled to produce no more than a 40% variation 
in the community rate for two years. 

'" 



Eff. 10/28/99 
REGULATION H-99-4 

COMMUNITY RATING 
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CARRIERS 
A TT ACHMENT I WORKSHEET 

A. DEFINITIONS 
"COMMUNITY RA TfNG" means a rating process that produces average premium rates 
for a defined community of insureds in the State of Vermont for the given pol icy period. 
The averaging process includes various geographic rating areas, if any, within Vermont, 
ages and genders of the Vermont insureds, industrial classifications within Vermont, if 
any, Vermont claims experience, size of group within the small group definition, and 
duration of coverage. 

Different community rates are appropriate for the different insurance models which may 
be represented by indemnity coverage, indemnity coverage with managed care, preferred 
provider organizations and any other health insurance model as approved by the 
Commissioner. 

"DEMOGRAPHIC RATING" means a rating process that adjusts the community rate for 
a specific small group, based on that small group's deviation from the average age and 
gender in the community rate. 

"EXPERIENCE RATING" means a rating process that adjusts the community rate for a 
specific small group, based on the deviation of the group's own claim experience from 
the average claim experience in the community rate. The definition recognizes that an 
experience rating formula for small groups may give only partial credit to the group's 
own experience in any experience rating plan. 

"GEOGRAPHIC AREA RATING" means a rating process that adjusts the community 
rate for a specific small group, based on the deviation of the claims experience in the 
area in which the group is located from the average claims experience in the community 
rate. 

"INDUSTRY RATING" means a rating process that adjusts the community rate for a 
specific small group, based upon the deviation of the experience of its industrial 
classification from the average experience in the community rate. 



"PRE-EXISTING CONDITION" means a condition that exists during the twelve-month 
period before the effective date of coverage. 

"DURA TIONAL RATING" means a rating process that adjusts the community rate for a 
specific small group, based on the group's deviation from the average claims experience 
assumed in the community rate due to the period of time the policy has been in force . .. II 

"TIER RATING" means a rating process that assigns small groups to one of a series of 
rating tiers, based upon claims experience of the group, or based upon one or a 
combination of demographic, industry, and geographic rating factors. 

"CREDIBILITY" means a measure of the degree of statistical significance that can be 
assigned to the claims experience of a small group when it is used as a basis for 
projecting a future rate. 

"HEALTH INSURANCE TREND F ACTOR"means a projection factor that is an 
estimate of the unit cost increases and utilization increases that are expected to be 
incurred in a health benefits plan. The estimate of unit cost increases and utilization 
increases may include consideration of erosion of deductibles, medical technology, 
general inflation and cost shifting. 

"SMALL GROUP PLAN"means a Small Group Plan as defined in Title 8 V.S.A., 
Section 4080a. 

"SMALL EMPLOYER" means a Small Employer as defined in Title 8 V.S.A., Section 
c 4080a. 

"REGISTERED SMALL GROUP CARRIER" means a Small Group carrier as defined in 
Title 8 V.S.A., Section 4080a. 

B. COMMUNITY RATING METHODOLOGY 

I. This community rating regulation applies to registered small group carriers providing 
small group health plans to small groups. For purposes of this regulation, Multiple 
Employer Trusts, Multiple Employer Welfare Associations and other associations that 
are made up of a collection of small groups are included (Section B9 refers to certain 
conditions under which general associations may be excluded). 
2. To be considered acceptable by the Commissioner, the community rates submitted by a 
registered small group carrier must be effective for at least a six- month policy period. 
3. Premiums shall be submitted for "single", "two person" (two adults or one adult and 
one child) and "family" membership classifications. Other or different classifications 
may be filed and used, provided they are approved by the Commissioner. 
4. Community rates shall be calculated in such a manner that appropriate and separate 
rates are available for each insurance model for each month in which small groups 
renew policies or new small group business is written by a carrier. Compliance with 
this regulation can be accomplished in many ways, some of which are listed here: 

c 



4.1 a set of community rates is calculated for a calendar quarter, and 

applies to the renewals in that quarter. The rates are to be effective for at least 

six months. 

4.2 a set of community rates is calculated for the first month of a six-month period. 

The rates are designed to be effective for at least six months for accounts 

renewing in that month. Monthly trend factors are supplied that, when applied, 

provide community rates for the remaining five months of renewals, all of which 

are to be effective for a minimum of six months. 

4.3 other methodologies that are submitted and approved by the Commissioner, but 

filings should be made no more frequently than once a quarter . 


• 5. Medical underwriting and screening to exclude or individually rate small group ... insureds is not allowed. Therefore, the community rating plan for a registered small 
group carrier may not contain any provisions for adjustments that are based on medical 
underwriting and/or medical screening. 
6. Proposed community rates should be based upon reasonable projections of Vermont 
small group experience that has been incurred by the registered small group carrier. To 
the extent that the carrier's Vermont claims experience is not deemed to be fully 
credible, it can be combined with the carrier's small group experience from other states, 
if that experience is adjusted to reflect Vermont benefit differences, demographics 
differences, geographic differences, etc., that, if not otherwise made, would render the 
out-of-state experience invalid for Vermont insureds. Carriers may be required to 
provide such Vermont-based data as the Commissioner deems necessary. Projection of 
the base claims experience forward to the period for which the proposed community 
rates are designed to be effective should be accomplished with the use of an appropriate 
health insurance trend factor. 
7. In addition to the expected claims costs, the carrier's community rates may contain 
appropriate allowances for administrative expense, taxes, profit, the cost for 
reinsurance, if any, and the other elements used by the carrier. 
8. For a particular small group, the approved community rates for a given benefit package 
may be adjusted for the following rating classifications: 


~ 8.1 demographics 

8.2 geographic area 
8.3 industrial class 
8.4 the group's experience 
8.5 durational rating 
8.6 tier rating 
8.7 other factors that the Commissioner would approve 

The total premium charged shall not deviate above or below the community rate filed 
by the carrier by more than twenty percent (20%) except for hospital or medical service 
corporations that qualify for tax-exempt status, pursuant Title 8 V.S.A., Section 4516. 

SA. Notwithstanding the above, as of January I, 2000, no small group carrier may 
deviate from the community rate when writing new business. Additionally, small group 
carriers must phase out deviations in business existing as of January 1, 2000, according 
to the following schedule: 
All renewals of business with anniversary dates on or after January 1, 2000 through 
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December 31, 2000: reduce deviation to 15%. 

All renewals of business with anniversary date on or after January 1, 2001 through 

December 31, 2001: reduce deviation to 10%. 

All renewals of business with anniversary dates on or after January 1,2002 through 

December 31, 2002: reduce deviation to 5%. 

All renewals of business with anniversary dates on or after January 1, 2003: no 

deviations. 


9. The percentage increase in the premium charged to a small employer for a new 12­
month period may not exceed the sum of the following: 

a. the percentage change in the community rate for a new rating period; and any 
adjustment, not to exceed fifteen percent (15%) annually, due to a change in the 
deviation calculated for a new rating period based on a change in the case 
characteristics of the group as permitted under paragraph 8(8) of this regulation. 
b. Notwithstanding Section 9a of this paragraph, a carrier may seek relief from the 
premium increase limitation by requesting a determination from the 

c 	 Commissioner that such a limitation will have a substantial adverse effect on the 
financial soundness and safety of the carrier. 

to. The Commissioner may exempt from the requirements of Title 8 V.S.A., Section 
4080a(d)(I) an association as defined in Section 4079(2) of this title which: 

10.1 offers a small group plan to a member small employer which is 
community rated in accordance with the provisions of this section. The plan may include 
rating classifications in accordance with this section; 
10.2 offers a small group plan that guarantees acceptance of all persons within 

the association and their dependents; and 

10.3 offers one or more of the common health care plans approved by the 

Commissioner. 


The exemption referred to in this paragraph consists of allowing an association to 
restrict access to small group accident and health insurance to members of the 
association or a class of members of the association with the approval of the 
Commissioner. The Commissioner may revoke or deny the exemption if it is 
determined that because of the nature, size or other characteristics of the association and 
its members, the employees or members are in need of the protection provided by this 

c section or the exemption would have a substantial adverse effect on the small group 
... market. 

C. APPROVAL OF COMMUNITY RATES AND RATING METHODOLOGY 

I. Each registered small group carrier shall file its community rates, and the method used 
to derive them, at least sixty days prior to their first intended use. The rates filed may 
not be used until approved by the Commissioner. 
2. This filing should contain, at a minimum, the following information: 
2.1 A description of the base claims experience data. 



2.2 Actuarial support for the health insurance trend factor used to project the base 
claims experience data forward to the rating period. 
2.3 A description of the elements of retention . 

• 2.4 A description of other adjustments or elements included in the rates. 
2.5 An identification of the exact effective date that the rates were designed for and 
the effective period of the rates. One way to appropriately make this 
identification would be to include a statement in the filing similar to the 
following: 

"These premium rates have been designed to apply to all small groups 
renewing in the third calendar quarter of 1992, and will remain in effect 
for twelve months for each renewal," 

2.6 A description of the rating classifications that are part of the rating plan, 

including a demonstration of how the requirement that the premium for any 

given group should not deviate by more than twenty percent (20%) from the 

carriers approved community rate is being met. 


Filings made after the initial approved filing should also identifY what changes, 

if any, are made in the use of rating classification factors as compared to the last 

filing. Similarly, ifno changes are proposed in the use of rating classification 

factors as compare to the last filing, this should also be noted. The rating factors 

shall be applied in their entirety without exception or adjustment. 


Once the rating plan together with rating classifications has been approved, the 
carrier shall not selectively apply the rating factors: every approved rating 

lit ~ 	 factor contained in the rating plan shall be applied in respect to every small 
group without any adjustment unless such adjustment has been approved by the 
Commissioner. 

2.7 A statement by a qualified actuary who is a member of the American Academy 
of Actuaries that the rates and proposed rating methodology meet the requirements of this 
section, that they are reasonable in relation to the benefits provided, and that they are 
neither excessive, deficient, nor unfairly discriminatory. 
2.8 The filing form shown in Attachment 1 shall be used for each premium rate 

submission to the Commissioner. 


D. UNDERWRITING STANDARDS FOR REGISTERED SMALL GROUP 
CARRIERS 

1. A registered small group carrier shall guarantee acceptance of all small groups as 
defined in Title 8 V.S.A., Section 4080a(1) for any small group plan offered by the 
carrier. A registered small group carrier shall, upon application by any small group 
which is currently insured by another carrier, accept such small group and grant 
insurance under a plan with substantially comparable benefits without imposing any 
additional restrictions for pre-existing conditions and may restrict coverage only to the 

c: extent provided in Title 8 V.S.A., Section 4080a(g). 
". 

2. A registered small group carrier shall also guarantee acceptance of all employees or 



members of a small group, each spouse of an employee or member and dependent 
children, including disabled children. Insurers may gather medical information from 
employees of small employers in order to make informed decisions concerning 
reinsurance or for other non-underwriting purposes. 
3. Registered small group carriers are required to accept groups of one, who are 
selfemployed persons. The carrier may require proof of current Vermont residency and 
that such residency has endured for a continuous period of at least one year. In addition, 
the carrier may require appropriate federal tax records which demonstrate bona fide 

., selfemployment. (The intention is the protection of the financial integrity of small group .. 
health plans against adverse selection). 
4. The provisions of these regulations shall not be construed to prevent any person from 
issuing or obtaining a bona fide individual health insurance policy; provided that no 
person may offer a health benefit plan or insurance policy to individual employees or 
members of a small group as a means ofcircumventing the requirements of this section. 
The Commissioner shall adopt standards and a process to carry out the provisions of 
this section. 
5. A registered small group carrier which is not a nonprofit health maintenance 
organization shall require that at least 75 percent of the employees or members of a 
small group participate in the carrier's plan, provided that if a nonprofit health 
maintenance organization provides a small group plan to more than 25 percent of the 
employees or members of the small group, a registered small group carrier may offer or 
continue to provide its small group plan to the remaining employees or members. 
6. For the purpose of calculating whether or not a small group meets the minimum 
enrollment requirements, the number of eligible employees shall be counted as the total 
number of full-time employees and part-time employees who work thirty hours per 
week or more. Any full-time or part-time employee who is covered as a spouse or a 
dependent on another health insurance plan are excluded from the count. 
7. The minimum participation requirements shall be calculated on an employer-by 

" employer basis if the small group is part of an association, trust or other substantially 
similar arrangement. 
8. In performing the computation to determine the actual enrollment required for 
qualification as a small group plan, the registered small group carrier must calculate 
seventy-five percent (75%) of the actual number ofeligible employees and round any 
fractional number to the higher integer. 
9. Registered small group carriers are required to renew every small group plan as the 
policy anniversary comes due. In addition, all employees or members and their 
dependents must be renewed. If the insurer has the necessary information to renew, it 
shall confirm in writing at least forty-five days prior to ren~wal, the premium at which 
the policy is to be renewed. 
10. If the small group health plan falls below the seventy-five percent (75%) minimum 
enrollment or if it fails to pay its premiums on a timely basis or if it provides fraudulent 
information to the registered small group carrier or if the small employer ceases to exist, 
the small group carrier may cancel the policy with thirty days written notice that 
provides for a time period of at least thirty days. If, during a policy period, an employer 
no longer satisfies the minimum enrollment requirements, coverage must be continued 
to the end of that rate period. 

" 
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11. Separability. Should a court hold any provision of this regulation invalid in any 
circumstances, the invalidity shall not affect any other provisions or circumstances. 
12. This regulation shall become effective upon passage and supersedes Regulation 91­
4A. 



ATTACHMENT 1 

• WORKSHEET.. 

The purpose of this worksheet is to provide the Commissioner with appropriate 
information to judge the reasonableness of premium rates submitted by registered small 
group carriers. While it can be used by the carrier to actually determine its premium rates, 
it need not be. The carrier is free to use its own techniques. However, the carrier is 
required to then provide the base claims cost information requested, as well as the 
expected claims cost for the period of the proposed rates. The resulting trend factor will 
be reviewed by the Commissioner for reasonableness. 

The carrier is required to file for approval each time any rate for small group coverage is 
proposed to change. 

The worksheet should be filled out with information for the most popular coverage 
offered by the registered small group carrier. If other coverages produce health care trend 
factors different than the trend factor shown in Item 6, the coverages and associated trend 
factors should be identified on a separate sheet of paper, and attached to the worksheet. 
Space is provided in Item 10 for different trend factors for the same coverage with 
different deductibles and/orcoinsurance. 

" 	In Item I, please insert the incurred claims for a recent 12 month period for this coverage. 
Ideally, the ] 2 month incurred claims would have 3 months of runout and would then be 
completed to the fully incurred level with an estimate of unpaid claims. 

In Item 2, the amount of claims in excess of any medical stop loss attachment point are 
posted. 

Item 3 is the difference between Item] and Item 2. 
The earned contract months exposed to risk for the coverage during the 12 month 
incurred period should be entered at Item 4. 
The incurred claims cost per contract month (monthly pure premium) in Item 5 is 
calculated by dividing Item 3 by the "Total" contract months in Item 4. 
Carriers who use this form to actually calculate their rates will enter their average annual 
trend factor at Item 6, and compound it for the appropriate number of months in the 
projection span in Item 7. The compounded trend factor is applied to the base claims cost 
in Item 5, and the resulting expected claims cost is entered at Item 8. 

Carriers who develop their expected claims cost using some other method should fill in 
Item 8, and then develop the trends that result from their process, and fill them in at Items 
6 and 7. The carrier's allocation of the total claims cost in Item 8 into single, two person, 
and family components is shown in Item 9. 

" 

If, for example, the primary product is a $]00 deductible comprehensive major medical 
coverage, other deductible coverage claims costs are filled in at Item 10, along with 
average annual trend factors comparable to the one reported in Item 6. 



---------------
--------

----------

--------

------
------

-----

Retention elements are reported in Item II b through g, both on a dollar basis and a 

percent of premium basis. 

The total premium rates are filled in at Item 12. The claims cost in Item 9 and the 

retention in Item 11 are combined to produce these premiums rates. 

Premium rates for the same period for the same coverage one year earlier are inserted at 

Item 13, and the annual rate increase is entered at Item 14. 


... • Registered Small Group Carrier _____________ 
Coverage _______________ 
Effective Date 
1. Base incurred c1aims* for the 12 month 

period _________ 

2. Incurred claims in excess of reinsurance 

attachment point, if applicable ** 

3. Incurred claims adjusted for the removal _________ 

of claims in excess of reinsurance 

attachment point (I )-(2) 

4. Earned contract months exposed to risk a) Single ______ 

during the same 12 month experience b) 2 Person _____ 

period. c) Family _____ 

d) Total _____ 

5. Incurred claims cost per contract month ________ 

(pure premium) for the 12 month period, 

excluding claims in excess of the 

reinsurance attachment point. (3) + (4d) 

6. Health insurance trend factor *** 

stated on an average annual basis. 


G 7. Health insurance trend factor compounded ________ 

as necessary for the projection span from 

the base experience period to the period of 

the proposed rates. 

a) State the period of the proposed rates . 

• First effective date 
• Last effective date 
• Length of rate guarantee ______ 

b) State the projection span from the 

base experience period to the 

period of the rates in terms of 

numbers of months 

8. Expected claims cost per contract (pure premium) _________ 

for the period of the proposed rates, excluding 

claims in excess of the reinsurance attachment 

point. (5 x 7) 

9. Allocation of the expected claims cost into 

single, two person and family classifications: 

Single ______ 


c 



------

- -

---
---

------

------

------

Two Person 

Family _----,-_----,-__ 

10. Expected claims costs trends for other 

deductible and coinsurance combinations. 

Average Annual 

Health Insurance 

Coverage Single Two Person Family _Trend Factor 


• 
II. Elements of the proposed composite rate expressed as a percent of total rate and 

as a dollar amount. 

Amount % 

a. Expected claims cost (Item 8) ______ 
b. Administrative expense ______ 
c. Commissions 
d. Taxes 
e. Profit or contribution to reserves/surplus ______ 
f. Reinsurance expense ______ 
g. Other ______ 

Total 100% 

12. Premium rates (Item 9 loaded with Item 11 b through g) 
Single ______ 

Two Person 

Family ______ 

13. Premium rates for the same period one year earlier. 
Single ______ 

Two Person 

Family ______ 


" 12 
- 14. Annual rate increase 

Single ______ 

Two Person 

Family ______ 

* State this on a fully incurred basis. This is a combined statistic for single, 

two person, family, and other types of membership classifications. 

** This refers to the reinsurance attachment point for the period of the rates 

discounted at the health insurance trend factor to the base experience 

period.

*** The trend factor should include the effects of the fixed deductibles under a 

comprehensive major medical product, and the fixed reinsurance attachment 

point under all coverages. 
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INTRODUCTION 

About the Vermont Healthcare Claims Uniform Reporting & Evaluation System 

(VHCURES) 

The Department of Banking, Insurance, Securities & Health Care Administration (BISHCA) has a statutory 
mandate to collect health insutance claims data from health insurers through the Vermont Healthcare Claims 
Uniform Reporting & Evaluation System (VHCURES). The purpose ofVHCURES is to provide 
information that can be used to evaluate and improve the quality and cost-effectiveness of healthcare. To the 
extent allowed by federal and state law, this data shall be made available as a resource for the continuous 
review of healthcare utilization, expenditures, and performance in Vermont. 

Under state law, the definition of health insurer also includes third party administrators (TP As), pharmacy 
benefit managers (PBMs), any entity conducting administrative services for business, and any other similar 
entity with claims data, eligibility data, provider files, and other information relating to healthcare provided to 
Vermont residents and healthcare provided by Vermont healthcare providers and facilities. TPAs and PBMs 
are required to register with BISHCA. 

-As established in Regulation H-2008-01 for VHCURES, all health insurers, including TPAs and PBMs, are 
required to register with the Department's designated claims data collection contractor, currently Onpoint 
Health Data (formerly known as the Maine Health Information Center). After registering, health insurers will 
be notified about whether they need to submit claims data to VHCURES depending on enrollment 
thresholds. Since the commercial health insurance market in Vermont for major medical benefits is 
concentrated among a relatively small number of large companies, VHCURES data collection includes claims 
for the vast majority of insured Vermont residents. Submissions will be made via Onpoint COM (Claims 
Data Manager). 

Onpoint Health Data, a nonprofit independent organization, has provided reporting from the VHCURES 

eligibility and claims data. This reporting is based on the eligibility and claims data generated through 

Onpoint COM (formerly the National Claims Data Management System, or NCDMS). Onpoint Health 

Data also has provided additional value-added work on the eligibility and claims data required for this and 

other reports generated for BISHCA. 


About the Healthcare Utilization and Expenditure Report 

The Healthcare Utilization and Expenditure Report is a standard report developed by Onpoint Health Data 
to meet the needs of BISHCA. In addition, the report was developed to meet the needs ofa business model 
dCKeloped for Vermont Blueprint Medical Home project. With Onpoint research staff, representatives from 

"'both BISHCA and Vermont Blueprint participated in the review and development of the reporting 
categories. The report is one of four reports for inclusion in the initial Onpoint Health Data project with 
BISHCA. 

The report is based on commercial medical and pharmacy claims data and eligibility data as well as on an 
incurred (date of service) basis. The report is restricted to members under the age of 65 to ensure that 
members with Medicare, for whom claims in VHCURES are incomplete, are not included incorrectly in the 
report. 

(, Onpoint Health Data' Healthcare Utolization and Expenditure Report Documentation 3 



This report provides several views of the commercially insured population of Vermont receiving major 

",mMical benefits including the aggregate statewide total, all commercially insured Vermonters by hospital 
service area (HSA), and all commercially insured by company. Hospital service areas are defined by the State 

and assign Vermont residents to service areas where the majoriry of residents receive care provided by certain 
health care facilities. 

The report provides measures of service utilization and payments by major category (hospital inpatient, 

hospital outpatient, professional, pharmacy, and others) using categorization similar to that used in the annual 
Vermont Health Care Expenditure Report & 3-Year Forecast series that can be found on the Department's 
website at: 

http://www.bishca.state.vt.us/health-care/hosp itals-health-care-practitioners/hospi tal-financial-health-care­
reports 

Services related to mental health and substance abuse are separated throughout the reporting. The definitions 

of mental health and substance abuse are based on the National Committee for Qualiry Assurance (NCQA) 
Healthcare Effectiveness Data Information Set (HEDIS) reporting specification (ICD-9 coding 290-316), 
which does not include mental retardation (ICD-9 317-319). 

For each category of provider or service rype, the count of unique members using the service, the count of 

total visits, the plan's payments, and member payments are reported. Member payments include deductible, 
coInsurance, and copayment as reported on the claims. 

lit 

Rates reported in this report include the visit rates per 1,000 as well as payments PMPM (per member per 

month). All rates use a denominator of member months or average members (member months/12). Using 
member months is the industry standard for a denominator for calculating rates, adjusting for the fact that a 

significant proportion of members will not be covered by a plan continuously for an entire year. Using 
member months is consistent with the use of person-time as a denominator in medical epidemiological 

studies. 

The report was developed to allow for separate tabulation by Vermont Hospital Service Area and payer. 

Each section of this report is documented below. 

(, Onpoint Health Data' Healthcare Utilization and Expenditure Report Documentation 4 
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HEAL THCARE UTILIZATION AND EXPENDITURE REPORT DOCUMENTATION 

Hospital Inpatient 

The hospital inpatient section reports mental health and substance abuse, maternity-related and newborns, 
surgical, and medical inpatient care separately. At the request of BISHCA, private psychiatric hospitals are 
reported separately from other hospitals providing mental or substance care. The determination of which 
claims are hospital inpatient is developed by Onpoint Health Data. Diagnosis and revenue coding are used to 
determine the subcategories in this section . 

• 

Hospital Outpatient 

The hospital outpatient section provides utilization and expenditure reporting for mental health and 
substance abuse, observation bed, emergency room, outpatient surgery, outpatient radiology, outpatient lab, 
hospital-dispensed pharmacy, outpatient physical therapy, outpatient other therapy, and other outpatient. 
Visits are assigned to mutually exclusive categories in a hierarchical manner in the following order: mental 
health and substance abuse, observation bed, emergency room, outpatient surgery, outpatient radiology, 
outpatient lab, hospital-dispensed pharmacy, outpatient physical therapy, outpatient other therapy, and other 
outpatient. If a member visits an emergency room and has a lab test during the visit, the visit and all 
payments during the visit are assigned to emergency room visit, not to outpatient lab. Mental health and 
substance abuse are assigned based on diagnostic coding (ICD-9 290-316); all other categories are assigned on 
revenue codes. The logic for determining which claims are hospital outpatient was developed by Onpoint 
Health Data using accepted methods in claims analyses. 

Non-Mental Health Professional Services 

This section reports professional services that are not associated with a mental health or substance abuse 

diagnosis (ICD-9 290-316). The logic for determining which claims are professional services was developed 

by Onpoint Health Data using accepted methods in claims analyses. 


c 
0(1 

Physician services are further distinguished by the setting of service as indicated on the claims. This includes 
physician services in inpatient setting, outpatient setting, office setting, or other setting. Other setting could 
include claims where setting was not identified. Representative from various agencies in the State of Vermont 
with a variety of reporting needs requested reporting by setting ofcare. 

Other professional services are further distinguished by the specialty of the provider such as nurse 
practitioners, physician assistants, phYSical therapists, chiropractors, podiatrists, and other professional 
services. These are based on provider specialty coding assigned by Onpoint Health Data. Other professional 
services may include claims where the specialty of the provider cannot be determined. Initial work for the 
Vermont project did not include a budget for provider linkage, which might reduce the volume of claims 
reported as "other." 

Non-Hospital Mental Health Professional Services 

This section reports on mental health and substance abuse professional services. Only professional claims with 
a primary diagnosiS indicating a mental health or substance abuse disorder (ICD-9 290-316) are included. 

5 
(, Onpoint Health Data' Healthcare Utilization and Expenditure Report Documentation 
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The logic for determining which claims are professional services was developed by Onpoint Health Data 
using accepted methods in claims analyses. 

This section includes claims for psychiatrists, psychologists, social workers (including MSWs, LICSW, 


LCSW), and other non-hospital mental health professionals. These are based on provider specialry coding 

assigned by Onpoint Health Data. 


Other non-hospital mental health professional claims may include visits to primary care physicians who 


reported a primary diagnosis of mental health or substance abuse on the claims or could include claims for 

which the specialry of the professional could not be determined. 


Visits that are identified as a mental health clinic faciliry are not reported in this section; they instead appear 

in the All Other Services section later in the report. 


Pharmacy 
c 

~his section of the report provides information on pharmacy use and payments. 

Most pharmacy claims are supplied into the VHCURES system by insurers and PBMs through a separate 
pharmacy data me. These claims are reported as "pharmacy in pharmacy claims". These rypes ofclaims 
include detailed information, such as national drug codes (NDCs), about what type of medication was 

dispensed. 

In some cases, medication or other items purchased at a pharmacy may be billed and paid directly to the 

pharmacy by the insurer or TPA. These claims appear in the medical claims me submitted by the insurer but 
not in the pharmacy claims me. They are reported as "pharmacy in medical claims." For these rypes ofclaims, 

there is a lack ofdetailed information such as NDC coding. 

For other projects and reports, Onpoint Health Data utilizes the Red Book* to assign NDC coding to 

therapeutic and brand and generic categories. 

All Other Services 

This section of the report provides information about services that are not hospital, professional, or pharmacy. 
The section includes claims paid for mental health clinics, free-standing ambulatory surgery centers, nursing 

hQmes, home-based care, and durable medical equipment. These are based on provider specialty coding 
-'assigned by Onpoint Health Data. The "other" category in this section will report on all claims that were 

unable to be assigned in any previous reporting category. 

(, Onpoint Health Data' Healthcare Utilization and Expenditure Report Documentation 
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Vermont HealthCare Utilization and Expenditure 2008 
Statewide Total· Major Medical Members Under 65 

" 
11. 11. " Count ofr;;" Plan + M'Omber, 

, . Unique' , Paid Per, 
i Average Membenli Expenditure: Membersj! Vlslte per! Member Per 

M~!!,I)"r.~.!'t,~!:!""""!>!! monf!l.1I:1J2!L. C"'~.9"ryllE.xpendltll~ Call>lIory Descrie.tlon U.sillillierv}"e1..c~untof~ls~•.., .'plan-').I1~d! . ",e",ber.Paid , PI.an. +. Memb,"r..F>..id.~ ..1.,OO.O"'IiI!!'l>er,,; ,",onth, 
3,208,2051 267,3501 0 Total 324.649 4.504,268 $979,752,295 $154,672.384 $1,134,424,678 16,847.8 $354 
3,208,205 267,350: 1 Hospital Inpatient 10,881 13.78i $159,575,nq $4,867,243 $164,442,973, .51.6. $51: 

.~,?08,?()5, :1E5!,350L ... 2~....Ment"V.s.~s~stal'\"".. I.np!!tient.§E521})!l5.~Ei•.5.3.9.•~5.31 !4Q7,34L ~9~7,199;. 4.1 ~i 
3.:1~,205 267,3501 3: Pnvate.PsychHospltal ....1.64, 310 $1.870.1Q4j $91.233: $1.961,338: 1.2. $1 
3,2Q8,205, 267,35!lL4;.()ttlerHospitals . ..... .5:1.6.... .785., ..!4,.SS9...?4B! ... $31§,114, $4,985,862; 2,9 $2., 
3,208,205' 267,350 5 Maternity-related and newborns 4,491 4.592 $20,936,544 $1,376,717 $22,313,260 17,2 $7 
3.208.20S! 267,350[ 6: Surgical },:208; 3,609 $85:327.824/ $1,332;628 $86,660,451; 13.5 $27 
3,208.205' .. 267,350; .... .. 7 Medical ., . 3.483i 4,491 $4IEi,771,5111 ....$1,750.. 5.52 $48,522,092 ,16.8. $15 
~;?()B~O§: ,~26i,.:l5f .. '8):i~~eltal'Outp~hent ............ ,...16i~E59L 527,390ijgQ40;S5I!41,B94,!j5q, ·$39B,il3.5,80~·~i.:,9!2:7,· ., j124 
3,208,205 267,350 9 MentaVSubstance Hospftal Outpahent 4,046 6.840 $2,51B.651 $537,623 $3,056,2741 25.6 $1' 
3.208.205: 267,350j ,10 Obs . .,rvation Bed 2,21! 2399 $15,~3,ao~ .$668,521 $16.~32,3~ 90". .~5 

.3,.~8j:10.§.L 267,~5Qj,. ..1LErn~'Ilency FlCl.'?r:n . .:36.04£ ",.i7,(),89.~:36,2;13,,!Q!l. ... ,..,E,13~,\~t:l6!.$1M61,3.9fL ,.", .. 17">:1",,... . $14 
3,29B,?05l 267,350;12, Outpatient Suraery 17,967l 21,233 $78, 1139,70~ $6,368,09Oj $84,557.798 79.4 $26 
3,208.205, ..., .26L~5()l. .p,()lItJ'ali.,~tFladiol<>gy 46..B,58,. ' , 7a,93! $107,4J?,~07,$8,68~,m; $.11.6,.1.()1.,62~ .... "".2953, $36; 
3,208,2.05, 267.3501 1.4, Outl'a.hent Lab. 116,!lQ7; 252,792554,151,485 $10,539,453 $6:4;,690,91~945,5 $20, 
3,2.013,205; 267,3501 15;HospitaI:-DispensedPtJarmacy6.S57, 8,494~16,46?,386:~1,541l,733$18,011,12q .J.l.B. ....... $6] 

,·~1~~~:.. ..~iit~~t_=i;: .. ~~::~l~i~0k~~;py·+ "£f@'~'~~- .. ~~;~~, ,~~:~@J~~.~ .$~~~~l·)i:~iN~I·~ ., .._ .•~'~'·~~l 
3,208,205 267,3501 18;.. OtherQutpatientl'l0spital , .60,59.2, .. 90.111. $37.943,897: ",.... !4,832.,081; . !42,775,97~ ... 337.1 $1.3; 
3,208,205 267,350 19lNo~entalHealth Professional Services 243.339 1,741,971 $270,28:4.951';1 $51,522.211';1 $321,007, 17~6.515,7 $1001 

.~\29~:1ii§fL".. __...~}~7.k3,50i " ...£o[ J'hY!i£ia";;§Ilr'!,I~!.....""., · ..~j_?2ll.~11 .. ,,1,:1~,8S~~:12§L691,~i ...... ~3,7;§flO,2?i .....~263,?!1Jlg, .," "..11,ci§,6~2i 
3,2~,2051267,:3501 21 PtJysician InpatientSetling 12.3:36;".p2.46:4: $36,567,741, $2,455,?70, $39,023.011) 233.6, $121 

., .3JQ8}~()§t. ' "" ,~2§?L~?~.... .. 2.~. "e~ysician o.lIlJ>'1t!ent§Ejtti~91()13,.1§5.....,',', ... _<!60,0~.E3,53Il,!l9~ ....!ll"S.02.8.~....... . $8~,~,90~.... . .._1)):4;?,,~.. ..!26; 
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Vermont HealthCare Utilization and Expenditure 2008 
Total By Bennington Hospital Service Area- Major Medical Members Under 65 

" " .. 


9 



• • 
Vermont HealthCare Utilization and Expenditure 2008 
Total By Brattleboro Hospital Service Area- Major Medical Members Under 65 
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Vermont HealthCare Utilization and Expenditure 2008 
Total By Burlington Hospital Service Area- Major Medical Members Under 65 
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Vermont HealthCare Utilization and Expenditure 2008 
Total By Middlebury Hospital Service Area- Major Medical Members Under 65 
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Vermont HealthCare Utilization and Expenditure 2008 
Total By Morrisville Hospital Service Area- Major Medical Members Under 65 
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Vermont HealthCare Utilization and Expenditure 2008 
Total By Newport Hospital Service Area- Major Medical Members Under 65 
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Vermont HealthCare Utilization and Expenditure 2008 
Total By Randolph Hospital Service Area- Major Medical Members Under 65 
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Vermont HealthCare Utilization and Expenditure 2008 
Total By Rutland Hospital Service Area- Major Medical Members Under 65, ~ 

'"'W" 

Plen+ 

'I' Visits per Member Paid 
.1,000 Per Member 

iEx:pendlture Category Description Plan + Member Paid 'Members Per Month o'TotBi" . ...... ...... .. ... $419~ .j1.:l5&1.3.. 1.o4~ ~.......lL!.3a 
1t~ $24.311.378 • 60 $75! 

~'$4'~-~~;~~~~ r--' 'y-'~'" 

1:J.1I"""9.Ho.l1l~e ................ 

Home Based Care 

'5u;:abieMedicai~Equipmenl 93 

MeniS,'HealtiiClinlCs . 0' 

.Olh~.·· .................... 


197 
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Vermont HealthCare Utilization and Expenditure 2008 
Total By Springfield Hospital Service Area- Major Medical Members Under 65 
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Vermont HealthCare Utilization and Expenditure 2008 
Total By St. Albans Hospital Service Area- Major Medical Members Under 65 
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: Average Plan + 
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Vermont HealthCare Utilization and Expenditure 2008 
Total By St. Johnsbury Hospital Service Area- Major Medical Members Under 65 
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Vermont HealthCare Utilization and Expenditure 2008 
Total By White River Hospital Service Area- Major Medical Members Under 65 .. .. 

''1'f~-.~ " .. 
[Average ,Count of ! Plan + 
; Members 'Unique " i IVisits per Member Paid 
hmem bar (Expenditure, iMembers iCounlof I :1,000 Per Member 

Member Months"jmollths 112t Catellory IExpenditure Cat8\loryDIIscripiion fUsingServicelVisilS "" ,Pia" Paid ""'" lMember Paid Plan + Member Paid jMembers, Per Month 
188,557 15,713 0: Tolal 26!1l~2;306.09~ $62,626,.3571 ' $1,,2,02.8!~8,_ $74.654,846 i 19,480 
,.18IL5i;!:=~,55:f131.:"""" "".,_J !l'iOsllii~U!!p!~~!)t..."""._.. 60S: 773 $9,497,522 i $271,255 ' ,=::19:i€iE7Lr,:~· ... ~.~._..... 
188,55L,t5.!13~,. ,2.j, MI~nll!~!)!,sbslancelnpalie/11 l8r'--:::[41:·,:':'"""·)649.~i~T"" ·-]:i4.92ii'" .,' $684,343' 5 

. ,. 188,557c15,713~ 3' Pri\late,!''!Ych HospilElI 9; 10. $48,725 ! $9,013 $57:738 i 
16l!,5.5.7 :1.5,1.1.3J... .,' """'" 4()1~~~.Ii()spihlls" ""'" 301 64r" $6oo.689T'$25.916 ........•:~26&05 t 
,1 Bll,,~7: ".",,1,!;2~:lli., ... s:.. tII1aIElrrlity~rElll!led~nd neY4borns 2~6t' ,.' '::255t=1i:4i(j!008l)7~:i;®' .$1,48:4,,58:4. : 

,,1 !!B"~5.7_, ,15.71~ """"....... (5L,§!!..'1lic.aL., "_, ..... _ $4.666,305 ! 
188.557 15,7131 7: Medical ,'-'--,l~i ··~~t"~'~H~::;;~h" l~H~h·" .·$2,933~5€i5T 
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Vermont HealthCare Utilization and Expenditure 2008 
Total by Blue Cross Blue Shield of Vermont (VTC0802) • Major Medical Members Under 65 
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Vermont HealthCare Utilization and Expenditure 2008 
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Vermont HealthCare Utilization and Expenditure 2008 
Total by MVP Health Insurance Company (VTC0818) • Major Medical Members Under 65 
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Vermont HealthCare Utilization and Expenditure 2008 
Total by MVP Health Plan, Inc. (VTC0831) • Major Medical Members Under 65 
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Vermont HealthCare Utilization and Expenditure 2008 
Total by MVP Select Care, Inc. (VTT0445) • Major Medical Members Under 65 

~ "" 

" " 

l Visils per 

"PIa!!+"M!~~Pal<!L 

26 



Vermont HealthCare Utilization and Expenditure 2008 
Total by The Vermont Health Plan (VTC0830) - Major Medical Members Under 65 
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ALTERNATIVE FORMATS 


This publication is also available on the Department's website at 
www.bishca.state.vt.us.using the Division of Health Care 
Administration's IIConsumer Publications" link. To speak with a 
health insurance consumer specialist, call 1-800-631-7788. 

Persons with hearing impairments may contact the Vermont Relay 
Service at 1-800-253-0191 (TTY) or 1-800-253-0195 (voice). 

Persons with reading or visual impairments may contact the 
Vermont Association for the Blind and Visually Impaired (VABVI) 
at 1-'800-639-5861. 
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Section One: Introduction 

Health insurance is usually offered in two ways. The first way is through your 
employer; your employer may offer group insurance, or if you are self-employed, you 
can purchase small group insurance. If you are not offered insurance through your 
employment, you can buy individual health insurance for yourself and your family. 
This guide provides basic information about purchasing individual and small group 
health insurance. 

INDIVIDUAL HEALTH INSURANCE (ALSO KNOWN AS 
NON-GROUP INSURANCE) 

Individual health insurance is bought directly by a person who does not have access to 
group coverage through an employer. For that reason, it is also known as non-group 
insurance. If you buy a health insurance policy, the insurance company agrees to pay certain 
expenses listed in the policy in exchange for a payment known as a "premium." Premiums 
are.paid on a monthly, quarterly or annual basis and remain at a set dollar amount for a 
period of time, usually a year. If you buy your own insurance, you are responsible for 
paying the premium to the insurance company. 

In 2006 Vermont passed health care reform legislation that created access to affordable 
individual health insurance for qualified uninsured Vermonters who do not have access to 
employer insurance and do not qualify for other state sponsored health programs such as 
the Vermont Health Access Program (VHAP) or Dr. Dynasaur. Called Catamount Health, 
this new health insurance is available through private health insurers and includes 
Premium Assistance and Employer-Sponsored Insurance (ESI) Premium Assistance for 
eligible individuals. More information about this is available in the publication, 
"Shopping for Vermont's Catamount Health Insurance." To obtain a copy, call us at 1­
800-631-7788 (toll free) or 802-828-2900 or visit our website at www.bishca.state.vt.us. 
Information is also available at www.GreenMountainHealth.org. 

SMALL GROUP HEALTH INSURANCE 

Small group health insurance is available to employers with 1 to 50 employees. Participation 
requ~ments that insurers are allowed to impose have recently changed. Small groups 
haiflng between 11 and 50 employees need at least 75% of the employer's employees to 
participate in the employer'S health plan. For employer groups with at least 10 employees, 
only 50% of the employees are required to participate in the employer's health plan. 
Employees who are covered by another group plan or a government program (such as 
VHAP) are not included in the total number of employees for purposes of the participation 
requirements. Insurers must not audit compliance with these requirements more than once 
per year and such monitoring must be done uniformly across all employers. 
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If an employer group drops below the required participation rate (50% or 75%, depending 
upon ~e size of the company), the employer has 120 days to try to come into compliance 
before the insurer can terminate coverage. 

Sm:llogroup employers pay the premium to the insurance company while each employee 
usually has a set amount of money withheld from their paycheck by the employer to pay 
their share of the premium. A self-employed individual may also qualify as a small group 
(sometimes referred to as a "group of oneil). The insurance company may request a copy 
of your federal income tax return as proof of your self-employed status. Self-employed 
individuals can buy insurance from an agent or insurance company and will be 
responsible for paying the premium directly to the insurance company. 

EXEMPT ASSOCIATIONS 

Insurance offered through an association is defined as IIsmall group" insurance, regardless of 
the number of members in the association. An association must meet certain requirements in 
order to be able to offer insurance to its members. For example, the association must have 
been organized for purposes other than obtaining insurance. The insurance offered by the 
association must be provided by a Vermont-licensed health insurer that is registered with 
the State as a small group insurer. 

In order to offer this insurance, the association must have been granted an 1/ exemption" by 
the Vermont Department of Banking, Insurance, Securities and Health Care Administration. 

c 
AnJ'exempt association" must offer insurance to all members, and acceptance of members 
cannot be based on health status. Employees of small employers who get their health 
insurance through an exempt association may only select the insurance plans and riders 
offered by the association. 

Rates for each exempt association are based on the claims experience of all small employers 
in the association's health insurance plan, which can change over time. Exempt association 
rates may be lower than in the statewide community rated insurance market. However, 
association rates could be higher if the association's insured members have higher-than­
average health care claims. 

Small businesses may be eligible for membership in one or more exempt associations in 
Vermont. Your business or employer may already be a member of an exempt association. 
Some exempt associations restrict membership to small employer groups that work in a 
specific industry. For a list of exempt associations in Vermont, see pages 25 and 26. 

c 
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Section Two: Before You Choose a 

Health Insurance Policy 


b2J 	 Make sure the agent and/or the company you are dealing with is licensed in the 
state and the insurance policy is approved for sale in Vermont. If you are not sure, 
call our Department at 1-800-631-7788 or 802-828-2900 . 

• ... 

Learn what kinds of policies will provide what you need, compare the policies and 
pick the one that is best for you. Don't hesitate to shop around and ask a lot of 
questions. 

Do not sign an application until you review it carefully to be sure your answers are 
complete and accurate. 

Make sure that the word "insurance" is actually used and that there is no disclaimer 
stating that, "This product is not insurance, nor is it intended to replace insurance." 

b2J 	 When you buy a policy, make the check payable to the company, not the agent. 
... " 	 Always pay by check or money order, and write your policy number on the 

payment. 

Ask for a receipt for all payments. The receipt should include your policy number, 
the date of payment and the name of the insurance company. 
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Section Three: Special Protections 


VERMONT PROTECTIONS FOR INDIVIDUAL AND SMALL GROUP 
POLICYHOLDERS 

Individual and small group health insurance policyholders in Vermont are guaranteed 
certain rights and protections regarding coverage. Understanding these protections can help 
you make a more informed choice. You have the following rights and protections: 

Individual and small group health insurance are"community rated." This means that 
insurance companies are required to charge the same premium to their customers for the 
same type of policies with the same coverage, regardless of health status. However, if you 
buy an individual health plan from a for-profit health insurance company, the company can 
adjvsfthe community rate for each policyholder based on age. 

Individuals and small groups in Vermont also have "guaranteed issue rights. ": Guaranteed 
issue means that insurance companies are required by law to sell you a small group or 
individual health insurance policy if you are eligible under Vermont law to buy such 
policies. Health insurers must"guarantee acceptance" of every eligible group member, 
individual, and their eligible dependents. In Vermont, you cannot be denied individual or 
small group comprehensive health insurance because of your health. 

Similarly, a health insurance company cannot terminate your individual policy or your 
employer group policy because of your health status or claims history. This is called 
1/guaranteed renewability. " Plans can only be "non-renewed" for the following reasons: 

• 	 Non-payment of premiums when they are due. 
• 	 Failure to follow the participation or contribution rules. 
• 	 For plans with provider network requirements, if the enrollee no longer lives or works in 

the plan's service area. 
• 	 For small group insurance, if your membership or employment in the group ended. 
• 	 Fraud or intentional misrepresentation of a material fact in connection with the coverage . ... 
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Section Four: Types of Health 
• 	 Insurance Plans 

Individual and small group health insurance plan offerings include: 

• 	 Indemnity Plans 
• 	 Health Maintenance Organizations 

• 	 Preferred Provider Organizations and Point of Service Plans 

• 	 Health Savings Accounts and High Deductible Health Plans 

• 	 Healthy Lifestyle Plans 

INDEMNITY PLANS 

Indemnity plans are also known as traditional fee-for-service insurance or plans. You are 
usually required to pay an annual deductible or a set amount of your annual health care 
costs. After the deductible is paid, the insurance company will pay for covered expenses at a 
fixed percentage. You are responsible for the remaining percentage (called "coinsurance"). 
Each health care service that you receive is separately billed and reimbursed by the 
insyrance company at the amount covered by the policy. Pure indemnity plans generally do 
not restrict your choice of provider or use of services, as long as the services are covered by 
the policy. Most indemnity plans in today's market are not pure indemnity plans. They 
often have at least one or two managed care features (see Health Maintenance Organizations 
and Preferred Provider Organizations and Point of Service Plans, below). 

Important points about Indemnity Plans: 

• 	 You have the freedom to choose your doctor, specialist, or hospital with few limitations. 

• 	 Your options are seldom if ever limited by geographic restrictions. 

• 	 You may be responsible for paying a deductible before covered medical benefits are 
reimbursable. 

• 	 You may be required to pay a co-payment (a set dollar amount) andjor coinsurance for 
covered medical services. 

Health Maintenance Organizations (HMOs) 

A Health Maintenance Organization (HMO) is a type of "managed care" plan. An HMO 
pro,fides comprehensive health care to its members through a network of health care 
providers within a defined geographic area. The health care providers may be employees or 
contractors of the HMO. The HMO's primary care providers are usually responsible for a 
group of patients, and they sometimes receive a fixed amount of money per month to cover 
the care of each patient (this is called "capitation"). In some cases, there is no deductible or 
co-insurance. There is often a co-payment for office visits and other services. 
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HMOs manage care in a variety of ways. Some examples include requiring members to: 
receive care only from a designated network of providers and hospitals, have a designated 
primary care provider, obtain permission from a primary care provider to see a specialist, 
obtain prior approval for certain services, and obtain review of ongoing services. 

Important points about HMOs: 

•
• 	 ~ou must obtain health care services from HMO providers, except in certain emergency 

situations. You may not have any coverage for certain services if you do not use a 
provider in the insurer's network. 

• 	 Your choice of primary care physician is important because he/she directs your care and 
often coordinates referrals to specialists. 

• 	 Your options may be limited by the geographic restrictions of the HMO network. 

• 	 You may be charged a co-payment each time you receive HMO-covered services. 

• 	 You may be charged more or receive no coverage if you do not obtain approval of certain 
services before you receive care. 

PREFERRED PROVIDER ORGANIZATION (PPO) AND POINT OF 
SERVICE (POS) PLANS 

Preferred Provider Organization (PPO) and a Point of Service (POS) plans are other forms of 
managed care. The insurance company contracts with a network of health care providers 
who agree to provide care to the health plan's members at a certain cost. Health plan 
members usually have more generous coverage if they use the PPO or POS network 
provieers. Members may be permitted to use providers who are not members of the PPO or 
PO~ network but they will usually have higher out-of-pocket costs if they do. 

Important points about PPO/POS plans: 

• 	 You receive the highest reimbursement of benefits when staying within the PPO/POS 
network. 

• 	 You may have the option to go outside the PPO / POS network at a higher cost to you. 

• 	 Check to see if your provider is part of the PPO/POS network before receiving covered 
services. 

c 
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HEALTH SAVINGS ACCOUNTS AND HIGH DEDUCTIBLE HEALTH 
PLANS 

Health Savings Accounts (HSAs) became available under federal law January 1,2004. An 
HSA is a savings account that allows consumers to pay for some of their health care with tax­
free dollars. HSAs allow you to pay for current medical expenses and save for future 
qualified medical and retiree health expenses on a tax-free basis. Examples of qualified 
medical expenses include certain medical services not paid by your insurance policy and 
certain health insurance premiums. 

You must be covered by a qualified High Deductible Health Plan (HDHP) to be able to take 
advantage of HSAs. Not all health insurance polices with a high deductible are federally 
qualified HDHPs. Some banks, credit unions, insurance companies and other approved 
fintncial institutions offer HSAs. In addition, some health insurance companies offer HSAs 
along with their HDHPs. If you want to use an HSA, verify that an HDHP product allows 
you to participate in an HSA, prior to purchase. 

For more information, call us at 1-800-631-7788 or 802-828-2900 to request a fact sheet or visit 
our website at www.bishca.state.vt.us. You can also visit the U.S. Treasury Department's 
website at: http://www.treas.gov/offices/public-affairs/hsa/. 

HEALTHY LIFESTYLE PLANS 

Health insurance companies in Vermont have begun to develop and market health benefit 
plans that promote wellness and disease prevention. These plans will provide rewards or 
incentives to policyholders (such as lower premiums, deductibles or cost sharing) if 
policyholders take specific steps intended to promote healthy living. It is important to note 
that the law prohibits healthy lifestyle plans from requiring that rewards or incentives be 
based on an individual reaching a specific health goal (such a certain body weight or 
cholesterol level). Rather, individuals must commit to specific steps such as seeing a 
primary care practitioner, engaging in smoking cessation classes or participating in a 
walkillg program. Healthy lifestyle plans, like other plans in Vermont, may not deny 
coverage to individuals based on their health status. 
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Section Five: Vermont ReQ'istered 


Insurers Offering iI~dt;;id~~ Health 
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Insurance Plans 

The following health insurers are registered in Vermont to offer individual health insurance plans: 

IndemnityjPPO Plans 

Blue Cross Blue Shield of Vermont 	 (800) 255-4550 or 

www.bcbsvt.com 


MVP Health Plan 	 (800) 825-5687 or 

www.mvphealthplan.com 


HMO Plans 
" •

MVP Health Plan 	 (800) 825-5687 or 

www.mvphealthplan.com 


High Deductible Health Plans 

Blue Cross Blue Shield of Vermont 	 (800) 255-4550 or 

www.bcbsvt.com 


MVP Health Plan 	 (800) 825-5687 or 

www.mvphealthplan.com 


Catamount Health Plans* 

Blue Cross Blue Shield of Vermont 	 (888) 445-5805 or 

www.bcbsvt.com 


MVP Health Plan 	 (888) 687-6277 or 

www.mvpvermont.com 


* For information about Catamount Health Plan premium rates or premium assistance, see 
"Shopping for Vermont's Catamount Health Insurance." To obtain a copy or for more 
information, call us at 1-800-631-7788 or 802-828-2900 or visit our website at 

www.bishca.state.vt.us. 


c 
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Section Six: Individual Health 

Insurance Rates 


BLUE CROSS BLUE SHIELD OF VERMONT (BCBSVT) 

The following is a selection ofplans and benefits offered by BCBSVT. Please contact BCBSVT 
or visit their website for more plan options and updated rates. 

till 

PPO Plans - Vermont Freedom Plans 
PLAN VISIT DEDUCTIBLE IN-NElWORK SINGLE 2-PERSON FAMILY 

CO-PAYS (INDIVIDUAI/ COINSURANCE MONTHLY MONTHLY MONTIILY 
FAMILY) TO RATE RATE RATE 

INDIVIDUAL 
COINSURANCE 

MAXIMUM· 

Vermont 
Freedom Plan $30 $3,500/ $7,000 20% to $6,000 $558.57 $1,117.14 $1,508.14 

Vermont 
Freedom Plan $30 $5,000/$10,000 20% to $6,000 $439.71 $879.42 $1,187.22 

Vermont 
Freedom Plan $30 $7,500/$15,000 20% to $6,000 $366.82 $733.64 $990.41 

Vermont 
Freedom Plan $30 $10,000/$20,000 20% to $7,000 $320.20 $640.40 $864.54 

* Two person and family coinsurance Il).aximums are higher. Prescription drug coverage is 
included in base plans, subject to a $100 deductible, and 40% generic/50% brand/60% non­
formulary drug coinsurance with an out-of-pocket maximum of $5,000. 

'" 
High Deductible Health Plans 

DEDUCTIBLE COINSURANCE OUT-OF-POCKET SINGLE 2-PERSON FAMILY 
(INDIVIDUAL (AFTER MAXIMUMS MONTHLY MONTHLY MONTHLY 

/FAMILY) DEDUCTIBLE) (lNDIVIDUAIjFAMILY) RATE RATE RATE 

(In-Network) 
0% In-Network $5,000/$10,000 

30% Out-of- (Out-of-Network)
$5,000/$10,000 $416.11 $832.22 $1,123.50

Network $7,000/$14,000 

*Amounts you pay towards the In-Network out-of-pocket maximum also apply to Out-of­
Network out-of-pocket limit, and vice versa. Prescription drug coverage is included in base 
plans, subject to deductible and coinsurance. 
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Individual Health Insurance Rates 

(continued) 


MVP HEALTH PLAN (MVP) 

The following is a selection ofplans and benefits offered by MVP. Please contact MVP or visit their 
website for more plan options and updated rates. 

Indemnity Plans 
Undet these plans, premiums are initially determined by the age of each adult at the time of 
e1ll.1)llment. Premiums may be higher or lower, depending upon an individual's age at the 
time of enrollment. Examples of age-rated adult premiums are provided below. Contact 
MVP for further plan details and additional rates, including children-only. 

PLANS DEDUCTIBLE COINSURANCE PER ADULT PER 
(INDIVIDUAL) (Examples of initial monthly rates are CHILD 

based on age and adjusted annually (Any Age) 
thereafter) 

Age 29 Age 45 Age 56 Age 64+ 
1 $3,500 30% $211.72 $257.70 $295.00 $317.55 $99.25 

2 $5,000 30% $179.72 $218.80 $250.47 $269.64 $84.23 

3 $10,000 30% $143.61 $174.79 $200.08 $215.37 $67.32 

4 $25,000 30% $58.22 $70.87 $81.12 $87.31 $27.29 

5 $100,000 30% $15.75 $19.15 $21.91 $23.60 $7.38 

There,is no coinsurance maximum. Coinsurance of 30% is required on five types of 
outpatient services (surgery, lab/x-ray, pre-admission testing and emergency room) after the 
deductible. There is a per person, calendar year benefit maximum of $250,000. Prescription 
drug coverage is included in base plans, subject to a $250 deductible, 50% co-insurance and 
$5,000 annual cap per individuaL 

HMO Plan 
VISIT CO-PAYS DEDUCTIBLE SINGLE 2-PERSON FAMILY 

(INPA TlENT/OUTP A TlENT) MONTHLY MONTHLY MONTHLY 
RATE RATE RATE 

$25 $2,000/$1,000 $1,057.50 $2,115.00 $2,749.50 

Prescription drug coverage is included in base plans, subject to 50% coinsurance and $2,500 
annual cap. 
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#l • Section Seven: Vermont Re0g~stered 


Insurers Offering~Small Group. 

Health Insurance Plans 


The following health insurers are registered in Vermont to offer small group health plans: 

Health Maintenance Organization (HMO), Preferred Provider Organization (PPO) 
and Point of Service (POS) Plans 

Blue Cross Blue Shield of Vermont (800) 255-4550 or 
www.bcbsvt.com 

CIGNA Healthcare (800) 456-6575 or 
(Connecticut General Life Insurance) www.cigna.com 

MVP Health Plan (800) 825-5687 or 
www.mvphealthplan.com 

The Vermont Health Plan (800) 2554550 or 
www.tvhp.com 

High Deductible Health Plans 

Blue Cross Blue Shield of Vermont 	 (800) 2554550 or 
www.bcbsvt.com 

MVP Health Plan 	 (800) 825-5687 or 
www.mvphealthplan.com 

The Vermont Health Plan 	 (800) 2554550 or 
www.tvhp.com 

Healthy Lifestyle Plans 

" MVP Health Plan 	 (800) 825-5687 or 
www.mvphealthplan.com 
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Section Eight: Small Group 

Health Insurance Rates 


BLUE CROSS BLUE SHIELD OF VERMONT (BCBSVT) 
'" 

The following is a selection of plans and benefits offered by BCBSVT. VVhile rates in the table are 
effecti7)e January 1, 2010 to March 31,2010, check with tile insurer to ensure product availability, and 
for more plan options and updated rates. 

PPO Plans - Vermont Freedom Plans 
PLAN IN-NEIWORK IN-NETWORK VISIT PRESCRIPTION SINGLE 2-PERSON FAMILY 

DEDUCTIBLE COINSURANCE CO­ DRUG MONTHLY MONTHLY MONTHLY 
(INDIVIDUAI/ UP TO PAYS DEDUCTIBLE RATE RATE RATE 

FAMILY) INDIVIDUAL AND CO-PAYS 
COINSURANCE (GENERIq 

MAXIMUM"' BRANDfNON-
FORMULARY) 

$50 Deductible 
A2 $200/$600 20% to $600 $10 $5/$10/$25 $1,209.43 $2,418.86 $3,265.46 

$0 Deductible 
A1 $200/$600 20% to $600 $10 $5/$10/$25 $1,222.83 $2,445.66 $3301.64 

$50 Deductible 
E2 $500/$1,500 20% to $1,500 $10 $5/$10/$25 $1,123.32 $2,246.64 $3,032.96 

$50 Deductible 
I • $1,000/$3,000 20% to $3,000 $15 $10/$15/$30 $999.36 $1,998.72 $2,698.27 
~ 

$50 Deductible 
L $2,500/$5,000 20% to $2,500 $20 $10/$20/$35 $854.28 $1,708.56 $2,306.56 

0% after $50 Deductible 
M $5,000/$5,000 deductible $25 $15/$25/$40 $758.78 $1,517.56 $2,048.71 

*Two person and family co-insurance maximums are higher. Prescription drug coverage is 
included in base plans, subject to deductible and co-pays. 

POS Plans -Vermont Health Partnership 
PLANS VISIT INPATIENT OUTPATIENT SINGLE 2-PERSON FAMILY 

CO-PAYS CO-PAYS CO-PAYS MONTHLY MONTHLY MONTHLY 
RATE RATE RATE 

Vermont Health 
Partnership #8 $10 $250 $100 $851.14 $1,702.28 $2,298.08 

Prescription drug coverage is included in base plans, subject to a $100 deductible with $10 
generic/$15 brand/$30 non-formulary co-pays. 
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Small Group Health Insurance Rates 

(continued) 


BLUE CROSS BLUE SHIELD OF VERMONT 

TIl£ following is a selection of plans and benefits offered by BCBSVT. lNhile rates in tll£ table are 
effective JanuanJ 1, 2010 to March 31,2010, check with the insurer to ensure product availability, and 
for more plan options and updated rates. 

Hi~h Deductible Health Plans 
PLAN DEDUCTIBLE COINSURANCE OUT-OF-POCKET SINGLE 2-PERSON FAMILY 

(INDIVIDUAl/ (AFTER MAXIMUMS MONTHLY MONTHLY MONTHLY 
FAMILY) DEDUCTIBLE) (INDIVIDUAl/ RATE RATE RATE 

FAMILY) 

Comp 
$1,500 $1,500/$3,000 0% $1,500/$3,000 $740.38 $1,292.02 $1,871.55 

Camp 
$1,500 $1,500/$3,000 20% $2,500/$5,000 $724.37 $1,227.69 $1,772.86 

Camp 
$2,250 $2,250/$4,500 0% $2,250/$4,500 $641.21 $1,080.18 $1,562.72 

Camp 
$2,500 $2,500/ $5,000 20% $3,500 / $7,000 $565.48 $907.01 $1,309.85 

Camp 
$3,000 $3,000/$6,000 0% $3,000/$6,000 $582.55 $946.15 $1,367.07 

Camp 
$3,000 $3,000/$6,000 20% $4,000/$8,000 $526.50 $818.06 $1,182.55 

Prescription drug coverage is included in base plans, subject to deductible and co-pays. 
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Small Group Health Insurance Rates 

(continued) 


CIGNA HEALTHCARE 

The following is a selection of plans and benefits offered by CIGNA HealthCare. "While rates in the 
table are effectil)e JanuanJ 1, 2010 to March 31, 2010, check with the insurer to ensure product 
availability, and for more plan options and updated rates. 

pas Plans: Open Access Plus (OAP) 
PLANS IN-NE1WORK/ IN-NETWORK OUT-OF­ IN-NETWORK SINGLE 2-PERSON FAMILY 

OUT-OF­ COINSURANCE NETWORK VISIT MONTHLY MONTHLY MONTHLY 
NETWORK TO CONSURANCE CO-PAYS RATE RATE RATE 

• DEDUCTIBLE COINSURANCE TO 

" (INDIVIDUAL) MAXIMUM" COINSURANCE 
(INDIVIDUAL) MAXIMUM" 

(INDIVIDUAL) 

21 $1,000/$3,000 80% to $4,000 60% to $8,000 $20 $579.85 $1,152.65 $1,543.28 

22 $2,500/$4,000 80% to $4,000 60% to $8,000 $20 $424.63 $849.89 $1,213.58 

23 $3,000/$5,000 100% to $3,000 100% to $5,000 $30 $418.21 $840.91 $1,199.47 

Subject to 
24 $2,450/$5,000 100% to $3,250 100% to $5,000 Deductible $424.63 $849.89 $1,213.58 

Subject to 
25 $3,500/$7/000 80% to $5,000 80% to $10,000 Deductible $346.37 $692.10 $989.08 

26 $4,000/$8,000 100% to $4,000 100% to $8,000 $30 $357.92 $720.32 $1,031.42 

Subject to 
27 $5,000/$5,000 100% to $5,000 100% to $10,000 Deductible $284.79 $577.93 $823.59 

* Two person and family co-insurance maximums are higher. Prescription drug coverage is 
incluqed in base plans, subject to deductible and 50% co-insurance. For Plan Options 21 
thrOugh 23, there is a $3,000 individual and $6,000 family out-of-pocket maximum. 

17 


http:1,031.42


Small Group Health Insurance Rates 

(continued) 


MVP HEALTH PLAN 

The following is n selection ofplans and benefits offered by MVP Health Plan. While rates in the table 
are effective JanuanJ 1, 2010 to March 31, 2010, check with the insurer to ensure product availability, 
and for more plan options and updated rates. 

HMO Plans 
PLANS VISIT INPATIENT SINGLE 2-PERSON FAMILY 

CO-PAYS CO-PAYS MONTHLY MONTHLY MONTHLY 
RATE RATE RATE 

Plan 10 $10 $240 $642.03 $1,284.05 $1,699.26 


Plan 10+ $10 $0 $644.20 $1,288.40 $1,674.93 


Plan 15 $15 $240 $632.90 $1,265.80 $1,645.54 


Plan 15+ $15 $0 $634.98 $1,269.95 $1,650.94
'" 

Plan 25 $25 $500 $618.03 $1,236.05 $1,606.86 

Plan 25+ $25 $0 $620.95 $1,241.90 $1,614.48 

For information about adding Point of Service Plan (PaS) options to HMO plans to provide 
additional out-of-network benefits, contact MVP Health Plan directly for benefits and rates. 

HMO Prescription Drug Plan Riders 
RIDER CO-PAYS/COINSURANCE SINGLE MONTHLY 2-PERSON FAMILY 

OPTIONS (GENERlqBRAND/ RATE MONTHLY MONTHLY RATE 
NON-FORMULARY) RATE 

R152-V 50% $41.39 $82.78 $107.61 

R203-V $5/$20/$40 $74.75 $149.50 $194.35 

R234-V $10/$30/$50 $67.59 $135.18 $175.73 , 
<II 

R264-V $15/$35/$50 $56.73 $113.46 $147.50 

R256-V $10/30%/50% $64.35 $128.70 $167.31 
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Small Group Health Insurance Rates 

(continued) 


MVP HEALTH PLAN 

The following is a selection ofplans and benefits offered by MVP Health Plan. While rates in the table 
are effl;.cti7Je JanuanJ 1, 2010 to March 31, 2010, check with the insurer to ensure product availability, 
and"for more plan options and updated rates. 

High Deductible Health Plans 
PLANS DEDUCTIBLE CO- ANNUAL OUf-OF- SINGLE 2-PERSON FAMILY 

(INDIVIDUAI/ INSURANCE POCKET MAXIMUM MONTHLY MONTHLY MONTHLY 
FAMILY (AFTER (INDIVIDUAI/ RATE RATE RATE 

DEDUCTIBLE) FAMILY 

HMO 
VHHD01 $1,500/$3,000 10% $3,000/$6,000 $471.30 $942.60 $1,225.38 

HMO 
VHHD02 $1,500/$3,000 20% $3,000/$6,000 $448.45 $896.90 $1,165.98 

HMO 
VHHD03 $2,000/$4,000 10% $4,000/$8,000 $396.13 $792.25 $1,029.93 

HMO 
VHHD04 $2,000/$4,000 20% $4,000/$8,000 $373.94 $747.88 $972.24 

HMO 
VHHD05 $2,500/$5,000 10% $5,000/$10,000 $342.89 $685.78 $891.51 

HMO 
VHHD06 $2,500/$5,000 20% $5,000/$10,000 $325.78 $651.55 $847.01 

rwd 
VHHD07 $1,500/$3,000 0% $1,500/$3,000 $515.04 $1,030.08 $1,339.10 

HMO 
VHHD08 $2,000/$4,000 0% $2,000/$4,000 $435.43 $870.85 $1,132.10 

HMO 
VHHD09 $2,500/$5,000 0% $2,500/$5,000 $378.51 $757.03 $984.14 

Out-of-network deductibles, coinsurance and out-of-pocket maximums are higher for the 
high-deductible Point of Service (POS) Plans. 
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Small Group Health Insurance Rates 

(continued) 


MVP HEALTH PLAN 

The following is a selection ofplans and benefits offered by MVP Health Plan. While rates in the table 
are effective JanuanJ 1, 2010 to March 31, 2010, check with the insurer to ensure product availability, 
and for more plan options and updated rates. 

PPO Plans 

PPO VISIT IN-NETWORK OUT-OF- IN-NETWORK OUT-OF- SINGLE 2-PERSON FAMILY 
CO- DEDUCIlBLE NETWORK ANNUAL OUT· NETWORK MONIHLY MONlHL MONlHL 

PLANS' PAYS (INDIVIDUAI/ DEDUCIlBLE OF- ANNUAL OUT- RATE YRATE YRATE 
~ FAMILY) (INDIVIDUAI/ POCKET OF-POCKET 

FAMILY) MAXIMUM MAXIMUM 
(INDMDUAI/ (INDIVIDUAI/ 

FAMILY) FAMILY) 

PPO $200/ $400/ $600/ $1,200/ 

VS-1 $10 $400 $800 $1,200 $2,400 $536.40 $1,072.80 $1,394.65 


PPO $200/ $400/ $600/ $1,200/ 

VS-2 $10 $400 $800 $1,200 $2,400 $521.36 $1,042.73 $1,355.54 


PPO $500/ $1,000/ $1,500/ $3,000/ 

VS-3 $10 $1,000 $2,000 $3,000 $6,000 $489.69 $979.37 $1,273.19 


PPO $500/ $1,000/ $1,500/ $3,000/ 

VS-4 $15 $1,000 $2,000 $3,000 $6,000 $483.79 $967.57 $1,257.84 


PPO $1,000/ $2,000/ $3,000/ $6,000/ 

VS-5 $15 $2,000 $4,000 $6,000 $12,000 $442.61 $885.22 $U50.79 


PPO $2,500/ $5,000/ $7,500/ $15,000/ 

VS-6 $15 $5,000 $10,000 $15,000 $30,000 $434.41 $868.81 $U29.46 


PPO $1,000/ $2,000/ $3,000/ $6,000/ 

VS-7 $25 $2,000 $4,000 $6,000 $12,000 $366.05 $732.10 $951.73 


PPO $2,500/ $5,000/ $7,500/ $15,000/ 

VS-8 $25 $5,000 $10,000 $15,000 $30,000 $342.25 $684.50 $889.85 


PPO $5,000/ $10,000/ $5,000/ $15,000/ 

vs.-e $25 $10,000 $20,000 $10,000 $30,000 $536.40 $1,072.80 $1,394.65 


30% coinsurance for out-of-network services. 

Prescription Drug Riders 
PLANS CO-PAYS SINGLE 2-PERSON FAMILY 


(GENERIC/BRAND/ MONTHLY MONTHLY MONTHLY 

NON-FORMULARY) RATE RATE RATE 


48P-V $5/$20/$40 $76.34 $152.68 $198.48 


49P-V $10/$30/$50 $69.03 $138.06 $179.48 


83 P-V $10/30%/50% $57.94 $115.88 $150.64 
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.Small Group Health Insurance Rates 

~ 

(continued) 
MVP HEALTH PLAN 

The following is a selection ofplans and benefits offered by MVP Health Plan. While rates in the table 
are effectilJe January 1, 2010 to March 31, 2010, check with the insurer to ensure product availability, 
and for more plan options and updated rates. 

Preferred Exclusive Provider Organization (EPO) Plans provide access to MVP's regional and 
national provider networks. Selection of a PCP (Primary Care Provider) is not required. No 
referrals are required for specialty care. There are no out-of-network benefits, except for 
emergency care. TriVantage EPO Plans (see page 22) include three healthy lifestyle options: 
Active Lifestyle, Family Focus and Healthy Alternatives. All EPO plan options may include 
tools and services to promote wellness, healthy behaviors and lifestyles. For more 
information about these plans and options, contact MVP for details. 

Preferred EPO Plans 
~ 

PLANS VISIT C()"P A YS DEDUCTIBLE OUT-OF-POCKET SINGLE 2-PERSON FAMILY 
PCPS/SPECIALISTS INDIVIDUAL/F AMIL Y MAXIMUM MONTmy MONTHLY MONTmy 

RATE RATE RATE 

VE003 $25/$40 $0 $0 $484.92 $969.85 $1,292.32 

VE015 $20/$20 $500/$1,250 $1,500/$3,750 $451.00 $902.01 $1,201.93 

VE016 $20/$20 $1,000/$2,500 $3,000/$7,500 $419.19 $838.37 $1,117.13 

VE018 $20/$20 $3,000/$6,000 $9,000/$18,000 $305.44 $610.87 $813.98 

VE031 $25/$40 $500/$1,250 $1,500/$3,750 $441.07 $882.14 $1,175.45 

VE054 $30/$50 $3,000/$6,000 $6,000/$12,000 $295.64 $591.27 $787.87 

VEHD-02 $0/$0 $2,500/$5,000 $3,500/$7,000 $324.82 $649.64 $844.54 

VEHD-03 $0/$0 $5,000/$10,000 $5,000/$10,000 $239.83 $479.66 $623.56 
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Small Group Health Insurance Rates 

(continued) 

MVP HEALTH PLAN 

Tri-Vantage EPO Plans 
• 

~ANS EPOOPTIONS VISIT CO-PAY INPATIENT SINGLE 2-PERSON FAMILY 
PCP/SPEOALISTS CO-PAY MONTHLY MONTHLY MONTHLY 

RATE RATE RATE 

VT01 Active Lifestyle $10/$20 $300 $508.77 $1,017.53 $1,355.86 

Family Focus $15/$20 $0 $508.77 $1,017.53 $1,355.86 

Healthy Alternatives $20/$20 $300 $508.77 $1,017.53 $1,355.86 

VT02 Active Lifestyle $10/$20 $100 $509.41 $1,018.82 $1,357.57 

Family Focus $15/$20 $0 $509.41 $1,018.82 $1,357.57 

Healthy Alternatives $20/$20 $100 $509.41 $1,018.82 $1,357.57 

VT03 Active Lifestyle $15/$40 $300 $496.22 $992.44 $1,322.42 

Family Focus $20/$40 $0 $496.22 $992.44 $1,322.42 

Healthy Alternatives $25/$40 $300 $496.22 $992.44 $1,322.42 

VT04 Active Lifestyle $20/$50 $500 $488.54 $977.07 $1,301.95 

Family Focus $25/$50 $0 $488.54 $977.07 $1,301.95 

Healthy Alternatives $30/$50 $500 $488.54 $977.07 $1,301.95 

VT05 Active Lifestyle $20/$50 $750 $486.92 $973.84 $1,297.65 

Family Focus $25/$50 $0 $486.92 $973.84 $1,297.65 

", Healthy Alternatives $30/$50 $750 $486.92 $973.84 $1,297.65 

VT06 Active Lifestyle $20/$50 $1,000 $474.09 $948.18 $1,263.45 

Family Focus $25/$50 $1,000 $474.09 $948.18 $1,263.45 

Healthy Alternatives $30/$50 $1,000 $474.09 $948.18 $1,263.45 

VT07 Active Lifestyle $25/$60 $1,500 $462.65 $925.30 $1,232.96 

Family Focus $30/$60 $1,500 $462.65 $925.30 $1,232.96 

Healthy Alternatives $35/$60 $1,500 $462.65 $925.30 $1,232.96 
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Small Group Health Insurance Rates 

(continued) 


THE VERMONT HEALTH PLAN (TVHP) 

The following is a selection of plans and benefits offered by TVHP. While rates in the table are 
effective January t 2010 to March 31,2010, check with tire insurer to ensure product availability, and 
for more plan options and updated rates. 

H¥C> Plans - BlueCare 
PLANS VISIT INPATIENT SINGLE 2-PERSON FAMILY 

CO-PAYS C()'PAYS MONTHLY MONTHLY MONTHLY 
RATE RATE RATE 

A $10/$20 $0 $520.30 $1,040.60 $1,404.81 

B $15/$25 $0 $513.28 $1,026.55 $1,385.85 

$15/$25 $250/visit $497.30 $994.61 $1,342.72 

D $20/$30 $500/visit $486.07 $972.13 $1,312.38 

$1,000 annual 
E $20/$30 deductible $469.62 $939.25 $1,267.98 

Prescription drug coverage is available as a rider at additional cost. 

Point of Service (POS) Plans - BlueCare Options 
PLANS VISIT OUT-OF­ OUT-OF­ SINGLE 2-PERSON FAMILY 

<: C()'PAYS NElWORK NElWORK MONTHLY MONTHLY MONTHLY 

'" DEDUCfIBLE COINSURANCE RATE RATE RATE 
(INDIVIDUAL) TO INDIVIDUAL 

COINSURANCE 
MAXIMUM 

A $10/$20 $500 30 % to $2,500 $526.54 $1,053.09 $1,421.67 

B $15/$25 $500 30% to $2,500 $519.88 $1,039.77 $1,403.69 

C $15/$25 $500 30 % to $2,500 $504.17 $1,008.34 $1,361.26 

D $20/$30 $1,000 30% to $4,000 $491.01 $982.02 $1,325.72 

Two-person (employee plus child) and family co-insurance maximums are higher. 
Prescription drug coverage is available as a rider at additional cost. 
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 Small Group Health Insurance Rates 

(continued) 


THE VERMONT HEALTH PLAN (TVHP) 

The following is a selection of plans and benefits offered by TVHP. While rates in the table are 
effecti've January 1, 2010 to March 31, 2010/ check with the insurer to ensure product availability, and 
for more plan options and updated rates, 

High Deductible Health Plans - HSA BlueCare 
PLANS" IN-NEIWORK IN-NElWORK IN-NEIWORK SINGLE 2-PERSON FAMILY 

DEDUcrIBLE COINSURANCE OUT-OF POCKET MONTHLY MONTHLY MONTHLY 
(INDIVIDUAL) AFTER MAXIMUMS RATE RATE RATE 

DEDUcrIBLE (INDIVIDUAL 
/FAMILY) 

$1500 $1,500 0% $1,500 $437.52 $761.29 $1,102.55 

$2,000 $2,000 0% $2,000 $405.26 $688.95 $996.95 

$2,500 $2,500 0% $2,500 $376.49 $624.97 $903.58 

$3,000 $3/000 0% $3,000 $356.41 $577.38 $833.99 

*Certain preventive care services are covered at 100% before the deductible is met. After the 
deductible is met, all services are covered at 100%, including pharmacy benefits. There are no 
annual maximum limits on pharmacy benefits, out-of-network benefits or co-payments for 
office visits. 
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Section Nine: Exempt Associations 

The following is a list of recognized exempt associations in Vermont: 


Associated Industries of Vermont 
P.O. Box 630 

Montpelier VT 05601 


Associated General Contractors of Vermont 
148 State Street 
P.O. Box 750 

Montpelier VT 05602 


Automobile Wholesalers Association 
of New England 
P.O. Box 838, 2-4 Main Street 

Peterborough NH 03458 


Barre Granite Association 
51 Church Street, P.O. Box 481 

Barre VT 05641 


Danjack Enterprises, Inc. 
d/b/a Business Resource Services 
620 Hinesburg Road, Suite 2C 
P.O. Box 9367 

South Burlington VT 05407 


Dairylea Cooperative Inc. 
P.O. Box 4844 

Syracuse NY 13221-4910 


Homebuilders and Remodelers Association 
of Northern Vermont 
136 James Brown Drive 
Williston VT 05495 

St. Albans Cooperative Creamery, Inc. 
140 Federal Street 
St. Albans VT 05478 

(802) 223-3441 


(802) 223-2374 


(800) 258-5318 

(603) 924-9449 


(802) 476-4131 


(802) 865-4560 


(800) 654-8838 


(802) 876-6200 


(802) 524-6581 

(800) 559-0343 
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iii 

Vermont Association of Chamber 
Executives (VACE) 
P.O. Box 810 

Montpelier VT 05601 


Vermont Auto Dealers Association 

317 River Street, Suite 2 

Montpelier VT 05602 


Vermont Bankers Association 

City Center 

89 Main Street, P.O. Box 587 

Montpelier VT 05601 


Vermont Bar Association 
P.O. Box 100 

Montpelier VT 05601-0100 


Vermont Brewers Association, Inc. 
142 Kirk Meadow Drive 
Springfield VT 05156 

Vermont Businesses for Social Responsibility 
60 Lake Street, Ste. 3G 
Burlington VT 05401 

Vermont Chiropractors Association 
170 Burnham Lane 
Colchester VT 05401

'" 
Vermont Farm Bureau 

117 West Main Street 

Richmond VT 05477 


Vermont Grocers Association 

135 N. Main Street, Suite 5 

Rutland VT 05701 


(802) 229-2231 


(802) 223-6635 


(802) 229-0341 


(802) 223-2020 


(802) 885-1262 


(802) 862-8347 


(802) 999-9307 


(802) 434-5646 


(800) 842-8503 

(802) 775-5460 
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Vermont Health Care Association 

617 Comstock Road, Suite 8 

Berlin VT 05602 


Vermont Insurance Agents Association 
P.O. Box 1387 

Montpelier VT 05601 


Vermont League of Cities & Towns 

89 Main Street, Suite 4 

Montpelier VT 05602-2948 


Vermont Retail Association 
P.O. Box 688 

Essex Junction VT 05453 


r. 

Vermont School Boards Insurance Trust 
79 River Street, Suite 301, 3rd Floor 
Montpelier VT 05602 

Vermont Ski Areas Association 

26 State Street, P.O. Box 368 

Montpelier VT 05601 


Vermont State Dental Society 

100 Dorset Street, Suite 18 

South Burlington VT 05403-6241 


Vermont Medical Society 
P.O. Box 1457 

134 Main Street 
Montpelier VT 05601 

Vermont Bus & Truck Association 
Box 271 

Barre VT 05641 


~ 

(802) 229-5700 


(802) 229-5884 


(802) 229-9111 


(800) 649-1698 (VT) 
(802) 879-6999 


(802) 223-5040 


(802) 223-2439 


(800) 640-5099 

(802) 864-0115 


(800) 640-8767 

(802) 223-7898 


(802) 479-1778 
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Section Ten: Important 

Health Insurance Terms 


1/11 

In dealing with health insurance, you may come across a number of unfamiliar terms. This 
section can help you understand the general terms. You must also read your policy 
definitions to understand what these and the other terms mean. 

Out-of-Pocket Costs 

Most policies require that you pay some portion of your health care costs. Three types of cost 
sharing are typically used in health insurance policies: 

Deductible: The deductible is the amount you must pay before the insurance company pays 
benefits. The health insurance policy may not cover any costs until you have spent the 
deductible amount. Some policies will cover certain types of benefits (such as preventive 
care) before you "meet" the deductible. Policies differ on which costs are counted towards 
the deductible amount. Some policies have a deductible for each family member. 

Co-Payment: A co-payment is the set amount you must pay for certain covered health care 
servicrs. The insurance company pays the rest of the amount for the covered health care 
serl'ices, at least up to an amount that the insurer considers reasonable. It is important to 
understand that under some circumstances you may be responsible for paying for amounts 
that exceed what the insurer considers reasonable, especially if the provider of the services 
does not have a contract with the insurer. 

Co-payments may differ by the type of health care service. For example, your policy may 
have a $10 co-payment for a physician's office visit, a $50 co-payment for emergency room 
use, and a $100 co-payment for inpatient hospitalization. Some policies have different levels 
of co-payments for prescription drug benefits, called tiered benefits. In these cases, you may 
pay the lowest co-payment for generic drugs, a higher co-payment for brand-name drugs that 
are on the insurer's preferred list (sometimes called a "formulary") and the highest co­
payment for brand-name drugs that are not on the insurer's preferred list. 

Coinsurance: When a health service is subject to coinsurance, the insurance company pays a 
portion (typically a percentage) of the health care costs, and you pay the remainder. 
Sometimes the amount of coinsurance you pay may be different when the health care 
providers are under contract with the insurer (called "participating proViders" or "in_ 
network providers") versus when providers are not under contract with an insurer (called 
"non-participating providers" or "out-of-network providers"). It is important to understand 
tha£ the policy may only pay a percentage of the cost of the service that the insurer considers 
reasonable; if a provider (usually a non-participating provider) charges more than this 
amount, in some situations you may be responsible for paying the difference, in addition to 
the coinsurance. 
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Some policies set dollar limits, also known as out-oJ-pocket maximums, on the total amount 
of out-of-pocket costs you must pay. Sometimes these out-of-pocket maximums only apply 
to certain types of services, while others do not set out-of-pocket maximums. For example, 
"80/20% with $5,000 maximum" means that after you have met the deductible, the insurance 
company will pay 80% of your covered health care expenses and you pay for 20% of the 
expenses. This payment arrangement continues until the total paid by you reaches $5,000. At 
that point the insurer will pay 100% of the reasonable and customary cost for covered health 
care services. Be sure you read the policy carefully and make sure you understand its terms. 

Pre-existing Condition Exclusions 
'" 

A pre-existing medical condition is defined as any illness or health condition for which you 
received medical advice, treatment, diagnosis, or care during the six months prior to the start 
of your new health insurance coverage. Non-group insurance policies may define all such 
conditions in the last twelve months as pre-existing conditions. If you receive a 
recommendation to seek medical attention about a health condition or illness from any health 
care provider, that condition or illness could also be considered a pre-existing condition. An 
insurer can exclude coverage for health care costs that are incurred related to a pre-existing 
condition, but only for a certain period of time. After the "waiting period", the insurance 
company must cover you for any condition that would otherwise be covered in your policy. 
In many situations, the law prevents insurance companies from imposing pre-existing 
condition limitations. Some of the rules are: 

• 	 For individual health insurance: If you have health insurance coverage now or recently 
had health insurance coverage for at least nine months, and no more than 63 days have 
passed since the prior coverage ended, a new insurance policy cannot exclude pre-existing 
conditions. It is important to note that some types of limited health insurance coverage 
may not qualify as prior coverage to prevent the application of a pre-existing condition 
jinlitation. 

• 	 For small group health insurance: If you have health insurance coverage now or recently 
had health insurance coverage for at least nine months, and no more than 90 days have 
passed since the prior coverage ended, a new insurance policy cannot exclude pre-existing 
conditions. It is important to note that some types of limited health insurance coverage 
may not qualify as prior coverage to prevent the application of a pre-existing condition 
limita tion. 

• 	 Catamount Health has special rules about pre-existing conditions limitations. More 
information about this is available in the publication, "Shopping for Vermont's 
Catamount Health Insurance." To obtain a copy, call us at 1-800-631-7788 (toll free) or 
802-828-2900 or visit our website at www.bishca.state.vt.us. Information is also available 
at www.GreenMountainHealth.org. 
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If you had some prior health insurance coverage, but not for a full 9 months, the insurance 
company can still exclude coverage for. a pre-existing condition. However, you may qualify 
for credit, equal to the amount of time you had prior coverage, against the pre-existing­
condition waiting period. 

Riders 

A rider is a form that changes the terms of your policy. Sometimes the rider will add 
coverage (such as prescription drugs), but sometimes a rider is used to limit coverage. 
Premiums may be adjusted if the rider(s) adds benefits. Riders used only to clarify 
coverage should not affect the premium. Riders may contain co-payments or deductibles 
that differ from the base policy. 

Usual and Customary 

Us~aland Customary typically means the standard rate in a certain geographic area for 
identical or similar health care services. Many insurance companies base the portion of 
service costs they will pay, sometimes called "allowed amount" on "usual and 
customary" or 11 reasonable and customary" charges. These terms are defined in the 
policy. 
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Appendix 4 


Examination and Oversight 


I. Commissioner Decision, Docket No. 09-] 3]-H 



STATE OF VERMONT 

DEPARTMENT Of BANKING.IXSURANCE. 


SECCRITIES AND IIEAI.TII CARE ADMIXlSTRATION 


In re: Blue Cross B1uc Shield ofVemlont 
Request for Increase in Subseriber Rates Docket No, 09-131-11 
Filing Nos. 45346 and 45347 

Commissioner's DecisjQn 

Based upon consideration of the entire record in Ihis maller, the Commissioner 
hcreby issues the follo ....ing Findings of Fact: 

Findings of Fact 

I. Blue Cross Blue Shield of Vermont ("the Company") filed a request for an o\erall 
)4,6% increase in its rates for the insured members of Business Resource Services 
("URS·'). a business association exempt from certain requirements of Vermont's 
community rating la" under 8 V.S.A_ § 408Ird(h)(J) and (4). The proposed r,ltc increases 
\ar)' from 7,4% to 47%. depending u'PIm the producl ehosen by the association member 
or subs.:nbers. Exhibit A (2010 Rate Development Filing lor BRS, No. 45347) 

2. The Company also tiled a request for an overall 24.9"/0 in its rales for the insured 
members oflhe Vermont Health Services Group Association C"VHSG"), a business 
association cxemptlrom certain requirements of Vermont's community rating law under 
8 V,S,A. § 4080a(h){J) and H). The pfllposcd rate increases vary lium 4.3% to 49.6%. 
depending upon the product chosen oy the association member or subscriber. Lxhibit A 
(2010 Rate Development Filing for VHSG, No. 45346,. 

:I. Tho: Company's proposcd rate increases were calculat~'ci using a base trenJ lactur 
upproved by the Department of 8A% for cumbined medical and pharmacy claims. 
Applied to the BRS and VIISG association experience pools, however, Ihe trend factor 
resulls in a 10.9"/0 trend factor l(lr BRS, and an 11.1% trend factor lor VI [SG. txhibit C 
(IQ 2010 Trend Factor Filing No. 44507): Exhibits A and Il 

4. The Company's proposed rate increases were also calculated using an overall 5% 
annual administrativ<! cost trend approved by the Department. Applied to the BRS 
association and the VIISG association, howevcr, the trend factor resulls in a significantly 
higher increase in administrativc costs for IlRS and VIISG. Exhibit n (2010 Admin 
Charge S.;heduh: and Contribulion t,) Reserve Filing No. 44670); Exhibits A and B. 

5. Three additional factors have contributed to the magnitude of the Compan) . s 
proposed r,lIe increases. First. lOr many years thc Company failed to mea.~urc and limely' 
lile bendil relativity factors on a regular basis. Benefit relativity factors are needed in 
ordcr that premiums charged to subscribers accuralel~ renecl the cost uf thc henelit 
design induded in the subscriber's insurance product Bec<luse of this failure. the 
Com pan} is essentially "catching up" fbr y<"<1rS when benefit ro:-Ialivit; factors ....':re nllt 
applied a., Ihey should have been, resulting in significant rate increases in the current 
year. Ihese signilicant raIl.' increases resulted notwithstanding thc application of a 
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i()rmula designed to mitigate the impact on rales in the !irsl year. Exhibit E (lknclil 
Relativity Methodology Filing). 

6. fhe second additional factor contributing to the significant rale impact on the !3RS 
and VHSG associations is the decision of the Company to reduce the number of the 
Company's insurance product offerings in order 10 reduce the Company's administrative 
costs. for many years the Company's administrative costs have been higher than 
nece!l.~ry because or the multiplicity of insurance products offered to subsentx."1'S. The 
n:du..:tion in i!1sumnec produ(;ts is in a..:cord<l!1ce with recommendations of the 
Company's lIudit()r. in September 2007 (Exhibits F. Report and Analysis of the 
,\dministrativc Expenses of Blue Cross Blue Shield of Vermon!. lleloitte Consulting 
1.1.1'). but because of its histori(.;al decision to maintain a multiplicity of insurance 
products. and becausc of the manner and liming in which the number of products offered 
to BRS and VHSG have been reduced, the results are II substantial impact on subseriber 
rates. Exhibits A and B. 

7. The Department has supported, and continues to ~upport the Company's el1'orts to 
reduce Ihe number of its insurance product offerings in order to reduce the Company's 
administl"<ltive costs which are includcd in subscriber rates. E."hibit G (Commissioner's 
letter dated November 2, 2007). The Department also has supported. and continues to 
support. thc Company's decision to measure and apply bcnelit rclativity factors to the 
various bencfit plans otTered hy the Company. SlJ thaI the premiums charged 10 

subsnibers will more accurately reflect subscribers claims and costs. Exhibit tI 
(I)epanm~nt's appro\al (lflhc Benefit Relativity Mcthodolo£,y filing. July 22. 2009), 
Nevcnh('\css, the impact of implementing these decisions has contributed to significant 
rate increases filr most oflhe BRS and VflSG members. While the Company's Bendlt 
Rdat!vily Methodology Filing includes a transition methodology. the Filing docs not 
provide adequate notice to the Dcpartmcnt that applying the benefit relativity factors 
contribut(' in a substantial manner to rate increascs of 34.6% and 24.9% for the respective 
associations. l.943 of the total of 2.941 subscribers face rale increases in excess of 40% 
under the Company's DRS tiling, and) .340 ()fthe total of2.382 subs(.;ribers face ratc 
in(.;reases in ex~ess or 40% under the Company's Vlisa ming. hhibits t\ and B 

8. The third additional factor contributing to the significant rate impact on the BRS 
m~mbers is II combination of volatility and adverse selection in the BRS association 
expo:riencc: pool. As explained by the Department's al:luarial consultant. BRS subscriber 
I:onlraets insured by the ('ompany have dl..'Creased from 4.460 at the 20()9 renewal date to 
2.941 at the 2010 rene\Hd date. While subscribers ha\e been leaving the BRS 
association. the subscriber daim)l per month has im::rcased from $745.34 to $933.19. 
rllis phenomena is a cllIssic demonstration of adverse selection. ~here healthier members 
leave II group. leaving behind less healthy and morc e~qx'llsiw insured subserirers. 
Exhibitl (Ilarrington leller ofOctober 22.20(9). 

9. Rate increases ofthesc magnitudes arc likcl) 10 pmdul:e two <-"qually undesirable 
results: either the significanl ratc increases will exacerbate the existing \'olatilit~ in the 
association and small group markets. as .:mployers s(.;Ck ways to mitigate signilicant 
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Increases in their husiness costs by migrating to another assuciation ur market: or. faced 
with busincss cost increases that cannot be absorbed. thc employcr will choose to drop 
coverage for his or her employees and their dependents. While employers whu drop 
coverage faee an adjustable assessment of $365 annually per uncuvered full time 
equivalent employee (21 V.S.A. §§ 2001-2003), if thc Company's proposed rate increasc 
request Il)r the BRS association is approved. annual subscriber plan premiums will rangc 
from S7.116.52 (single. $2.250 d~-ductible)!$18.474A8 (family. $4.500 deductible) Il)r 
the Im\ est l'llst liSA plan. to $8.136.12 (single)1 $21.966.84 (family) for a prefcrred 
provider organization product with a $500 deductible. $2,500 annuaillut llf pocket 
maximum. $30 ollice co-payment. Assuming that a typical employer contributes 83% of 
the cost of single co\cmge. and 63% of the cost of lamil} coverage l • the business cost to 
the empluycr iftllc Company's rate increases are allowed to be implemented is 
$5.906.711$\ 1.638.92 fur liSA cuverage or $6.752.981$13.839.10 lor PPO cllverage. lar 
in excess or the cust uf the $365 annual FTE assessment. 

10. The Company's other ratc increases in its other lines of business arc relatively 
modest when compared to the ratc increases proposed by the Company for its BRS and 
VHSG subscribers. Sec Exhibit J (TVHP appr()\ed liIing). 

II. The Company's current rescn·es. 'A'hich must be adequate in order I(lf an 
insurance compan~ to be financially stable. are at a h:\'d representing a 18.2~<. SAI'OR 
mtio. '1 his le"cl of reserves is adequate. Exhibit K (Ixpartment's calculation of the 
Company's SAI'OR ratio). 

Based upon the Commissioner's Findings of Fact and the applicable law. the 
Commissioner hereby issues the tollowing Conclusions of Law: 

Cunclusions 

11. Pursuant tu 8 V.SA. §§ 4062, 45 D(b). and 4584(a). the Cumpany is prohibit~'lI 
from using nileS and premiums without thc approval of the Commissiuner. The 
Commissiuner may disapprove requested rates if the Commissioner finds that such rates 
are unjust. unfair. inequitable. excessive. inadequate. or discriminatury. 

I.,. The Company. as a hospital and medical sen'ice corporation. has special 
statutory obligations and responsibilities to its subscribers which the Legislature has nut 
c<xpress)y imposed on other health insurance companies. See 8 V.S.A. § 4511(a) ("It Ithe 
Company) shall be maintained and operated solely fUI the benelit of the subscribers 
thcreof· • • :'j See also 8 V.S.A *4513(c) ("In cllnnl'ctiun with a rate decision. the 
commissiuner may also make reasunable supplemental orders tu the corporation and may 
attach reasonable conditions and limitations to such orders as he finds. on the basis or 
cumpetent and substantial cvidence. necessary to insure that benefits and services an: 
provided alminilllulII cost under eHich:nt and o!eunomicallllanagemcnt ufthe 
corporati()n.") As \\oas explained by the Vermont Supreme Court ... • • • Blue ('ross is 
not a private business operating fr.:cly within the competitive marketplace: it is a quasi­

, lmpl,,)er Iteallh Benelils. 2009 Annual Su"ey. Kaiser F.mily Foundation-ttcalth Research and 
Educational TruSL Section 6. WorL..cr and Emplo)cr ContrihulJOI1~ I(,r P'rcmiunts. 

http:6.752.981$13.839.10
http:1.638.92
http:21.966.84
http:8.136.12
http:S7.116.52
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public business subJcct to the regulation of the commissioner:' In re Vennont Health 
Service Corporation. 144 VI. 617 ()984) 

14. The Commissiont'r is authorized to consider factors other than strictly actuarial 
analysis in dctennining whether the (:ompany's proposcd rates arc "excessive." While 
tllhcr ~talCS have enacted statutes ditTerent from VennonCs. the consensus of courts 
rc\ icv.ing the exercise of an insurance commission.:r·s rate decisions is that II wide 
,ariet}' of tactors beyond the math.:matical and actuarial can and should be conskl.:rl'd by 
an insurance commissioner. S.:c Blue Cross and BlU!!_Shield of Michigan, 139 Mich. 
Apr 109. 112·116 (1985): Insurance Commissioner oftbe Stale of Maryland v. Carctirst 
QLt~:laf}land, 816 A.2d at 135-136; In re Rate Filing of Blue Cross H~'p'ital Service, 1'1.'-" 
1511 W.Va. 725,730(1975). 

15. The Commissioner concludes that the overall 34.6% mte increase filed by the 
Comprul,' for BRS subscribers. as well ilS the significantly higher increases ror some 
association members. is excessivc. unjust unfair. and inequitable. Among the relevant 
facts and circumstWlces. the rute increases arc primaril}' attributable to factors in the 
control or the Compuny: (a) the failure of the Company f(lr many y.:ars to us<: 'lpprovcd 
benefit relativity factors for its association products, and the application or a transition 
lonnula that has a signilicant ratc impact in the first year of implementation; (h) the 
multiplicity of Insurance products offered hy the Company for many years. tbe decision 
by the Company to reduce the number of insurance products otTered to its subscribers. 
and the application or an inadequate transition period has a significant rate impact on the 
associations subscribers: and (e) the decision of the Company to apply its administrative 
cost charge, reseryc charge. and medical and phannacy trend to BRS association rates in 
a manner. and at a time when those rates arc already under considerable stress as it result 
of the other factors described herein. While each of these dech;ons may be reasonable 
when viev.e:d in isolation, as applied collectivcl) to BRS subscribers. the resulting mtes 
are excessi\e, unjust, unfair and inequilable 

16. The Commissioner concludes that the 24.9% rail' increase filL>d by the Comp.my 
Ii.}r VUSU subscribers. as well as the significantly higher increases for some association 
members. is excessive, unjust. unfair, and inequitable. Among the relevant facts and 
circumstances. the ralc increases arc primarily attributable to fa;,.1ors in the control of the 
Company: (a) the failure of the: Company for many years to IISC approved bl.'l1efit 
relativity factors for it.<; association products and the application of a transition IbnnuJa 
that has a significant rate impact in the first year of implementation; (b) the multiplicity 
ofinsurance products oll'ered by the Company for many years. the dl."Cision by the 
Company to reduce the number ofinsurancc products offcred In its subscribers and the 
application of an inadl'qualc transition period has II signiticant rate impact on the 
associati!'11 sllbscriber~; ,md (c) thc decision of the Company 10 apply ils administraliw 
cost charge. re~erve ..:hargc, and medical and phannacy trend to VHSU association rates 
in a manner. and at a lime when those rales an: already under considerahle stress as a 
result uftllc other factors described herein. While each ofthcsc d~"Cisions may be 
reasonable when viewed in isolation. as applied collectively to VBSG subscribers the 
resulting rates arc excessive. unjust, unfair and inequitable. 
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17. As an alternative to imlX)sing excessive. unjust. unfair and inequitable rates on its 
subscribers. Ihe Company can moderate the rate impact on these association~' subscribers 
b~ (i) modifying ils Bendit Relativity Methodology to include a longer transition period 
or dinerent transition formula: (ii) temporarily suspend its contribution to reserves l'Or 
these two pools of subscribers: and (iii) temporarily increase its contribution to reserves 
in other lines of business. and thereby diminish ils impact on the associations' 
subscribers. The Commissioner concludes based on the entire record in this matter the 
Company's rates lor the BRS and VHSG associations are excessive, unjust, unlilir and 
inequitable if any subscriber's rate increase for the product he or she purchases exce,,-ds 
25fV~. 

III. The Commissioner rt.'Cogni;.:es that rate dl.'Cisions must not result in significant 
negative financial consequences for the C(lmpany. Vermont needs efficiently operated, 
financially stable and sustainable health insurance companies. including the Company. in 
order 10 ofrer Vernumlers m;cess to nealth insurance and affordable health care. 18 
V S.A. § 9401(a). The Commissioner concludes. howcn:r. thatlhe decision made herein 
\\ ill not result in any significant or materially ncgative t1nllncial consequences fbr thc 
Company. 

19. The Commissioner acknowledges that her rate decisions with respect to these two 
liIings do not addfl.'Ss more fundamental problems facing the Company and the 
a.~sociation-small group health insurance market in geneml. These problems include 
persistent medical inllation, and a segmented small group and association market that 
invites adverse selection and manipulation. The Commissioner also continues to be 
excel.'liingly troubled by the award 10 the Company's formcr Chief Operating Onicer of 
over $6 million upon his retircment in December 2008. The Commissioner concludes 
that there is cause to believc that this excessive monetary award is contrary to the 
insurance laws of this state. contrary to the laws regulating the Company and its 
obligations to subscribers. ,md contmry 10 the Company's obligations to its subscribers as 
a non·prolit corporation. The Commissioner acknowlcdges and supports the continuing 
efTorts or the current management of the Company 10 reduce the total retirement 
compensation paid to the Company's fonner ChiefOpemting Ollicer. 

20. In order to insure that the Company is maintained and operated solely for the 
benclit of its subscribers, and to insure that benefits and senicl:s arc provided al 
minimum cost under ellkicIlt and economical management of the Company. the 
C ommissiom'r conci udes that the ('ompany should be subject to sllpplemental ordcrs 
designed to address the above-referenced fundamental problems. 

Ral.: Order 

"'·herefmc. i>as.:d upon the Commissioner's consideration ufthe entire rccord in this 
matter and the applicable la ... Ihe Company's rate incr.:asc filings for the IlRS and 
VIISG association are hereby DENIED. The Commissioner intends to reconsid.:r mte 
filings I(lr Ihesc two associations if the filings arc consistent with the criteria established 
in Para. 17. abovc. or if the filings moderate the rate impact on these subscribers in a 
similar manner. 
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Order tll Show Cau$C,Jmd 

Notie.: Relating to Supplemental !)rders 


No\\. climes the Commissionl.'!', pursuant to her authority under 8 V.S.I\, § 15, and 8 
V,S;\, ** 45lJ(c) and 4584(c), and hereby ORDERS the Companyto SIIOW CAUSE 
wh) the Commissioner should not issue the following reasonabl.: supplemental orders. 
terms and conditions necessary to insure that benelits and services are provided to 
subscribers at minimum cost under efficient and economical managem.:nt of the 
(·ompany. and to insure that the Company is maintained and operated solely tilT the 
benefit of subscribers. The Company is hereby given NOTrC E that a h.::aring will be held 
on a datI! to be ,eheduk'd by the Commissioner on or aller November 13,2009, to offer 
the Company the opportunity to be heard concerning the issues set forth below, lollcming 
which. and attcr consideration of the evidence ol1cred by the Company and the 
Department. and the entire record in this matter, the Commissioner may thereafter issue 
one or more supplemental orders: 

A. 	Should the Company be order~-d to file II plan approved by the Commissioner 
designed to lower the Company's lrend lor hcahh carc costs'? The 
Commissioner acknowledges lhat a similar order issued in January 2007, bul the 
Company's efforts 10 lower trend to a reasonabl.: and sustainable Ievcl have not 
been successful. Should the Company's plan include cost containment 
benchmarks proposcd by the Company and approvl.'<l by the CommissioOl.'r? 

It 	Should Ihe Company be order,oJ to tile an acluarial adjustment methodolog} 
appronoJ by lhe Commissioner to reduce volatility in membership and rates in 
the u$wciatil'n and small group markets? 

C, 	Should the Company be ordered to liIe an approved plan to recover that portioll 
of post-cmployment compensation of the Company's former Chier Exc('uthe 
Otliccr deemed by the C ommissioncr to be excessive under the insurance laws 
oftlli!! state. under the health insurance laws specifically applieah!\: to the 
Company. and under Vermont's non-prolit corporation laws? 

I). 	Should the Commissioner assert eonlinuingjurisdiction over this proceeding. 
and issu\! sllch further supplemenlal orders as arc necessary 10 insure that 
~nclits and services arc provided to subscriber~ al minimum <-'ost under ellici,,'1l1 
and cconomit:'al management of the Company? 

(.I 
Dilled at Montpelier. Vermont this} da~ of Novcmher. 2009, 
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GOAL: Effective rate review in all insurance markets 

Estimated date of established fund' --_ ..- t with State: A t 9. 2010 to SeDtember 30. 20ll~--

Task or milestone Person 
responsible 
for carrying 

out task 

How long 
will this 
task take 
to 
complete 

How does task contribute to project completion 

I 

Insurers notified of 
Department's intention to 
establish procedures for 
annual rate review of 
large group market 

Rate and 
Forms 
Director 

1 month An initial step in moving forward with new filing requirements; 
Insurers must be notified of new rating requirements pertaining 
to the large group market 

Department request for 
information and comment 
from interested parties 
and reQulators 

Rate and 
Forms 
Director 

3 months Groundwork necessary to develop appropriate rate procedures 
for rate review of Vermont's large group market. 

1st draft of Department 
rate filing requirements 
and procedures 

Rate and 
Forms 
Director 

1 month Essential step in the process of developing Department rate 
procedures for rate review of the large group market. 

Review and comment on 
Department's 1st draft of 
rate filing requirements 
and procedures 

Rate and 
Forms 
Director 

2 months Essential step in the process of developing Department rate 
procedures for rate review of the large group market. 

2nd draft of rate filing 
requirements and 
procedures 

Rate and 
Form Director 

1 month Essential step in the process of developing Department rate 
procedures for rate review of the large group market. 

Final rate filing 
requirements and 
procedures posted on 
Department website 

Rate and 
Forms 
Director 

13 months Final result of the completion of tasks #1 through # 5 above; 
necessary to have completed for rate review begins January 
2012. 
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II II 

GOAL: Rate review of minor insurance lines 

E .. dd f established fund" "'h S A 9.2010 to S ber 30, 2011 
Task or milestone Person How long How does task contribute to project completion 

responsible will this 
for carrying task take 
out task to 

complete 
Insurers notified of Rate and 1 month An initial step in moving forward with new filing requirements; 
Department's intention to Forms Insurers must be notified of new rating requirements pertaining 
establish procedures for Director to minor lines of insurance. 
rate review of minor lines 
of insurance 
Department request for Rate and 3 months Groundwork necessary to develop appropriate rate procedures 
information and comment Forms for rate review of some minor lines of insurance. 
from interested parties Director 
and reQulators 
1st draft of Department Rate and 1 month Essential step in the process of developing Department rate 
rate filing requirements Forms procedures for rate review of minor lines of insurance. 
and procedures Director 
Review and comment on Rate and 2 months Essential step in the process of developing Department rate 
Department's 1 st draft of Forms procedures for rate review of minor lines of insurance. 
rate filing requirements Director 
and procedures , 

2na draft of rate filing Rate and 1 month Essential step in the process of developing Department rate I 

requirements and Form Director procedures for rate review of minor lines of insurance. 
procedures 
Final rate filing Rate and 11 months Final result of the completion of tasks #1 through # 5 above; 
requirements and Forms necessary to have completed for rate review beginning October 
procedures posted on Director 1, 2011. 
Department website 
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'i!> ,. 11 

GOAL: Adopt standards for carrier rate filings 

Estimated d f established fund" 'th State: A t 9. 2010 to Seotember 30. 2011 
Task or milestone Person How long How does task contribute to project completion 

responsible will this 
for carrying task take 
out task to 

complete 
Insurers notified of Rate and 1 month An initial step in moving forward with new filing standards; 
Department's intention to Forms Insurers must be notified of new rating filing standards. 
establish standards for Director 
carrier rate filings 
Department request for Rate and 3 months Groundwork necessary to establish appropriate standards for 
information and comment Forms carrier rate filings. 
from interested parties Director 
and regulators 

----­

1st draft of Department Rate and 1 month Essential step in the process of establishing appropriate 
rate filing requirements Forms standards for carrier rate filings. 
and procedures Director 
Review and comment on Rate and 2 months Essential step in the process of establishing appropriate 
Department's 1st draft of Forms standards for carrier rate filings. 
rate filing requirements Director 
and procedures 
2nd draft of rate filing Rate and 1 month Essential step in the process of establishing appropriate 
requirements and Form Director standards for carrier rate filings. 
procedures 

----­

Final rate filing Rate and 11 months Final result of the completion of tasks #1 through # 5 above; 
requirements and Forms necessary to have completed for implementation of standards 
procedures posted on Director by July 1, 2011. 
Department website 



Rate Review Grant - Vermont Application - Work Plan 

l!> !!I 11 

GOAL: Informational filings by Third Party Administrators 

Estimated date of established fund' --- - - - _..- --- - - t with State: A --- t 9. 2010 to September 30. 2011 
Task or milestone Person 

responsible 
for carrying 
out task 

How long 
will this 
task take 
to 
complete 

How does task contribute to project completion 

Insurers notified of 
Department's intention to 
establish and publish 
annual informal filings by 
3rd party administrators 

Rate and 
Forms 
Director 

1 month An initial step in moving forward with the establishment and 
publishing of annual informational filings by 3rd party 
administrators; Insurers must be notified of Department's 
intention. 

----­

Department request for 
information and comment 
from interested parties 
and requlators 

Rate and 
Forms 
Director 

3 months Groundwork necessary to establish appropriate informational 
filings by 3rd party administrators. 

1st draft of Department 
standards for annual 
informational filings 

Rate and 
Forms 
Director 

1 month Essential step in the process of establishing appropriate 
informational filings by 3rd party administrators. 

• 

Review and comment on 
Department's 1st draft of 
standards 

Rate and 
Forms 
Director 

2 months Essential step in the process of establishing appropriate 
informational filings by 3rd party administrators. 

2nd draft of standards for 
annual informational 
filings 

Rate and 
Form Director 

1 month Essential step in the process of establishing appropriate 
informational filings by 3rd party administrators. 

Final standards 
established and published 
on Department website 

Rate and 
Forms 
Director 

13 months Final result of the completion of tasks #1 through # 5 above; 
necessary to have completed for establishment and publication 
of standards by September 30, 2011. 



Rate Review Grant - Vermont Application - Work Plan 

~ • 

GOAL: Examine claims experience based on new federal requirements 

Estimated date of established fund' -- -- - - _._----- t with State: A - t 9. 2010 to SeDtember 30. 2011 
Task or milestone Person 

responsible 
for carrying 
out task 

How long 
will this 
task take 
to 

How does task contribute to project completion 

Department data Rate and 
complete 
2 months An initial step in for examining claims data. 

collection procedures Form Director 
established 

Data collection of early Rate and 6-8 months Necessary task for examination (achievement of identified goal). 
claims data Form Director 

Preliminary data analysis Rate and 
-­

3 months Essential task in the process of performing an appropriate and 
of claims data 

Preliminary Report drafted 

Form Director 

Rate and 1 month 

accurate examination. 

Essential task in the process of performing an appropriate and 

Report finalized and 
Form Director 
Rate and 2 months 

accurate examination. 
Result of the completion of tasks #1 through # 4 above; final 

conclusions drawn Form Director task necessary to accomplish goal by July 1, 2011. 
--­ L ......._._~ ......._._~ ......._._~ -.-~ ....... _._- .......-.-~ .......-.-­ .......-.-~ 
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Rate Review Grant - Vermont Application - Work Plan 

! ~ .. 

GOAL: Migration analysis 

t with State: A t 9. 2010 to SeDtember 30. 2011 Estimated date of established fund' -- --- -- - --- - ._..... _- -- - --­

Task or milestone 

Department data 
collection procedures 
established 

Person 
responsible 
for carrying 
out task 

Rate and 
Form Director 

How long 
will this 
task take 
to 
complete 
2 months 

How does task contribute to project completion 

An initial step for examining claims data. 

Data collection of early 
claims data 

Rate and 
Form Director 

6-8 months Necessary task for analysis (achievement of identified goal). 

Preliminary data analysis 
of claims data 

Rate and 
Form Director 

3 months Essential task in the process of performing an appropriate and 
accurate analysiS, 

Preliminary Report drafted 

Report finalized and 
conclusions drawn 

Rate and 
Form Director 
Rate and 
Form Director 

1 month 

2 months 

Essential task in the process of performing an appropriate and 
accurate analYJiis. 
Result of the completion of tasks #1 through # 4 above; final 
task necessary to accomplish goal by July 1, 2011. 
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,1\ 1\ 

GOAL: Targeted data verification examinations 

E" dd f established fundo °th State: A t 9. 2010 to September 30. 2011 
Task or milestone Person 

responsible 
for carrying 
out task 

How long 
will this 
task take 
to 
complete 

How does task contribute to project completion 

Department examination 
procedures and timelines 
established 

Rate and 
Form Director 

2 months An initial step for examining claims data. 

Examinations conducted Rate and 
Form Director 

6-8 months Necessary task for examination (achievement of identified goal). 

Preliminary data analysis 
of examinations 

Rate and 
Form Director 

3 months Essential task in the process of performing an appropriate and 
accurate examination. 

Preliminary Report drafted Rate and 
Form Director 

1 month Essential task in the process of performing an appropriate and 
accurate examination. 

Report finalized and 
conclusions drawn 

--­

Rate and 
Form Director 

2 months Result of the completion of tasks #1 through # 4 above; final 
task necessary to accomplish goal by July 1, 2011. 

--­



Rate Review Grant - Vermont Application - Work Plan 

!! !! ~ 

GOAL: Increase professional resources for rate review 

_._._- _.- ---­Estimated date of established fund' --- _.- - - - -_.- - -_.-t with State: A t 9. 2010 to Seotember 30. 2011 
Task or milestone Person 

responsible 
for carrying 
out task 

How long 
will this 
task take 
to 
complete 

How does task contribute to project completion 

Department posts 
positions 

Rate and 
Form Director 

1 month Initial and required task necessary to fill all positions, 

Posting period closed and 
applications evaluated for 
interviewing 

Rate and 
Form Director 

1-2 months Essential task in the process of hiring the best possible 
candidates for each position. 

Applicant interviews Rate and 
Form Director 

1 month Essential task in process of hiring the best candidates for each 
position. 

Offers to qualified 
applicants 

Rate and 
Form Director 

2 months Essential task in the process of hiring the best candidates for 
each position. 

Positions filled 

-­

Rate and 
Form Director 

2 months Essential task that culminates the hiring process. 

---­ ---­
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GOAL: Enhanced @te data collection and reporting 

Est' d date of established fund' --- - - - _._-_._..- t with State: A -- ---t 9. 2010 to SeDtember 30. 2011 
Task or milestone Person 

responsible 
for carrying 
out task 

How long 
will this 
task take 
to 
complete 

How does task contribute to project completion 

Department data 
collection procedures 
established 

Rate and 
Form Director 

2 months An initial task in the process of improving the information 
technology (IT) analysis and reporting capacity of the 
Department with respect to rate review. 

Data collection of early 
claims data 

Rate and 
Form Director 

6-8 months Necessary task for enhancing IT capacity and ultimately rate 
review. 

Preliminary data analysis 
of claims data 

Rate and 
Form Director 

3 months Essential task in the process of enhancing IT capacity and 
ultimately rate review. 

Preliminary Report drafted Rate and 
Form Director 

1 month Essential task in the process of enhancing IT capacity and 
.~Cltely rate review. 

Report finalized and 
conclusions drawn 

Rate and 
Form Director 

2 months Result of the completion of tasks #1 through # 4 above; final 
task necessary to accomplish goal by September 30, 2011. 

• 

I
~...­ .. 
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GOAL: Integration of historical and current rate data 

.._­E " f established fund' "h S A_ 9.2010 to S ber 30. 2011 ------- - dd -- -- - - - .- 1 

Task or milestone Person 
responsible 
for carrying 
out task 

How long 
will this 
task take 
to 

How does task contribute to project completion 

Department data Rate and 
complete 
2 months An initial task in the process of collecting and integrating 

collection procedures Form Director historical rate information, in order to better understand rate 
established 

Data collection of early Rate and 6w 8 months 

and market trends over time. 

Necessary task for building the process of collecting and 
claims data Form Director integrating historical rate information to better understand rate 

Preliminary data analysis Rate and 3 months 
and market trends over time. 
Essential task in the process of collecting and integrating 

of claims data Form Director historical rate information to better understand rate and market 

Preliminary Report drafted Rate and 1 month 
trends over time. 
Essential task in the process of collecting and integrating 

Form Director historical rate information to better understand rate and market 

Report finalized and Rate and 2 months 
trends over time. 
Result of the completion of tasks #1 through # 4 above; final 

conclusions drawn and Form Director task necessary to accomplish goal by September 30,2011. 
publicized. 



---

Rate Review Grant - Vermont Application - Work Plan 

" II II 

GOAL: Customize VHCURES reporting to support rate review 

--_ .. - -----_.- ~ ._.._- d f established fund' "h S A 9.2010 to S ber 30. 2011 - - - - - -7 

Person How long Task or milestone How does task contribute to project completion 
responsible will this 

for carrying 
 task take 
out task to 

complete 

Rate and 2 month Convening experts will lead to identification of useful and 

between VHCURES staff, 

Convene discussions 

Forms meaningful claims data categorizations. 

rate analysts, and 
 Director, 

actuarial consultant. 
 Director of 


Analysis 

Identify alternative claims 
 Rates and 6 months Alternative claims data categorizations inform and support 

data categorizations. 
 Forms customized reporting. 

Director, 
Director of 
Analysis 

Execute contract with Director of 9 months Establishes mechanism for customized reporting. 

VHCURES Contractor to 
 Analysis 

implement customized 
 (Complete 

reporting. 
 by 

September, 
2011) 

Implement customized 12 months Rate and Implements customized reporting, resulting in enhanced 

reporting and enhanced 
 Forms evaluation of insurer filings, trends and cost drivers. 

evaluation. 
 Director, 


Director of 

Analysis 


I 



Rate Review Grant- Vermont Application - Work Plan 

!!> .. 

GOAL: Consolidate carrier "carve-out" data 
Estimated date of establisbed fundin a reement with St!lte: August 9, 2010 to September 30, 2011 

11> 

Task or milestone Person How long I How does task contribute to project completion 
responsible will this 
for carrying task take 
out task to 

complete 
Develop an inventory of Director of 2 months Cross checking among different data sources ensures accuracy 
carrier "carve-out" AnalYSiS, of information about carve-out relationships. 
relationships and identify Director of 
how carve-out data is Rates and 
submitted to VHCURES. Forms, 

Director of 
Health Care 
Quality 
ImjIfovement 

Determine contents of Director of 6 months Content of consolidated reports supports accurate and 
consolidated reports from Analysis, informative reporting when there are carve-out relationships. 
VHCURES data to reflect Director of 
carve-out relationships. Rates and 

Forms 
Execute contract with Director of 9 months Establishes mechanism for producing consolidated reports. 
VHCURES Contractor to Analysis 
implement consolidated (Complete 
expenditure and utilization by 
reports. September, 

20111 
Implement consolidation Rate and 12 months Implementation of consolidated reports leads to stronger rate 
of expenditure and Forms review for carriers with carve-outs. 
utilization reports. Director, 

Director of 
Analysis 



! 

Rate Review Grant Vermont Application - Work Plan 

Ji!, " 
GOAL: Claims reporting by product type 

Estimated date of establisbed fundin2 agreemellt 'YVitb State: August 9, 2010 to September 30, 2011 
Task or milestone I Person How long 

responsible will this 
for carrying task take 
out task to 

complete 

I How does task contribute to project completion 

Develop an inventory of 
carrier product types and 
identify how product-level 
data is submitted to 
VHCURES. 

Director of 
Analysis, 
Director of 
Rates and 
Forms, 
Director of 
Health Care 
Quality 
Improvement 

2 months Cross checking among different data sources ensures accuracy 
of information about carrier product types. 

Determine contents of Director of 6 months Content of reports supports accurate and informative product 
reports by product type Analysis, type reporting. 
from VHCURES data. Director of 

Rates and 
Forms 

Execute contract with 
VHCURES Contractor to 
implement reporting by 
product type. 

Director of 
Analysis 

9 months 
(Complete 

by 
September, 

2011) 

Establishes mechanism for product type reporting. 

Implement product type 
reporting. 

-

Rate and 
Forms 
Director, 
Director of 

--,--Analy~si=s__--, 

12 months Implementation of product type reporting leads to stronger rate 
review for carriers with multiple product types. 



Rate Review Grant - Vermont Application Work Plan 
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GOAL: Claims reporting by provider 

t with State: A t 9. 2010 to Sentember 30.2011 - -- _. _. - - ---_.- _. _.-- -- --- - - 7 _.._. - ._.. -..~ -­Estimated date of established fund' --- -- - ._.._-- .- -- - _._- ­

~--~ 

----­

Task or milestone Person How long How does task contribute to project completion 
responsible will this 
for carrying task take 
out task to 

complete 
Develop a Master Provider Director of 6 months A Master Provider Index allows for accurate attribution of claims 
Index for facility claims Analysis to providers. 
and professional claims. 
Determine contents of Director of 9 months Identifying appropriate content for reports supports accurate 
reports by provider from Analysis, and informative provider-level reporting. 
VHCURES data. Director of 

Rates and 
Forms 

-~ . 
Execute contract wIth Director of 11 months Establishes mechanism for provider-level reporting. 
VHCURES Contractor to Analysis 
implement reporting by (Complete 
provider. by 

September, 
2011) 

Implement provider-level Rate and 13 months Implementation of provider-level reporting leads to stronger 
reporting. Forms rate review by allowing for identification of cost drivers. 

Director, 
Director of 
AnalYSis 



Rate Review Grant Vermont Application - Work Plan 

!i 11 

GOAL: LaYDerson summaries of rate filings 

Estimated date of established fund' t with State: A - ._- t 9. 2010 to SeDtember 30.2011 ---e -_. - - - --- .- -­

Task or milestone Person 
responsible 
for carrying 
out task 

How long 
will this 
task take 
to 
complete 

How does task contribute to project completion 

Insurers and interested 
parties notified of 
Department's intention to 
establish requirements for 
carrier to file layperson 
friendly summaries for 
rate filings 

Rate and 
Forms 
Director 

1 month An initial task in process of achieving goal; Insurers must be 
notified of the Department's intention to establish a new rate 
filing requirement. 

Department request for 
information and comment 
from interested parties 
and requlators 

Rate and 
Forms 
Director 

3 months Groundwork necessary to develop appropriate layperson 
friendly summaries of rate filings, 

1st draft of Department 
requirements for carrier 
filings of layperson 
friendly summaries of rate 
filings 

Rate and 
Forms 
Director 

1 month Essential step in the process of developing appropriate I 

layperson friendly summaries of rate filings. 

Review and comment on 
Department's 1st draft 
summary requirements 
2nd draft of summary 
requirements 

Rate and 
Forms 
Director 

---­

Rate and 
Form Director 

2 months 

-~ 

1 month 

Essential step in the process of developing appropriate 
layperson friendly summaries of rate filings. 

Essential step in the process of appropriate layperson friendly 
summaries of rate filings. 

Final requirements are 
established and published 
on O~partmeflt websitE!_ 

Rate and 
Forms 
Director 

13 months Final result of the completion of tasks #1 through # 5 above; 
necessary to have completed for the implementation of the 
requirement beginning JLJIY'J.JQU_._ 



-------- -----

Rate Review Grant - Vermont Application - Work Plan 

'II 'II" 
GOAL: Ratepayer comment opportunity 
Estimated date of established fundine aflreement with State: A t 9. 2010 to Seotember 30. 2011 -0-- •________ .­ , 

Task or milestone Person How long How does task contribute to project completion 
responsible will this 
for carrying task take 
out task to 

complete 
Interested parties notified Rate and 1 month An initial task in process of achieving goal; interested parties 
of Department's intention Forms are to notified of the Department's intention to offer a ratepayer 
to offer establish Director comment forum opportunity for carrier rate increase requests. 
requirements for carrier to 
file layperson friendly 
summaries for rate filings 
Department request for Rate and 3 months Groundwork necessary to develop an appropriate ratepayer 
information and comment Forms comment forum opportunity for carrier rate increase requests. 
from interested parties Director 
and regulators 
1st draft of Department Rate and 1 month Essential step in the process of developing an appropriate 
requirements for carrier Forms ratepayer comment forum opportunity for carrier rate increase 
filings of layperson Director requests. 
friendly summaries of rate 
filings 
Review and comment on Rate and 2 months Essential step in the process of developing an appropriate 
Department's 1 st draft Forms ratepayer comment forum opportunity for carrier rate increase 
summary requirements Director requests. 

1 month Essential step in the process of developing an appropriate 
requirements 

Rate and 2nd draft of summary 
Form Director ratepayer comment forum opportunity for carrier rate increase 

requests. 
Final requirements are Rate and 13 months Final result of the completion of tasks #1 through # 5 above; 
established and published Ratepayer comment functionalities become part of the 
on Department website 

Forms 
Director Department's rate portion of its website beginning established 

by J('inuary 1 2012. 
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Rate Review Grant - Vermont Application - Time Line 

August 9, 2010 to September 30, 2011 Timeline 

2010-2011 

Activity 

Effective rate 
review in all 
insurance 
markets 

Rate review of 
minor 

lines 

Adopt 
• standards for 

carrier rate 
filings 

Informational 
filings by 
Third Party 
Administrators 

Examine 
claims 
experience 
based on new 
federal 
requirements 

Migration 
analysis 

Targeted data 
verification 
examinations 

< 

Increase 
I professional 

resources for 
rate review 

Enhanced rate 
data collection 
and reporting 

Integration of 
historical and 
current rate 
data 



•
IIIRate Review Grant - Vermont Application - Time Line 

2010-2011 

Activity 

Customize 
VHCURES 
reporting to 
support rate 
review 

Consolidate 
carrier "carve­
out" data 

reporting by 
provider 

Layperson 
summaries of 
rate filings 

Ratepayer 
comment 
opportunity 

J M A M J J A 

... 




Appendix 6 

I. 	 The Project Director is Christine Oliver, Deputy Commissioner, Division of 
Health Care Administration, Vermont Department of Banking, Insurance, 
Securities and Health Care Administration, 89 Main Street, Montpelier, VT 
05620-3\ 01; 802-828-2900 - christine.oliver@state.vt.us. The Deputy 
Commissioner's job description and abbreviated resume is attached. 

1ft 

II. 	 Assistant Project Director is Sean P. Londergan, Assistant General Counsel, 
Director of Rates and Forms, Health Care Administration, Vermont 
Department of Banking, Insurance, Securities and Health Care 
Administration, 89 Main Street, Montpelier, VT 05620-3101; 802-828-2963 ­
sean.londergan@state.vt.us. Mr. Londergan's resume is attached. 

mailto:sean.londergan@state.vt.us
mailto:christine.oliver@state.vt.us


Current Position Description and Abbreviated Resume for Christine M. Oliver 
Deputy Commissioner of the Division of Health Care Administration (HCA) 


Vermont Department of Banking, Insurance, Securities & Health Care Administration 


As Deputy Commissioner, serves as the managerial head of the state division responsible 
for regulating health insurance (including rates and forms), quality of health care 
services, and related consumer education and protection. The division also has statutory 
responsibility for reviewing hospital budgets and issuing "certificates of need" for 

• hospital expenditures. She was appointed Deputy in July 2006. 

Previously: 

a 	 Executive Assistant for Health and Human Services to Ohio Governor Bob Taft. 
She was the senior policy advisor and acted as a direct liaison to the Governor for 
six state agencies: Health, Job and Family Services (including Medicaid), Mental 
Retardation and Developmental Disabilities, Aging, Alcohol and Drug Addiction 
Services, and Mental Health. 

a 	 General Counsel for the Ohio Department of Mental Retardation and 
Developmental Disabilities. The agency serves 60,000 individuals through 12 
state-operated developmental centers, 88 county boards of mental retardation and 
developmental disabilities, and 1300 private providers regulated by the State. 

a 	 Associate with the Ohio law firm of Delligatti, Hollenbaugh & Briscoe Co., 
L.P.A. Her focus was on business and health care litigation. 

Obtained law degree from the Ohio State University, College of Law and Bachelor of 
Science in Business Administration, magna cum laude, from Youngstown State 

< 
University. 

.. 




SEAN P. LONDERGAN 

19 Loomis Street, Apt. 6, Montpelier, VT 05602 


BAR ADMISSION & MEMBERSHIPS 
State of Vermont 

United States District Court, District of Vermont 

Vermont Bar Association, Member 

EDUCATION 

Vermont Law School, South Royalton, VT 10, May 2005 

University of Minnesota, Minneapolis, MN MPH, Community Health 

and Education, 1997 


Springfield College, Springfield, MA MS, Exercise Physiology, 1991 

University of Rhode Island, Kingston, RI BS, Health, 1988 

LEGAL EXPERIENCE 

Vt. Department of Banking, Insurance, Securities and Health Care Administration, Montpelier, VT 
Assistant General Counsel, Director of Rates and Forms, August 2009 - presently 

• 	 Oversees the Division's Rates and Forms section, provides legal support to the Division on 
regulatory issues, policy development and legislation. 

Vermont Legal Aid, Inc., Springfield, VT 
Staff Attorney, Medicare Advocacy Project, August 2005 - August 2009; and Senior Citizens Law 
Project, May 2007 - August 2009 

• 	 Represent dual eligibles in the Medicare Part A and B appeal process advocating for Medicare 
coverage for home health services. 

• 	 Represent seniors (60 years or older) in a range ofcivil law matters, including landlord tenant 
disputes, denial of benefits, debt collection and guardianships. 

• 	 Provide legal support to advocates for the elderly. 
• 	 Advise seniors on civil matters at free legal advice clinics. 
• 	 Oral and written advocacy in administrative and civil law proceedings. 

Native American Protection and Advocacy Program, Farmington, NM Law Clerk, 

Summer 2004 


• Research and writing on matters such as the IDEA,jurisdiction and Indian law. 

Law Offices or Griffin, Marsiovertere & Wilkes P.c., White River Junction, VT Law Clerk, 
Summer 2003 

• 	 Research and writing on a range ofcriminal law issues for court appointed public defenders. 
• 	 Interviewed clients. 



... 

PROFESSIONAL EXPERIENCE University of Minnesota, Division of Epidemiology, Minneapolis, 
MN Evaluation Coordinator, May 1999 - August 2002 

• Coordinated data collection and data processing efforts for two community-based public 
health research projects funded by the National Institutes of Health. 

"",assachusetts Prevention Center, Brockton, MA Prevention Specialist, August 1998 - May 
1999 

• Assisted youth groups, community coalitions and Boards of Health participating in the 
Massachusetts Tobacco Control Program with the development, implementation and 
evaluation of tobacco control initiatives in southeastern Massachusetts. 

Massachusetts Department of Public Health, Boston, MA Research Analyst. February 1998 ­
June 1998 

• Responsible for conducting a focus group study of community coalitions 
participating in a state wide teenage pregnancy prevention program. 

Minnesota Department of Health, Minneapolis, MN 

Employee Health Promotion Program, December 1995 - May 1997 

• Assisted in the development, implementation and evaluation of the Minnesota Department 
of Health's work-site health promotion. 

COMPlJTER SKILLS WordPerfect, WESTLA W, Electronic Legal Databases, Pika, MS Applications, 
Internet Applications. 


