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o This opportunity is only open to organizations, applicants who are submitting grant applications on behalf of a company, state, local or 
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• Application Filing Name: I Premium Review Grant Colorado 
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Optional Documents Move Form to Optional Documents for Submission 
Submission Ust 
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Delete 

Enter a name for the application in the Application Filing Name field. 

- This application can be completed in its entirety offline; however, you will need to login to the Grants.goll website during the submission process. 
- You can salle your application at any time by clicking the "Salle" button at the top of your screen. 

- The "Save & Submif' button will not be functional until all required data fields in the application are completed and you clicked on the ·Check Package for Errors" button and 

confirmed all data required data fields are completed. 


Open and complete all of the documents listed in the "Mandatory Documents" box. Complete the SF-424 form first. 


- It is recommended that the SF-424 form be the first form completed for the application package. Data entered on the SF-424 will populate data fields in other mandatory and 

~ptional forms and the user cannot enter data in these fields. ' 


- The forms listed in the "Mandatory Documents" box and "Optional Documents" may be predefined forms, such as SF-424, forms where a document needs to be attached, 

such as the Project Narrative or a combination of both. "Mandatory Documents" are required for this application, "Optional Documents" can be used to prollide additional 

support for this application or may be required for specific types of grant activity. Referenee the application package instructions for more information regarding "Optional 

Documents". 


- To open and complete a form, Simply click on the form's name to select the item and then click on the ,.,. button. This will move the document to the appropriate "Documents 

for Submission" box and the form will be automatically added to your application package. To lIiew the form, ,scroll down the screen or select the form name and click on the 

"Open Form" button to begin completing the required data fields, To remolle a form/document from the "Documents for Submission" box, click the document name to select it, 

and then click the <= button, This will return the form/document to the "Mandatory Documents" or "Optional Documents" box. 


- All documents listed in the "Mandatory Documents" box must be moved to the "Mandatory Documents for Submission" box. VlJhen you open a required form, the fields which 

must be completed are highlighted in yellow with a red border. Optional fields and completed fields are displayed in white. If you enter inllalid or incomplete information in a 

field, you will receille an error message. . 


Click the "Save & Submit" button to submit your application.to Grants.gov. 


- Once you have properly completed all required documents and attached any required or optional documentation, save the completed application by clicking on the "Save" 

button. ' 

_ Click on the "Check Package for Errors" button to ensure that you have completed all required data fields. Correct any errors or if none are found, save the application 

package. 

- The "Salle & Submit" button will become actille; click on the "Save & Submif' button to begin the application submission process. 

- You '1>11\ be taken to the applicant login page to enter your Grants,gov usemarne and password, Follow all onscreen instructions for submission. 


.J 

http:Grants.gov
http:application.to
mailto:Gladys.Melendez-Bohler@fda.hhs.gov


OMB Number: 4040-0004 


Expiration Date: 03/31/2012 


Application for Federal Assistance SF-424 

* 1, Type of Submission: • 2, Type of Application: *If Revision. select appropriate letter(s): 

o Preapplication ~New I 
~ Application o Continuation * Other (Specify): 

o Changed/Corrected Application o Revision I 

* 3, Dat€JReceived: 4, Applicant Identifier: 
IcomPleted by Grants,gov upon submission, I 1 1 

5a, Federal Entity Identifier: 5b, Federal Award Identifier: 

l I I 

State Use Only: 

6, Date Received by State: I I 17, State Application Identifier: I 

8. APPLICANT INFORMATION: 

* a, Legal Name: 'Icolorado Division of Insurance 

* b, EmployerfTaxpayer Identification Number (EINITIN): • c, Organizational DUNS: 

184-0644739 I 11421245070000 i 

d. Address: 

• Street1: 
11560 Broadway 

Streel2: ISuite 850 

* City: IDenver 1 
County/Parish: IDenver I 

* State: • 
1 Colorado",' CO: 

Province: 
1 1 

* Country: 
1 USA: UNITED STATES 

• Zip 1Postal Code: 180202-4910 I 
e. Organizational Unit: 

Department Name: Division Name: 

IDepartment Regulatory Agencies 1 IDivis ion of Insurance 

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

Prefix: IMS I 
• First Name: IKelli 

Middle Name: Iverna I 

* Last Name: ~eshire 

Suffix: 
I I 

Tille: IOffice Manager I 

Organizational Affiliation: 

IOffice Manager, Division of Insurance 

• Telephone Number: 1303-894-2158 1 
Fax Number: 1303-869-0228 

~ 

* Email:'IKelli, Cheshire@dorastate.co ,us 

I 

I 

I 

I 

I 

1 

1 

1 

1 

I 

I 

! 

J 
1 

I 



Application for Federal Assistance SF-424 

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

• 10. Name of Federal Agency: 

Ofc of Consumer Information & Insurance Oversight 

11. Catalog of Federal Domestic Assistance Number: 

Affordable Care Act (ACA) Grants to States for Health Insurance Premium Review 

• 12. Funding Opportunity Number: 

Type of Applicant 2: Select Applicant Type: 

Type of Applicant 3: Select Applicant Type: 

• Other (specify): 

IRFA-FD-IO-999 

'Title: 

"Grants to States for Health Insurance Premium Review-Cycle I" Office of Consumer Information and 
Insurance Oversight (OeIIO) 

13. Competition Identification Number: 

IADOBE- FORMS-B 

Title: 

" 


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

*15. Descriptive Title of Applicant's Project: 

Attach supporting documents as specified in agency instructions. 



I 

Application for Federal Assistance SF-424 

16. Congressional Districts Of: 

* a, Applicant leo-Dol b, Program/Project Ico-allI I 
Attach an additional list of Program/Project Congressional Districts if needed, 

I IIA&d1ttath~litll ~Il.v·~~~J" '"'''l1li''''/11''''' .. lew. . , ~n 

17. Proposed Project: 

• a, Start Date: 108/09/2010 I • b, End Date: 1° 9 /3012011 I 
18. Estimated Funding ($): 

• a, Federal 1,000,000.001I 
• b, Applicant o. 001I 
• c, State . 0.0°1I 
• d, Local 0.001I 
• e, Other 0.001I 
• f, Program Income I 0.0°1 

*g, TOTAL ~ 1,000,000.001I 
, 19. Is Application Subject to Review By State Under Executive Order 12372 Process? 

a. This application was made available to the State under the Executive Order 12372 Process for review on I I, 
D b, Program is subject to E,O, 12372 but has not been selected by the State for review. 

[gJ c, Program is not covered by EO, 12372, 

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

Dves [gJ No 

If "Ves", provide explanation and attach 

I I lif~9~?S;tt~~a] ~I.vle~ III 

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) 

[gJ "IAGREE 

** 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: IMs. 
Middle Na,we:" Iverna 

I * First Name: [Ke11i 

I 

I 

"Last Name: ICheshire I 
Suffix: I I 

"Title: IOffice Manager I 
• Telephone Number: 1303-894-2158 Fax Number: 1303-869-0228I I 
"Email: IKelli. Cheshire@dora.state.co.us 

* Signature of AuthOrized Representative: IcomPleted by Grants,goy upon submission, " Date Signed: IcomPleted by Grants,goY upon submission,I I 
I 

mailto:Cheshire@dora.state.co.us


OMB Number: 4040-0003 . 
Expiration Date: 7/3012011 

"': 

• Applicant Organization Name: 
Key Contacts Form 

!colorado Division of Insurance 

Enter the individual's role on the project (e.g., project manager, fiscal contact). 

* Contact 1 PrOject Role: 

PrefiX'! 

• First Name: 

Middle 

Suffix: 

Title: 
Organizational Affiliation: 

Division of Insurance, Department of Regulatory Agencies 

• Street1: 11560 Broadway 
~============================================~ 
Isuite 850Street2:. 

• City: IDenver 

County: 

• State: co: Colorado 

Province: 

• Country: USA: UNITED STATES 

• Zip 1Postal Code: 180202-4910 
~====================~--~ 

• Telephone Number: !303-894-2158 

~================~ 
!303-869-0228 

~'r-------============================~-------------------------------------'• Email: !Ke1li. Cheshire@dora.state.co_ us 

Fax: 



OMB Number: 4040-0003 

Expiration Date: 7/30/2011 


.' 
~ ",
t 

Suffix: ., 
0::1' 

Title: 

Organizational Affiliation: 

IDivision of 

* Street1: 

Street2: 

* City: 

Insurance, Depart

ISuite 850 

IDenver 

ment of Regulatory Agencies 

I 

1 

I 
I 

County: 

• State: co: Colorado 

Province: 

• Country: USA: UNITED STATES 

• Zip 1Postal Code: 180202-4910 
~====================~--~ 

Prefix: 

* First Name: 

Middle Name: 

Key Contacts Form 
• Applicant Organization Name: 

Icolorado Division of Insurance 

Enter the individual's role on the project (e.g., project manager, fiscal contact). 

~=====================-----------------------------------~ 
* Last Name: 

* Telephone Number: 1303-894-7455 
~====================~ 

Fax: 1303-894-7455 

• Email: IJohn.postolowski@dora.state.co.us 

mailto:IJohn.postolowski@dora.state.co.us


.'':.~~~{~:l;:.-f; '.' 
•. ?<' 

c 

OMB Number: 4040-0003 

Expiration Date: 7/3012011 


* Applicant Organization Name: 
Key Contacts Form 

Icolorado Division 'Qf Insurance 

Enter the individual's role on the project (e.g., project manager, fiscal contact) . 

• Contact 3 Project Role: 

Prefix: 

Suffix: 

Title: 

Organizational Affiliation: 

IColorado Department of Regulatory Agencies 1 

• Street1: 11560 BH,J~r.c,,~a,.~C!w.. a~:Jv I 
Street2: Ii=SUiL=tel=L5=5)10========================~1 

• City: IDenver 1 
~===================1--~ 

Couf1&': 

• State: . CO. Colorado 

Province: 

• Country: USA: UNITED STATES 

• Zip 1Postal Code: 180202-5152 
~================~--~ 

* Telephone Number: 1303-894-2967 
Fax: ~================~1303-894-7885 

• Email: IMariam.Habtemariam@dora.state.co.us 



OMB Number: 4040-0010 

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

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

o 
Org$lizationName: Division of Insurance, Department of Regulatory Agencies 


DUNS Number: 
 11421245070000 1 

• Street1: 11560 Broadway 

••,>. Street2: IS'uite 850 

'.~ • City: IDenver County: 

• State: 

Province: 

• Country: IUSA: UNITED STATES \ 

• ZIP I Postal Code: • Projectl Performance Site Congressional District: ICO-OOI 

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

Organization Name: 

• Streel1: 
~ 

t.I' 
Street2: 

• City: 

• State: 

Province: 

• Country: 

• Projectl Performance Site Congressional District 

Additional Location(s) IL_____________.J ~~~~!!~~ 



ATTACHMENTS FORM 

Instructions: On this form. you will attach the various files that make up your grant application. Please consult with the appropriate 
Agency Guidelines for more information about each needed file. Please remember that any files you attach must be in the document format 
and named as specified in the Guidelines. 

Important: Please attach your files in the proper sequence. See the appropriate Agency Guidelines for details. 

1) Please attach Attachment 1 


2) Please attach Attachment 2 


3) P'il!lase attach Attachment 3 


4) Please attach Attachment 4 


5) Please attach Attachment 5 


6) Please attach Attachment 6 


7) Please attach Attachment 7 


8) Please attach Attachment 8 


9) Please attach Attachment 9 


10} Please attach Attachment 10 


11) Please attach Attachment 11 


12) Please attach Attachment 12 


13) Please attach Attachment 13 


14) Please attach. Attachment 14 


15) Please attach Attachment 15 


!RegUlation 4 2 11 

!Regulation 4" 6 7 SmallGrOups! 

!JobDescriptionprOject 

" 










STA|E OF COLOIUDO
OFFICE OF THE GOVERNOR
136 State Capitol Building
Denver. Colorado 80203
(303) 856 -2471,
(303) 866 - 2003 fax

Bill Ritter, Jr.
Governor

June 29.2010

Secretary Kathleen Sebelius
Office of the Secretary
Health and Human Services Department
200 Independence Ave. S.W.
Washington, D.C. 20201

Dear Secretary Sebelius,

Please accept this letter as a statement of my full support for Colorado's Grants to States for
Health Insurance Premium Review application, submitted by the Department of Regulatory
Affairs Division of Insurance. Over the past two years, the Division of Insurance has diligently
implemented a prior approval process for health insurance rate increases, as required by
legislation passed by the Colorado General Assembly and signed into law in 2008.

This new rate review grant opportunity will help expand and improve the Division's efforts.
Additional staff resources, training opportunities, technology improvements, outreach, and
consumer education projects will make a significant difference in helping the Division be more
comprehensive in its rate review efforts.

With a mission of consumer protection, the Division of Insurance will be an effective steward of
the federal funds and put them to use where they will have the largest impact. I appreciate your
consideration of Colorado's grant application and strongly believe this funding will help
Colorado consumers receive fair rates and better understand their insurance coverage.

Sincerely,

&dM)*
Bill Ritter, Jr. / I
Governor lJ



Dollil Division of Insurance
Marcy Morrison
Commissioner of Insurance

Department of Regulatory Agencies

June 29.2010

This document certifies that the Colorado Division of Insurance in the
Department of Regulatory Agencies will use any federal grant funds
distributed as part of the Grants to States for Health Insurance Premium
Review for the purposes outlined in its proposal. No funds will be used to
supplant existing state expenditures.

1560 Broadway, Suite 850 Denver, Colorado 80202 Phone 3}3.gg4J4gg
Fax 303.8947455 Toll Free 800.930.3745 www.dora.state.co.us V/TDD 711

Bill Ritter, Jr.
Governor

Barbara J. Kelley
Executive

Director

Commissioner of Insurance

ar
Consumer Protection

l,
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10-16-105. Small group sickness and accident insurance - guaranteed issue - mandated 
provisions for basic health benefit plans - rules - benefit design advisory committee - 
repeal. 

  

(1) Notwithstanding any other provision of this article, the mandatory coverage provision for 
mental health coverage as specified in section 10-16-104 (5) shall not apply to any small 
employer who has not provided group sickness and accident insurance to employees after July 1, 
1989, or to any small employer who has provided group sickness and accident insurance from a 
person or entity licensed pursuant to section 10-3-903.5 that did not include mental health 
coverage after July 1, 1989; except that any small employer who is not required to provide the 
mental health coverage specified in section 10-16-104 (5) shall be offered the opportunity to 
purchase such coverage. 

  

(2) (a) Where a small group sickness and accident insurer subject to the provisions of part 2 of 
this article or an entity subject to the provisions of part 3 or 4 of this article elects not to provide 
mandatory coverage provisions pursuant to subsection (1) of this section such insurer or entity 
shall disclose to an insured, in a form and manner prescribed by the commissioner, the services 
and benefits not covered as a result of this election and the estimated amount of premium 
reduced by eliminating such coverage. 

  

(b) Such disclosure notice shall be given in writing to all interested policyholders and certificate 
holders as part of the sales and marketing materials before the insurer or entity approves an 
application for insurance from an insured and shall contain the following statement: "Interested 
policyholders, certificate holders, and enrollees are hereby given notice that this small group 
policy does not cover all the health services and benefits which the Colorado Revised Statutes 
usually require group plans to cover." 

  

(c) Such disclosure notice shall reproduce the exact language of the Colorado Revised Statutes 
with which the policy does not comply and specify what the small group policy does cover, if 
anything, in lieu of the mandatory coverage provisions. 

  

(3) A small group sickness and accident insurance plan, small group plan, or small group policy 
shall be renewable to all eligible employees and dependents at the option of the small employer, 
except as allowed pursuant to section 10-16-201.5. 

 (4) (Deleted by amendment, L. 97, p. 633, § 4, effective May 1, 1997.)

  

(5) Each small group sickness and accident insurer or other entity shall make reasonable 
disclosure in solicitation and sales materials provided to small employers the following 
information in a form and manner prescribed by the commissioner and upon request of any such 
small employer shall provide such information in detail: 

  (a) How premium rates for a specific employer are established or adjusted; 

  
(b) The provisions concerning the insurer's or other entity's right to, and the frequency with 
which the insurer or other entity may, change premium rates and the factors, including case 

http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=query&iid=3e560e4d.76343909.0.0&q=%5BGroup%20%2710-16-105%27%5D�
http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=query&iid=3e560e4d.76343909.0.0&q=%5BGroup%20%2710-16-105%27%5D�
http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=query&iid=3e560e4d.76343909.0.0&q=%5BGroup%20%2710-16-105%27%5D�
http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=jump&iid=COCODE&d=10-16-104&sid=3e560e4d.76343909.0.0#JD_10-16-104�
http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=jump&iid=COCODE&d=10-3-903.5&sid=3e560e4d.76343909.0.0#JD_10-3-9035�
http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=jump&iid=COCODE&d=10-16-104&sid=3e560e4d.76343909.0.0#JD_10-16-104�
http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=jump&iid=COCODE&d=10-16-201.5&sid=3e560e4d.76343909.0.0#JD_10-16-2015�


2 
 

characteristics, which affect changes in premium rates; 

  (c) (Deleted by amendment, L. 2004, p. 981, § 5, effective August 4, 2004.) 

 (d) The provisions relating to renewability of coverage;

  (e) The provisions of such coverage relating to any preexisting condition exclusion; 

  
(f) How to access the benefits and premiums available under all health benefit plans for which 
the employer is qualified; and 

  

(g) (I) That the small employer purchasing any health benefit plan other than a basic plan 
pursuant to subparagraph (I), (III), or (IV) of paragraph (b) of subsection (7.2) of this section 
must pay for all of the mandated benefits pursuant to section 10-16-104 and that these mandates 
include mandatory, nonwaivable coverages for newborn, maternity, pregnancy, childbirth, 
complications from pregnancy and childbirth, early intervention services, therapies for 
congenital defects and birth abnormalities, low-dose mammography, mental illness, biologically-
based mental illness, the availability of alcoholism treatment, the availability of hospice care, 
prostate cancer screening, child health supervision, hospitalization and general anesthesia for 
dental procedures for dependent children, diabetes, and prosthetic devices. 

  

(II) That a small employer purchasing a basic health benefit plan described in subparagraph (I), 
(III), or (IV) of paragraph (b) of subsection (7.2) of this section is waiving coverage for low-dose 
mammography screening, mental illness, prostate screening, hospitalization and general 
anesthesia for dental procedures for children, and the availability of treatment for alcoholism. 

  

(6) Each small group sickness and accident insurer or other entity shall file with the 
commissioner a complete and detailed description of its rating practices and renewal 
underwriting practices in a form and manner prescribed by the commissioner, and each such 
insurer shall maintain information and documentation that demonstrates that its rating methods 
and practices are based upon commonly accepted actuarial assumptions and are in accordance 
with sound actuarial principles. This subsection (6) shall not apply to nondeveloped rates, 
including, but not limited to, rates for medicaid, medicare, and the children's basic health plan, as 
defined by the commissioner. 

  

(6.5) Each small employer carrier shall file with the commissioner annually, on or before March 
1, an actuarial certification certifying that the small employer carrier is in compliance with the 
provisions of subsections (8), (8.5), and (13) to (15) of this section and that the rating methods of 
the small employer carrier are actuarially sound. Such certification shall be in a form and 
manner, and shall contain such information, as specified by the commissioner. A copy of the 
certification shall be retained by the small employer carrier at its principal place of business. 

  

(6.6) The information and documentation described in subsection (6) of this section shall be 
confidential as determined by the commissioner. Any information not determined confidential 
shall be public when filed. 

  

(7) An individual, corporation, association, partnership, or any other entity engaged in the health 
insurance business subject to this section shall not request or require from a small group 
applying for coverage, or from an individual in a small group applying for coverage, medical 

http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=jump&iid=COCODE&d=10-16-104&sid=3e560e4d.76343909.0.0#JD_10-16-104�
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information going back more than five years before the date of application. Medical information 
that is more than five years old on any of the enrollee members of a small group shall not be 
used by the insurer in underwriting or setting premiums for the group. Nothing in this subsection 
(7) shall preclude a small group health insurer subject to the provisions of part 2 of this article 
from asking about the current health status of any of the individuals in a group applying for 
coverage or from using such information on current health status to underwrite or set premiums 
for the group as provided by law. 

  

(7.2) The commissioner shall promulgate rules to implement a basic health benefit plan and a 
standard health benefit plan to be offered by each small employer carrier as a condition of 
transacting business in this state. The commissioner shall survey small group carriers annually to 
determine the range of health benefit plans available. The commissioner shall implement a basic 
plan that approximates the lowest level of coverage offered in small group health benefit plans. 
A basic health benefit plan may be based on the latest medical evidence. The commissioner shall 
implement a standard plan that approximates the average level of coverage offered in small 
group health benefit plans. In determining levels of coverage, the commissioner shall consider 
factors such as coinsurance, copayments, deductibles, out-of-pocket maximums, and covered 
benefits. The commissioner shall amend the rules as necessary to implement the basic and 
standard health benefit plans. The rules shall be in conformity with article 4 of title 24, C.R.S., 
and shall incorporate the following standard health benefit plan design described in paragraph 
(a) of this subsection (7.2) and the various options for the basic health benefit plan design 
described in paragraph (b) of this subsection (7.2): 

  

(a) The standard health benefit plan shall reflect the benefit design of common plan offerings in 
the small group market and may reflect a plan design that has a deductible amount of two 
thousand five hundred dollars for which the covered person is responsible after the first one 
thousand dollars of coverage has been provided by an employer in a manner similar to a personal 
care account. 

  

(b) (I) A basic health benefit plan may reflect a basic health benefit plan that does not include 
coverage pursuant to the mandatory coverage provisions of section 10-16-104 (4), (5), (9), (10), 
(12), and (18). 

 Editor's note: This version of subparagraph (I) is effective until January 1, 2010.

  

(I) A basic health benefit plan may reflect a basic health benefit plan that does not include 
coverage pursuant to the mandatory coverage provisions of section 10-16-104 (5), (9), (10), (12), 
and (18). 

Editor's note: This version of subparagraph (I) is effective January 1, 2010.

  

(II) A basic health benefit plan may reflect a health benefit plan that is a high deductible plan 
that would qualify for a health savings account pursuant to 26 U.S.C. sec. 223. A carrier may 
apply deductible amounts for mandatory health benefits for mammography, prostate screening, 
child supervision services, or prosthetic devices pursuant to section 10-16-104 (4), (10), (11), 
and (14) if such mandatory benefits are not considered by the federal department of treasury to 
be preventive or to have an acceptable deductible amount. 

 Editor's note: This version of subparagraph (II) is effective until January 1, 2010. 

http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=jump&iid=COCODE&d=t.%2024,%20art.%204&sid=3e560e4d.76343909.0.0#JD_t24art4�
http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=jump&iid=COCODE&d=t.%2024&sid=3e560e4d.76343909.0.0#JD_t24�
http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=jump&iid=COCODE&d=10-16-104&sid=3e560e4d.76343909.0.0#JD_10-16-104�
http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=jump&iid=COCODE&d=10-16-104&sid=3e560e4d.76343909.0.0#JD_10-16-104�
http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=jump&iid=COCODE&d=10-16-104&sid=3e560e4d.76343909.0.0#JD_10-16-104�
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(II) A basic health benefit plan may reflect a health benefit plan that is a high deductible plan 
that would qualify for a health savings account pursuant to 26 U.S.C. sec. 223. A carrier may 
apply deductible amounts for mandatory health benefits for mammography, prostate screening, 
child supervision services, or prosthetic devices pursuant to section 10-16-104 (10), (11), (14), 
and (18) (b) (III) if such mandatory benefits are not considered by the federal department of 
treasury to be preventive or to have an acceptable deductible amount. 

Editor's note: This version of subparagraph (II) is effective January 1, 2010.

  

(III) A basic health benefit plan may reflect a basic health benefit plan that does not include 
coverage pursuant to the mandatory coverage provisions of section 10-16-104 (4), (5), (9), (10), 
(12), and (18) and is a high deductible plan that would qualify for a health savings account 
pursuant to 26 U.S.C. sec. 223. A carrier may apply deductible amounts for mandatory health 
benefits for child supervision services or prosthetic devices pursuant to section 10-16-104 (11) 
and (14) if such mandatory benefits are not considered by the federal department of treasury to 
be preventive or to have an acceptable deductible amount. 

 Editor's note: This version of subparagraph (III) is effective until January 1, 2010. 

  

(III) A basic health benefit plan may reflect a basic health benefit plan that does not include 
coverage pursuant to the mandatory coverage provisions of section 10-16-104 (5), (9), (10), (12), 
and (18) and is a high deductible plan that would qualify for a health savings account pursuant to 
26 U.S.C. sec. 223. A carrier may apply deductible amounts for mandatory health benefits for 
child supervision services or prosthetic devices pursuant to section 10-16-104 (11) and (14) if 
such mandatory benefits are not considered by the federal department of treasury to be 
preventive or to have an acceptable deductible amount. 

Editor's note: This version of subparagraph (III) is effective January 1, 2010.

  
(IV) On and after January 1, 2009, a basic health benefit plan may reflect a medical evidence-
based health benefit plan that: 

  
(A) Does not include coverage pursuant to the mandatory coverage provisions of section 10-16-
104 (5), (9), (10), (12), and (18); 

 Editor's note: This version of sub-subparagraph (A) is effective until January 1, 2010.

  

(A) Does not include coverage pursuant to the mandatory coverage provisions of section 10-16-
104 (5), (9), (10), (12), and (18); except that a basic health benefit plan issued pursuant to this 
subparagraph (IV) shall include coverage for mammography as specified in section 10-16-104 
(18) (b) (III); 

 Editor's note: This version of sub-subparagraph (A) is effective January 1, 2010.

  
(B) Is a high deductible plan that would qualify for a health savings account pursuant to 26 
U.S.C. sec. 223; 

  

(C) Covers limited prevention and screening based on the latest medical evidence embodied in 
recommendations of an independent panel of experts in primary care and prevention that 
systematically reviews the evidence of effectiveness and develops recommendations for clinical 
preventive services; except that a carrier may apply deductible amounts for mandatory health 
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benefits for mammography, child supervision services, or prosthetic devices pursuant to section 
10-16-104 (4), (11), and (14) if such mandatory benefits are not considered by the federal 
department of treasury to be preventive or to have an acceptable deductible amount; 

 Editor's note: This version of sub-subparagraph (C) is effective until January 1, 2010.

  

(C) Covers limited prevention and screening based on the latest medical evidence embodied in 
recommendations of an independent panel of experts in primary care and prevention that 
systematically reviews the evidence of effectiveness and develops recommendations for clinical 
preventive services; except that a carrier may apply deductible amounts for mandatory health 
benefits for mammography, child supervision services, or prosthetic devices pursuant to section 
10-16-104 (11), (14), and (18) (b) (III) if such mandatory benefits are not considered by the 
federal department of treasury to be preventive or to have an acceptable deductible amount; 

 Editor's note: This version of sub-subparagraph (C) is effective January 1, 2010.

 (D) Covers limited elective inpatient and surgical care;

 (E) Covers limited medications used primarily for cost-effective chronic disease management;

  (F) Covers maternity care. 

  

(c) Notwithstanding any provision of law to the contrary, a small employer carrier may offer and 
a small employer may accept or reject coverage for employees' domestic partners and their 
dependents or for employees' designated beneficiaries and their dependents under a standard or 
basic health benefit plan. 

  

(7.3) (a) Except as otherwise provided in this subsection (7.3), effective January 1, 1995, every 
small employer carrier shall, as a condition of transacting business in this state with small 
employers, actively offer to such small employers the choice of a basic health benefit plan or a 
standard health benefit plan. Effective July 1, 1997, every small employer carrier shall also offer 
to small employers a choice of all the other small group plans the carrier markets in Colorado; 
except that this requirement shall not apply to a health benefit plan offered by a carrier if such 
plan is made available in the small group market only through one or more bona fide association 
plans and except as provided in paragraph (i) of this subsection (7.3). 

  (b) (I) to (III) (Deleted by amendment, L. 2004, p. 981, § 5, effective August 4, 2004.)

  (IV) (Deleted by amendment, L. 2001, p. 1167, § 1, effective July 1, 2001.) 

  

(V) Notwithstanding the provisions of paragraph (a) of this subsection (7.3), no small employer 
carrier is required to offer coverage or accept applications pursuant to this section from business 
groups of one if the commissioner finds that acceptance of an application would place the small 
employer carrier in a financially impaired condition. In addition, a small employer carrier that 
has not offered coverage or accepted applications pursuant to this subparagraph (V) shall not 
offer coverage or accept applications until a determination by the commissioner that the small 
employer carrier is no longer financially impaired. 

  
(c) (I) A small employer carrier shall issue a basic health benefit plan or a standard health benefit 
plan, except as provided in paragraph (i) of this subsection (7.3), to any eligible small employer 
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that applies for such health benefit plan and agrees to make the required premium payments and 
to satisfy the other reasonable provisions of the health benefit plan that are consistent with this 
article. A small employer carrier shall also issue any of its other small employer plans to any 
small employer that applies for such a plan; except that this requirement shall not apply to a 
business group of one where the business group of one does not meet the carrier's normal and 
actuarially-based underwriting criteria. The requirements of this paragraph (c) shall not apply to 
a health benefit plan offered by a carrier if such plan is made available in the small group market 
only through one or more bona fide association plans. 

  
(II) and (III) (Deleted by amendment, L. 2004, pp. 762, 981, §§ 1, 5, effective July 1, 2004, and 
August 4, 2004.) 

  

(IV) If a small employer carrier offers a health benefit plan with a deductible of at least one 
thousand five hundred dollars, the small employer carrier shall provide to each covered person a 
clear and understandable disclosure in the health benefit plan contract or materials indicating: 

  (A) The amount of the deductible;

  (B) The policies related to copayments, deductibles, and cost-sharing arrangements.

  

(d) Notwithstanding the requirements of paragraph (c) of this subsection (7.3), no small 
employer carrier is required to offer coverage or accept applications pursuant to this section if 
the commissioner finds that acceptance of an application would place the small employer carrier 
in a financially impaired condition. In addition, a small employer carrier that has not offered 
coverage or accepted applications pursuant to this paragraph (d) shall not offer coverage or 
accept applications until a determination by the commissioner that the small employer carrier is 
no longer financially impaired. 

  (d.5) and (e) (Deleted by amendment, L. 97, p. 633, § 4, effective May 1, 1997.) 

  
(f) Basic and standard health benefit plans offered by a small employer carrier shall be subject to 
the certification requirements of section 10-16-107.2. 

  

(g) The commissioner may, at any time after providing notice and an opportunity for a hearing to 
a small employer carrier, disapprove the continued use by the small employer carrier of the basic 
health benefit plan and the standard health benefit plan on the grounds that such plans do not 
meet the requirements of this article. 

 (h) (Deleted by amendment, L. 97, p. 633, § 4, effective May 1, 1997.)

  

(i) In lieu of accepting applications from and guarantee issuing the basic and standard plans to 
business groups of one year round, small employer carriers may limit their issuance of coverage 
as provided in this paragraph (i). A small employer carrier may establish open enrollment 
periods for guarantee issued basic or standard plan applications from business groups of one for 
a period of thirty-one days following the birth date of the person qualifying as a business group 
of one. A small employer carrier may establish annual open enrollment periods for business 
groups of one for thirty-one days following the birth date of the applicant and may limit issuance 
of a basic health benefit plan and a standard health benefit plan to such thirty-one-day period. 
Carrier marketing and sales materials for business groups of one shall clearly disclose the open 
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enrollment period. If a person qualifying as a business group of one applies for coverage under a 
plan other than the basic or standard plan, and if the business group of one is denied coverage as 
provided by law, then the small employer carrier shall offer the business group of one a choice 
of coverage under the basic or standard plan during the applicant's appropriate open enrollment 
period. A small employer carrier shall accept applications from business groups of one for a 
basic or standard plan through the thirty-first day after the birth date of the person qualifying as a 
business group of one. The date upon receipt of the signed application and the applicant's birth 
date shall be used in determining whether the thirty-one day open enrollment applies to a 
particular person qualifying as a business group of one. Eligible dependents of such person may 
also be covered at the same time as the applicant. Small employer carriers that use open 
enrollment periods shall also accept applications from business groups of one and issue a basic 
or standard plan as provided by law if such applications are submitted within thirty-one days of 
any one of the following events: 

  
(I) A person qualifying as a business group of one exhausts state or federal continuation 
coverage; 

  
(II) The date a person initially meets the requirements of section 10-16-102 (6) and whose birth 
date is more than thirty-one days after so doing; or 

  

(III) A person qualifying as a business group of one involuntarily loses other creditable 
coverage. This subparagraph (III) shall not apply in cases of failure to pay premium, fraud, or a 
voluntary decision on the part of such person to terminate other creditable coverage. 

  

(7.4) (a) Except as provided in paragraph (d) of this subsection (7.4), the requirements used by a 
small employer carrier to determine whether to provide coverage to a small employer, including 
requirements for minimum participation of eligible employees and minimum employer 
contributions, shall be applied uniformly among all small employers with the same number of 
eligible employees applying for coverage or receiving coverage from the small employer carrier.

  

(b) A small employer carrier may vary the application of minimum participation requirements 
and minimum employer contribution requirements by the size of the small employer group and 
by product. 

  

(c) In applying minimum participation requirements with respect to an employer, a small 
employer carrier shall not consider employees or dependents who have creditable group 
coverage or individual coverage that has been consistently maintained and that was in force prior 
to the individual's eligibility for group coverage under an existing group plan when determining 
whether the applicable percentage of participation is met. However, a small employer carrier 
may consider employees or dependents of such employer who have coverage under another 
health benefit plan that is sponsored by such small employer. 

  

(d) A small employer carrier shall not increase any requirement for minimum employee 
participation or for minimum employer contribution with respect to a small employer at any time 
after such employer has been accepted for coverage. 

  

(7.5) (a) Effective January 1, 2004, if a small employer carrier offers coverage to a small 
employer, such small employer carrier shall offer the group coverage to all of the eligible 
employees of the small employer and their dependents. A small employer carrier shall not offer 
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coverage to only certain eligible individuals in a small employer group or to only part of the 
group, except in the case of late enrollees as provided in section 10-16-118 (1) (c). 

  

(b) A small employer carrier shall not modify a basic health benefit plan or a standard health 
benefit plan with respect to a small employer or any eligible employee or dependent through a 
rider, endorsement, or otherwise, if the effect of such modification is to restrict or exclude 
coverage for certain diseases or medical conditions that are otherwise covered by such plan. 

  
(7.6) (a) No small employer carrier is required to accept applications from or offer coverage 
pursuant to paragraph (a) of subsection (7.3) of this section: 

  
(I) To a small employer, where the employer is not physically located in the small employer 
carrier's established geographic service area, except as provided in section 10-16-704 (2); 

  
(II) To an employee, when the employee does not work or reside within the small employer 
carrier's established geographic area; or 

  

(III) Within an area where the small employer carrier reasonably anticipates and demonstrates to 
the satisfaction of the commissioner that it does not have the capacity within its established 
geographic service area to deliver service adequately to the members of such groups because of 
its obligations to existing group policyholders and enrollees. 

  

(b) A small employer carrier that cannot offer coverage pursuant to subparagraph (III) of 
paragraph (a) of this subsection (7.6) may not offer coverage in the applicable area to any new 
employer group with more than fifty employees or to any small employer group until the later of 
one hundred eighty days after each such refusal or the date on which the small employer carrier 
notifies the commissioner that it has regained capacity to offer health benefit plans to small 
employer groups. 

  

(8) (a) The premium rate charged during a rating period to small employers shall be based on a 
single, same index rate, applicable to all small employers, adjusted for case characteristics and 
coverage. 

  (b) (Deleted by amendment, L. 2004, p. 981, § 5, effective August 4, 2004.)

  
(c) (I) Small employer carriers shall apply rating factors, including case characteristics, 
consistently with respect to all small employers. 

  
(II) A small employer carrier shall treat all health benefit plans issued or renewed in the same 
calendar month as having the same rating period. 

  

(d) For the purposes of this subsection (8), a health benefit plan that contains a restricted 
network provision shall not be considered similar coverage to a health benefit plan that does not 
contain such a provision if the restriction of benefits to network providers results in substantial 
differences in claim costs. 

  

(e) The small employer carrier shall not use case characteristics other than age, geographic area, 
and family size, nor shall it use any other rating factors except as provided in this subsection (8) 
and subsections (13) to (15) of this section. 
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(f) The commissioner may establish rules to implement the provisions of this subsection (8) and 
to assure that rating practices used by small employer carriers are consistent with the purposes of 
this subsection (8) and subsections (13) to (15) of this section, including rules that: 

  

(I) Assure that differences in rates charged for health benefit plans by small employer carriers 
are reasonable and reflect objective differences in plan design, not including differences due to 
the nature of the groups assumed to select particular health benefit plans; and 

  
(II) Prescribe the manner in which case characteristics that are consistent with section 10-16-
104.9 may be used by small employer carriers. 

 (8.1) and (8.2) (Deleted by amendment, L. 2004, p. 981, § 5, effective August 4, 2004.)

  
(8.5) (a) For small group health benefit plans issued to or renewed for a small employer on or 
after January 1, 2009: 

  
(I) (A) An adjustment in rates for standard industrial classification may be made but shall not be 
charged to the individuals under the plan; 

  

(B) A carrier may adjust rates uniformly for all individuals under a small employer policy based 
on tobacco use. A small employer carrier may apply an increase or decrease of up to fifteen 
percent rating adjustment to particular individuals related to tobacco use. Any individual who 
does not qualify for a lower rate may be offered the option of participating in a bona fide 
wellness program as defined under the federal "Health Insurance Portability and Accountability 
Act of 1996", as amended. Any individual who participates in a bona fide wellness program may 
be allowed the lower rate. The availability of a tobacco rating adjustment and any bona fide 
wellness program shall be disclosed to each potential insured. The provisions of this sub-
subparagraph (B) shall only be applicable if allowed under federal law. 

  

(II) For a small employer's policy, adjustments made pursuant to sub-subparagraph (A) of 
subparagraph (I) of this paragraph (a) may be made but shall not result in a rate for the small 
employer that deviates from the carrier's filed rate by more than the amounts set forth in the 
following schedule: 

  
(A) On and after September 1, 2003, until September 29, 2004, decreases more than fifteen 
percent from the carrier's filed rate; 

  
(B) On and after September 30, 2004, increases more than ten percent from or decreases more 
than twenty-five percent from the carrier's filed rate; 

  (C) Repealed.

  

(III) Any adjustments pursuant to sub-subparagraph (A) of subparagraph (I) of this paragraph (a) 
shall be applied uniformly to the rates charged for all individuals under the small employer 
policy, and any adjustments pursuant to sub-subparagraph (B) of subparagraph (I) of this 
paragraph (a) may be applied to individuals within the small group; 

  
(IV) A small employer carrier shall not increase or decrease rates based on the size of a small 
employer group; and 
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(V) A small employer carrier may make an upward adjustment to a small business group's 
renewal premium, not to exceed fifteen percent annually, due to standard industrial classification 
or tobacco use for all individuals under the small employer policy pursuant to subparagraph (I) 
of this paragraph (a). 

  

(b) A small employer carrier offering a health benefit plan to a small employer pursuant to 
paragraph (a) of this subsection (8.5) shall be required to demonstrate to the commissioner in 
rate filings that premium rates are not excessive, inadequate, or unfairly discriminatory. 

  

(c) The small employer carrier shall not use case characteristics other than age, geographic area, 
family size, smoking status, and standard industrial classification on that small employer carrier's 
health benefit plan, industry, and plan design. 

  
(8.7) (a) The commissioner shall evaluate how subsection (8.5) of this section affects the small 
group market. Specifically, the commissioner shall evaluate the impact of the following: 

  

(I) Rating flexibility based on application of rating flexibility on small business groups of one to 
small employers with no more than fifteen employees, as compared to the impact on small 
employers with sixteen or more employees; 

  (II) Rating flexibility on the size and stability of the small group market; and

  (III) (Deleted by amendment, L. 2007, p. 1752, § 2, effective January 1, 2009.) 

  
(IV) The number of small employer groups whose premiums are at or below the index rate and 
the number of small employer groups whose premiums are above the index rate. 

  

(b) The commissioner shall submit a report of the evaluation pursuant to this subsection (8.7) to 
the business affairs and labor committee of the house of representatives and the business, labor, 
and technology committee of the senate, or their successor committees, no later than March 15, 
2011. The commissioner shall consult with interested parties, including but not limited to 
employers and employees in the small group market, and survey the small employer carriers 
authorized to conduct business in Colorado. The report, to the greatest extent practicable, shall 
include an analysis of: 

  
(I) The small group insurance market with trend information, availability of coverage, average 
cost of coverage, and number of lives covered in the small group market; 

  
(II) Any cost-shifting that may occur because of reimbursement rates from publicly funded 
health coverage plans; and 

  (III) Any other factor affecting the growth or decline of the small group market.

  (9) and (10) Repealed. 

  (11) (Deleted by amendment, L. 2006, p. 1075, §2, effective July 1, 2006.) 

  

(12) In the case of an employer that was not in existence throughout the preceding calendar 
quarter, the determination of whether such employer is a small or large employer shall be based 
on the average number of employees that is reasonably expected such employer will employ on 
business days in the current calendar year. 



11 
 

  

(13) (a) (I) On and after January 1, 2004, a small employer may be subject to premium 
adjustments for health status up to thirty-five percent above the modified community rate for a 
period no greater than twelve months if the small employer has, at any time during the past 
twelve months, purchased health benefit coverage as a small employer that is either self-funded 
or insured through a health benefit plan that is not a small group plan, except for health benefit 
plans sponsored by an employee leasing company, as defined in section 8-70-114 (2) (a) (V), 
C.R.S., pursuant to sub-subparagraphs (D) to (F) of this subparagraph (I). The provisions of this 
subparagraph (I) shall not apply to: 

 (A) A small employer that has not previously sponsored a health benefit plan for its employees;

 (B) A self-employed person who has not previously qualified as a business group of one;

  (C) A small employer that meets the criteria of paragraph (b) of this subsection (13);

  

(D) A small employer that had previously participated in a health benefit plan through an 
employee leasing company, as defined in section 8-70-114 (2) (a) (V), C.R.S., if the small 
employer's coverage through the employee leasing company was subject to the small group 
laws; 

  

(E) A small employer that had previously participated in a health benefit plan sponsored by an 
employee leasing company, as defined in section 8-70-114 (2) (a) (V), C.R.S., and the small 
employer is no longer a party to an employee leasing company; 

  

(F) A small employer that is currently using the services of an employee leasing company, as 
defined in section 8-70-114 (2) (a) (V), C.R.S., that does not offer a health benefit plan as part of 
its employee leasing services or, because of an action by an insurer, has ceased offering a health 
benefit plan to employees assigned to client locations pursuant to an employee leasing contract; 
or 

  

(G) A small employer that, due to a change in employment status within the state or a change in 
corporate structure motivated by a change in business purpose that is unrelated to health care, is 
no longer eligible to participate in a multiple employer welfare arrangement, and that, currently 
or immediately prior to seeking coverage in the small group market, participates or participated 
in a multiple employer welfare arrangement pursuant to part 9 of this article and that is fully 
insured by a licensed insurer as defined by section 10-16-901 (2). 

  
(II) For the purposes of determining whether the small employer is eligible for the premium 
adjustment, the carrier may require that the small employer submit either of the following: 

 (A) Evidence of the most recent health benefit coverage; or

  

(B) In the circumstances in which the small employer does not currently sponsor a small group 
plan, a signed affidavit confirming that the small employer has never sponsored a group policy at 
any time during the past twelve months prior to applying for small group coverage, and 
acknowledging that failure to report such previous group coverage may result in the application 
of a premium adjustment for health status of up to thirty-five percent above the modified 
community rate for a small employer carrier. 
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(b) A small employer who had purchased health benefit coverage from a small employer carrier 
and who discontinued health benefit coverage as a small employer prior to January 1, 2004, may 
obtain health benefit coverage from a small employer carrier without being subject to premium 
adjustments for health status prior to July 1, 2004. 

  

(c) Small employer carriers may offer small group policies that include a premium discount not 
to exceed ten percent for those individuals that have refrained from smoking for more than 
twelve consecutive months prior to the effective date or renewal of the small group nonsmoker 
policy. Such nonsmoker discounts shall be for the subsequent policy year period. Proof of 
nonsmoking status may be requested by the carrier when the policy is issued or renewed. 

  

(d) The premium adjustment for health status allowed pursuant to this subsection (13) shall only 
be used for the calculation of premium amounts and shall not be used by a small employer 
carrier as a basis of acceptance or rejection of health benefit coverage for a small employer. The 
premium adjustment for health status shall not apply to a group of more than fifty employees 
that subsequently becomes subject to small group coverage if such group has had no lapse of 
coverage greater than ninety days. 

  

(14) (a) A small employer group whose small group insurance has been discontinued because of 
nonpayment of premiums or fraud may be subject to premium adjustments for health status of no 
more than thirty-five percent above the modified community rate for a small employer carrier 
when the small business group reapplies for coverage in the small group market. A small 
employer carrier may require the increased premium to apply to the small business group for a 
period no greater than twelve months. 

  

(b) The premium adjustment for health status allowed pursuant to this subsection (14) shall only 
be used for the calculation of premium amounts and shall not be used by a small employer 
carrier as a basis of acceptance or rejection of health benefit coverage for a business group of 
one. 

  

(15) On and after January 1, 2004, small employer groups who have not previously sponsored 
health benefit coverage shall not be subject to premium adjustments for health status pursuant to 
subsection (13) of this section. 

  

(16) (a) The commissioner shall appoint a benefit design advisory committee to provide 
recommendations on the development of the medical evidence-based health benefit plan 
described in subparagraph (IV) of paragraph (b) of subsection (7.2) of this section. The advisory 
committee shall consist of actuaries; for-profit and nonprofit health insurers; health insurance 
brokers; health care consumers; representatives of health care providers; health care 
professionals; small business owners, including owners of business groups of one; and persons 
having expertise in health care finance, policy, and evidence-based medicine. The commissioner 
shall appoint the members of the advisory committee by July 1, 2006. 

  

(b) The division may accept gifts, grants, and donations made for the purpose of funding the 
functions of the benefit design advisory committee. Members of the advisory committee shall 
serve without compensation and shall not be reimbursed for expenses incurred while serving on 
the advisory committee. 

 (c) This subsection (16) is repealed, effective July 1, 2011. Prior to such repeal, the advisory 
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committee shall be reviewed pursuant to section 2-3-1203, C.R.S. 
 

 
10-16-107. Rate regulation - rules - approval of policy forms - benefit certificates - 
evidences of coverage - benefits ratio - disclosures on treatment of intractable pain.

  

(1) Rates for any sickness, accident, or health insurance policy, contract, certificate, or other 
evidence of coverage issued or delivered to any policyholder, enrollee, subscriber, or member in 
Colorado, by an insurer subject to the provisions of part 2 of this article or an entity subject to 
the provisions of part 3 or 4 of this article shall not be excessive, inadequate, or unfairly 
discriminatory. To assure compliance with the requirements of this section that rates are not 
excessive in relation to benefits, the commissioner shall promulgate rules to require rate filings 
and, as part thereof, may require the submission of adequate documentation and supporting 
information including actuarial opinions or certifications and set expected benefits ratios. 
Expected rate increases shall be submitted to the commissioner at least sixty days prior to the 
proposed implementation of the rates. If the commissioner does not approve or disapprove the 
rate filings within a sixty-day period, the carrier may implement and reasonably rely upon the 
rates on the condition that the commissioner may require correction of any deficiencies in the 
rate filing upon later review if the rate charged is excessive, inadequate, or unfairly 
discriminatory. A prospective rate adjustment shall be the sole remedy for rate deficiencies 
pursuant to this subsection (1). If the commissioner finds deficiencies in the rate filing after a 
sixty-day period, the commissioner shall provide notice to the carrier and the carrier shall correct 
the rate on a prospective basis. Expected rate filing increases filed with the commissioner on or 
after June 5, 2008, may be reviewed by the commissioner and shall be disapproved and 
resubmitted for approval if any of the provisions of subsection (1.6) of this section apply. Rate 
filings that do not involve a requested rate increase, or a requested rate increase of less than five 
percent for dental insurance, shall not require preapproval and may be implemented upon filing 
with the commissioner. The filing requirements of this subsection (1) shall not apply to 
nondeveloped rates, including, but not limited to, rates for medicaid, medicare, and the children's 
basic health plan, as defined by the commissioner. Failure to supply the information required by 
this section will render the filing incomplete. The commissioner shall make a determination of 
completeness no later than thirty days following submission of the filing for review. All filings 
not returned on or before the thirtieth day after receipt will be considered complete. Filings may 
be reviewed for substantive content, and if reviewed, any deficiency shall be identified and 
communicated to the filing carrier on or before the forty-fifth day after receipt. Correction of any 
deficiency, including deficiencies identified after the forty-fifth day, shall be on a prospective 
basis, and no penalty shall be applied for a violation identified that was not willful. Rate filings 
for insurance regulated under parts 1 to 4 of this article shall be filed electronically in a format 
made available by the division, unless exempted by rule for an emergency situation as 
determined by the commissioner. A rate filing summary for insurance regulated under parts 1 to 
4 of this article shall be posted on the division's internet site in order to provide notice to the 
public. Nothing in this section shall be construed to limit the right of the public to inspect a rate 
filing and any supporting information pursuant to part 2 of article 72 of title 24, C.R.S., nor to 
impair the commissioner's ability to review rates and determine that the rates are not excessive, 
inadequate, or unfairly discriminatory. 

http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=jump&iid=COCODE&d=2-3-1203&sid=3e560e4d.76343909.0.0#JD_2-3-1203�
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(1.5) Rates for an individual sickness, accident, or health insurance policy, contract, certificate, 
or other evidence of coverage issued or delivered to any policyholder, enrollee, subscriber, or 
member in Colorado by an insurer subject to the provisions of part 2 of this article or an entity 
subject to the provisions of part 3 or 4 of this article shall not be excessive, inadequate, or 
unfairly discriminatory to assure compliance with the requirements of this section that rates are 
not excessive in relation to benefits. Rates are excessive if they are likely to produce a long run 
profit that is unreasonably high for the insurance provided or if expenses are unreasonably high 
in relation to services rendered. In determining if rates are excessive, the commissioner may 
consider the expected filed rates in relation to the actual rates charged. Concerning inadequacy, 
rates are not inadequate unless clearly insufficient to sustain projected losses and expenses, or 
the use of such rates, if continued, will tend to create a monopoly in the market. Concerning 
unfair discrimination, unfair discrimination exists if, after allowing for practical limitations, 
price differentials fail to reflect equitably the differences in expected losses and expenses. 

  
(1.6) (a) The commissioner shall disapprove the requested rate increase if any of the following 
apply: 

   (I) The benefits provided are not reasonable in relation to the premiums charged;

  
(II) The requested rate increase contains a provision or provisions that are excessive, inadequate, 
unfairly discriminatory, or otherwise do not comply with the provisions of this title; 

  

(III) The requested rate increase is excessive or inadequate. In determining if the rate is 
excessive or inadequate, the commissioner may consider profits, dividends, annual rate reports, 
annual financial statements, subrogation funds credited, investment income or losses, unearned 
premium reserve and reserve for losses, surpluses, executive salaries, expected benefits ratios, 
any factors in section 10-16-111, and any other appropriate actuarial factors as determined by 
current actuarial standards of practice. 

  
(IV) The actuarial reasons and data based upon Colorado claims experience and data, when 
available, do not justify the necessity for the requested rate increase; or 

   (V) The rate filing is incomplete. 

  

(b) In determining whether to approve or disapprove a rate filing, the commissioner may 
consider, but shall not be limited to consideration of, the expected benefits ratio for a health 
benefit plan or any other cost category determined appropriate by the commissioner. The 
achievement of a benefits ratio of eighty-five percent or higher for large group insurance, eighty 
percent for small group insurance, and sixty-five percent for individual insurance by a carrier 
may expedite the review of the approval process for a carrier who meets the benefits ratio 
pursuant to this paragraph (b). 

   (1.7) (Deleted by amendment, L. 2008, p. 2251, §6, effective July 1, 2008.) 

  

(2) No policy of sickness and accident insurance or subscription certificate or membership 
certificate or other evidence of health care coverage shall be delivered or issued for delivery in 
this state, nor shall any endorsement, rider, or application that becomes a part of any such policy, 
contract, or evidence of coverage be used, until the insurer has filed a certification with the 
commissioner that such policy, endorsement, rider, or application conforms, to the best of the 

http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=jump&iid=COCODE&d=10-16-111&sid=3e560e4d.76343909.0.0#JD_10-16-111�
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insurer's good faith knowledge and belief, to Colorado law pursuant to section 10-16-107.2 and 
copies of the rates and the classification of risks or subscribers pertaining thereto are filed with 
the commissioner. 

   (3) (a) (Deleted by amendment, L. 92, p. 1744, § 4, effective January 1, 1993.) 

 (b) An evidence of coverage shall contain:

  

(I) No provisions or statements which are unjust, unfair, inequitable, misleading, or deceptive, 
which encourage misrepresentation, or which are untrue, misleading, or deceptive as defined in 
section 10-16-413 (1); and 

  
(II) A clear and complete statement, if a contract, or a reasonably complete summary, if a 
certificate, of: 

  

(A) The health care services and the insurance or other benefits, if any, to which the enrollee is 
entitled under the health care plan, including the ability to obtain a second opinion for proposed 
treatment by the health care provider, if the health benefit plan provides such coverage; 

  
(B) Any limitations on the services, kind of services, benefits, or kind of benefits, to be 
provided, including any deductible or copayment feature; 

 (C) Where and in what manner information is available as to how services may be obtained;

  

(D) The total amount of payment for health care services and the indemnity or service benefits, 
if any, which the enrollee is obligated to pay with respect to individual contracts, or an indication 
whether the plan is contributory or noncontributory with respect to group certificates; 

  
(E) A clear and understandable description of the health maintenance organization's method for 
resolving enrollee complaints. 

 (c) Any subsequent change may be evidenced in a separate document issued to the enrollee.

  

(d) A copy of the form of the evidence of coverage to be used in this state, and any amendment 
thereto, shall be subject to the filing and approval requirements of section 10-16-107.2 unless it 
is subject to the jurisdiction of the commissioner under the laws governing health insurance or 
nonprofit hospital, medical-surgical, and health service corporations in which event the filing 
and approval provisions of subsection (2) of this section shall apply. To the extent, however, that 
such provisions do not apply, the requirements in paragraph (b) of this subsection (3) shall be 
applicable. 

 (e) (Deleted by amendment, L. 2008, p. 2251, § 6, effective July 1, 2008.)

   (f) (Deleted by amendment, L. 92, p. 1744, § 4, effective January 1, 1993.) 

  

(g) The commissioner may require the submission of whatever relevant information the 
commissioner deems necessary in determining whether to approve or disapprove a filing made 
pursuant to this section. 

  
(4) (a) For prepaid dental care plans no enrollee coverage or amendment, advertising matter, or 
sales material shall be issued or delivered to any person in this state until a copy of the form of 

http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=jump&iid=COCODE&d=10-16-107.2&sid=3e560e4d.76343909.0.0#JD_10-16-1072�
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the enrollee coverage or amendment, advertising matter, or sales material has been filed with the 
commissioner. 

  
(b) The enrollee coverage shall contain a clear and complete statement of a contract, or a 
reasonably complete summary if a certificate of contract, of: 

  
(I) The prepaid dental care services to which the enrollee is entitled under the prepaid dental care 
plan; 

  
(II) Any limitations of the services, kind of services, or benefits to be provided, including any 
deductible or copayment feature; 

 (III) Where and in what manner information is available as to how services may be obtained;

   (IV) The enrollee's obligation respecting charges for the prepaid dental care plan.

  

(c) The enrollee coverage, advertising matter, and sales material shall contain no provisions or 
statements which are unjust, unfair, inequitable, misleading, or deceptive or which encourage 
misrepresentation or which are untrue or misleading. 

  

(d) The commissioner shall approve any form of enrollee coverage if the requirements of 
paragraphs (b) and (c) of this subsection (4) are met and the prepaid dental care plan is able in 
the judgment of the commissioner to meet its financial obligations under the enrollee coverage. 
It is unlawful to issue such form until approved. If the commissioner does not disapprove any 
such form within thirty days after the filing, it shall be deemed approved. If the commissioner 
disapproves a form of enrollee coverage, advertising matter, or sales material, the commissioner 
shall notify the prepaid dental care plan organization, specifying the reasons for disapproval. The 
commissioner shall grant a hearing on such disapproval within fifteen days after a request in 
writing is received from the prepaid dental care plan organization. 

  
(5) Effective January 31, 1997, a managed care plan that provides coverage for reproductive 
health or gynecological care shall not be issued or renewed unless such plan either: 

  

(a) Provides a woman covered by the plan direct access to an obstetrician, gynecologist, or an 
advanced practice nurse who is a certified nurse midwife pursuant to section 12-38-111.5, 
C.R.S., participating and available under the plan for her reproductive health care or 
gynecological care; or 

  

(b) (I) Subject to rules promulgated by the commissioner, has procedures in place that ensure 
that, if a woman covered by the plan requests a timely referral to an obstetrician, gynecologist, 
or an advanced practice nurse who is a certified nurse midwife pursuant to section 12-38-111.5, 
C.R.S., participating and available under the plan for her reproductive health and gynecological 
care, the request for referral shall not be unreasonably withheld. Such rules shall include, but 
need not be limited to, the following issues: 

 (A) What constitutes a timely referral;

  

(B) Circumstances, practices, policies, contract provisions, or actions that constitute an undue or 
unreasonable interference with the ability of a woman to secure a referral or reauthorization for 
continuing care; 

http://www.michie.com/colorado/lpExt.dll?f=FifLink&t=document-frame.htm&l=jump&iid=COCODE&d=12-38-111.5&sid=3e560e4d.76343909.0.0#JD_12-38-1115�
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(C) The process for issuing a denial of a request, including the means by which a woman may 
obtain such a denial and the reasons therefor in writing; 

  
(D) Actions that constitute improper penalties imposed upon primary providers as a result of 
referrals made pursuant to this subsection (5); and 

 (E) Such other issues the commissioner deems necessary.

  

(II) In developing rules pursuant to this subsection (5), the commissioner shall consult with 
providers, including, but not limited to, family care physicians, representatives of health plans, 
and other appropriate persons and may conduct such surveys and analyses as may be necessary 
to develop the regulation. 

  

(5.5) (a) No health coverage plan or managed care plan that provides coverage for eye care 
services shall be issued or renewed after January 1, 2001, by any entity subject to part 2, 3, or 4 
of this article unless such health coverage plan or managed care plan: 

  
(I) Provides a covered person direct access to any eye care provider participating and available 
under the plan or through its eye care services intermediary for eye care services; 

  

(II) Ensures that all eye care providers on a health coverage plan or managed care plan are 
annually included on any publicly accessible list of participating providers for the health 
coverage plan or managed care plan; and 

  

(III) Allows each eye care provider on a health coverage plan or managed care plan panel to 
furnish covered eye care services to covered persons without discrimination between classes of 
eye care providers and to provide such services as permitted by their license. 

 (b) A health coverage plan or managed care plan shall not:

  

(I) Impose a deductible or coinsurance for eye care services that is greater than the deductible or 
coinsurance imposed for other medical services under the health coverage plan or managed care 
plan; 

  

(II) Require an eye care provider to hold hospital privileges as a condition of participation as a 
provider under the health coverage plan or managed care plan, unless an eye care provider is 
licensed pursuant to article 36 of title 12, C.R.S.; or 

  
(III) Impose penalties upon primary care providers as a result of the direct access provisions of 
this subsection (5.5). 

 (c) Nothing in this subsection (5.5) shall be construed as:

  
(I) Creating coverage for any health care service that is not otherwise covered under the terms of 
the health coverage plan or managed care plan; 

  

(II) Requiring a health coverage plan or managed care plan to include as a participating provider 
every willing provider or health professional who meets the terms and conditions of the health 
coverage plan or managed care plan; 
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(III) Preventing a covered person from seeking eye care services from the covered person's 
primary care provider in accordance with the terms of the covered person's health coverage plan 
or managed care plan; 

  
(IV) Increasing or decreasing the scope of the practice of optometry as defined in section 12-40-
102, C.R.S.; 

 (V) Requiring eye care services to be provided in a hospital or similar medical facility; or

  

(VI) Prohibiting a health coverage plan or managed care plan from requiring a covered person to 
receive a referral or prior authorization from a primary care provider for any subsequent surgical 
procedures. 

 (d) As used in this subsection (5.5), unless the context otherwise requires:

  

(I) "Eye care provider" means a participating provider who is an optometrist licensed to practice 
optometry pursuant to article 40 of title 12, C.R.S., or an ophthalmologist licensed to practice 
medicine pursuant to article 36 of title 12, C.R.S. 

  

(II) "Eye care services" means those health care services related to the examination, diagnosis, 
treatment, and management of conditions and diseases of the eye and related structures that a 
managed care plan is obligated to pay, reimburse, arrange, or provide for covered persons or 
organizations as specified by a health coverage plan or managed care plan, excluding those 
health care services rendered in conjunction with a routine vision examination or the filling of 
prescriptions for corrective eyewear. 

  

(6) A carrier offering a group health benefit plan may not require any individual (as a condition 
of enrollment or continued enrollment under the plan) to pay a premium or contribution that is 
greater than such premium or contribution for a similarly situated individual enrolled in the plan 
on the basis of any health status-related factor in relation to the individual or to an individual 
enrolled under the plan as a dependent of the individual. This prohibition shall not be construed 
to restrict the amount that an employer may be charged for coverage under a group health benefit 
plan or to prevent a carrier from establishing premium discounts or rebates or modifying 
otherwise applicable copayments, coinsurance, or deductibles in return for adherence to 
programs of health promotion and disease prevention if otherwise allowed by state or federal law 
or for participation in a wellness and prevention program pursuant to section 10-16-136. 

  

(7) (a) A service or indemnity contract issued or renewed on or after January 1, 1998, by any 
entity subject to part 2, 3, or 4 of this article shall disclose in the contract and in information on 
coverage presented to consumers whether the health coverage plan or managed care plan 
provides coverage for treatment of intractable pain. If the contract is silent on coverage of 
intractable pain, then the contract shall be presumed to offer coverage for the treatment of 
intractable pain. If the contract is silent or if the plan specifically includes coverage for the 
treatment of intractable pain, the plan shall provide access to such treatment for any individual 
covered by the plan either: 

  
(I) By a primary care physician with demonstrated interest and documented experience in pain 
management whose practice includes up-to-date pain treatment; 
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(II) By providing direct access to a pain management specialist located within this state and 
participating in and available under the plan; or 

  

(III) By having procedures in place that ensure that, if the individual requests a timely referral 
for intractable pain management to a pain management specialist participating in and available 
under the plan, the request for referral shall not be unreasonably denied by the plan. The 
commissioner shall promulgate rules pursuant to this subparagraph (III) that include, but need 
not be limited to, the following issues: 

 (A) What constitutes a timely referral;

  

(B) Circumstances, practices, policies, contract provisions, or actions that constitute an undue or 
unreasonable interference with the ability of an individual to secure a referral or reauthorization 
for continuing care; 

  
(C) The process for issuing a denial of a request, including the means by which an individual 
may receive notice of a denial and the reasons therefor in writing; 

  
(D) Actions that constitute improper penalties imposed upon primary care physicians as a result 
of referrals made pursuant to this subsection (7); and 

 (E) Such other issues as the commissioner deems necessary.

  

(b) For purposes of this subsection (7), "intractable pain" means a pain state in which the cause 
of the pain cannot be removed and which in the generally accepted course of medical practice no 
relief or cure of the cause of the pain is possible or none has been found after reasonable efforts 
including, but not limited to, evaluation by the attending physician and one or more physicians 
specializing in the treatment of the area, system, or organ of the body perceived as the source of 
the pain. 

  
(8) On and after January 1, 2005, a carrier shall not refuse to issue or renew a health benefit plan 
to an individual based solely on the individual's prior donation of a kidney. 
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Section 1 Authority 

This regulation is promulgated pursuant to the authority of §§ 10-1-109, 10-3-1110, 10-16-107(1), 10-16-
107(1.5), 10-16-109, and 10-18-105(2), C.R.S. 

Section 2 Scope and Purpose 

The purpose of this regulation is to ensure that health insurance rates are not excessive, inadequate or 
unfairly discriminatory, by establishing the requirements for rate filings. 

Section 3 Applicability 

This regulation applies to all companies, as defined in Section 4D, operating in the State of Colorado. 
This regulation concerns all health insurance rate filings, including, but not limited to, comprehensive 
health insurance, long-term care, supplemental health, limited benefit health, prepaid dental, limited 
service licensed provider networks, disability, Medicare supplement, Health Maintenance Organization 
(HMO) coverages and stop loss carriers for employers with self insured health plans. 

Section 4 Definitions 

A. “Administrative ratio” means, for purposes of this regulation, the ratio of actual total administrative 
expenses, not including dividends, to the value of the actual earned premiums, not reduced by 
dividends, over the specified period, which is typically a calendar year. 

B. “Benefits ratio” means, for purposes of this regulation, the ratio of policy benefits, not including 
dividends, to the value of the earned premiums, not reduced by dividends, over the entire period 
for which rates are computed to provide coverage.  Note: active life reserves do not represent 
claim payments, but provide for timing differences.  Benefits ratio calculations must be displayed 
without the inclusion of active life reserves. 



C. “Company” means, for purposes of this regulation, a carrier as defined in § 10-16-102(8), C.R.S., 
and includes, but is not limited to, licensed property and casualty insurance companies; licensed 
life and health insurance companies; non-profit hospital, medical-surgical, and health service 
corporations; HMOs; prepaid dental companies; and limited service licensed provider networks. 

D. “Dividends” means, for purposes of this regulation, both policyholder and stockholder dividends. 

E. “Effective date” means, for purposes of this regulation, the date that the filed or approved rates 
can be charged to an individual or group. 

F. “Excessive rates” means, for purposes of this regulation, rates that are likely to produce a long 
run profit that is unreasonably high for the insurance provided or if the rates include a provision 
for expenses that is unreasonably high in relation to the services rendered. 

G. “File and use” is a filing procedure that requires rates and rating data to be filed with the Division 
of Insurance concurrent with or prior to distribution, release to producers, collection of premium, 
advertising, or any other use of the rates.  Under no circumstance shall the carrier provide 
insurance coverage under the rates for until after the proposed effective date. Carriers may bill 
members, but not require the member remit the premium prior to the effective date of the rate 
change. 

H. “Filing date” means, for purposes of this regulation, the date that the rate filing is received at the 
Division of Insurance. 

I. “Inadequate rates” means, for purposes of this regulation, rates that are clearly insufficient to 
sustain projected losses and expenses, or if the use of such rates, if continued, will tend to create 
a monopoly in the marketplace. 

J. “Indemnity benefits” means, for the purpose of the twenty percent (20%) limitation imposed on 
HMOs, the following benefits: out-of-area services, supplemental benefits (such as vision and 
dental provided on a non-contractual fee-for-service basis) and point-of-service benefits. It does 
not include any benefits provided by an HMO for which there exists a hold harmless agreement 
between the providers and the HMO. 

K. “Lifetime loss ratio”: 

1. “Lifetime loss ratio,” for purposes of this regulation, is equal to: 

a. The sum of the accumulated value of policy benefits from the inception of the 
policy form(s) to the end of the experience period and the present value of 
expected policy benefits over the entire future period for which the proposed 
rates are expected to provide coverage; divided by: 

b. The sum of the accumulated value of earned premiums from the inception of the 
policy form(s) to the end of the experience period and the present value of 
expected earned premium over the entire future period for which the proposed 
rates are expected to provide coverage. 

2. The lifetime loss ratio should be calculated on an incurred basis as the ratio of 
accumulated and expected future incurred losses to accumulated and expected future 
earned premiums. Note: active life reserves do not represent claim payments, but provide 
for timing differences. Benefit or loss ratio calculations must be displayed without the 
inclusion of active life reserves. 



3. An appropriate rate of interest should be used in calculating the accumulated values and 
the present values of incurred losses and earned premiums. 

4. Any policy form or forms for which the anticipated loss ratio in any policy duration is 
expected to differ more than 10% from the lifetime loss ratio shall be assumed to have 
been priced on a “lifetime loss ratio standard”, for purposes of this regulation.  

L. “Non-developed rates” are rates that are not developed primarily from statistics, experience data 
or studies but are established by agreement with a governmental entity through a bidding process 
or by some other means and include, but are not limited to: rates for Medicare, Title XVIII of the 
federal “Social Security Act;” Medicaid, Title XIX of the federal “Social Security Act;” and the State 
Children’s Health Insurance Program (SCHIP), Title XXI of the federal “Social Security Act.” 

M. “On-rate-level premium” is the premium that would have been generated if the present rates had 
been in effect during the entire period under consideration. 

N. “Pod” means any subdivision or subgrouping of a network, if arrangements between the plan and 
participating providers or the policy itself have specific incentives for the use of providers and 
services within the subdivision or subgrouping of the network. 

O. “Premium” means, for purposes of this regulation, the amount of money paid by the insured 
member, subscriber, or policyholder as a condition of receiving health care coverage.  The 
premium paid normally reflects such factors as the carrier’s expectation of the insured’s future 
claim costs and the insured’s share of the carrier’s claims settlement, operational and 
administrative expenses, and the carrier’s cost of capital.  This amount is net of any adjustments, 
discounts, allowances or other inducements permitted by the health care coverage contract. 

P. “Prior approval” is a filing procedure that requires a rate change to be affirmatively approved by 
the Commissioner prior to distribution, release to agents, collections of premium, advertising, or 
any other use of the rate.  Under no circumstances shall the carrier provide insurance coverage 
under the rates until after the proposed effective date specified in the rate filing.  Carriers may bill 
members but not require the member remit premium prior to the effective date of the rate change. 

Q. “Qualified actuary” is a person who meets the qualifications in Colorado Insurance Regulation 1-
1-1. 

R. “Rate” means, for purposes of this regulation, the amount of money a carrier charges as a 
condition of providing health care coverage.  The rate charged normally reflects such factors as 
the carrier’s expectation of the insured’s future claim costs, and the insured’s share of the 
carrier’s claim settlement, operational and administrative expenses, and cost of capital.  This 
amount is net of any adjustments, discounts, allowances or other inducements permitted by the 
health care coverage contract. 

S. “Rate filing,” for purposes of this regulation, is a filing that contains all of the items required in this 
regulation and Bulletin B-4.18 entitled “Requirements for the Filing of Rate and Forms for Life, 
Accident and Health Carriers;” and  

1. For individual products, the proposed base rates and all rating factors, the underlying 
rating assumptions, and support for changes in these rates, factors and assumptions; 
and; 

2. For group products, the underlying rating factors and assumptions, and support for 
changes in these factors and assumptions. 



T. “Rate increase” shall have the same meaning as defined in § 10-16-102(36.5), C.R.S., and 
includes an increase in any current rate or factor used to calculate premium rates for new or 
existing policyholders or certificateholders.  

U. “Retention” means, for the purposes of this regulation, the percentage of total premium 
determined by either 100% minus the percentage of total premium anticipated to be paid for 
policyholder benefits or 100% minus the anticipated loss ratio (or 100% minus the lifetime loss 
ratio, for products priced on a lifetime loss ratio standard). 

V. “Targeted” or “anticipated loss ratio” shall have the same meaning as defined in § 10-16-
102(43.7), C.R.S.  Note: active life reserves do not represent claim payments, but provide for 
timing differences.  Targeted loss ratio calculations must be displayed without the inclusion of 
active life reserves. 

W. “Trend” or “trending” means any procedure for projecting losses to the average date of loss, or of 
projecting premium or exposures to the average date of writing. 

X. “Unfairly discriminatory rates” means, for purposes of this regulation, charging different rates for 
the same benefits provided to individuals, or groups, with like expectations of loss; or if after 
allowing for practical limitations, differences in rates fail to reflect equitably the differences in 
expected losses and expenses.  For individual policies, rates which differ for new and renewal 
policies are not necessarily considered unfairly discriminatory.  In addition, a rate is not unfairly 
discriminatory solely if different premiums result for policyholders with like loss exposures but 
different expenses, or like expenses but different loss exposures, so long as the rate reflects the 
differences with reasonable accuracy. 

Y. “Use of the rates” means, for purposes of this regulation, any use of the rates or factors including 
collection of premiums, distribution to agents, disclosure or premium quotes to parties outside the 
company, advertising, or any other use of the rates or factors. 

Section 5 General Rate Filing Requirements 

All rate filings shall be submitted electronically by licensed entities.  Failure to supply the information 
required in Sections 5, 6 and 7 of this regulation will render the filing incomplete.  Incomplete filings are 
not reviewed for substantive content.  All filings that are not returned or disapproved on or before the 30th 
calendar day after receipt will be considered complete.  Filings may be reviewed for substantive content, 
and if reviewed, any deficiency will be identified and communicated to the filing company on or before the 
45th calendar day after receipt.  Correction of any deficiency, including deficiencies identified after the 
45th calendar day, will be required on a prospective basis, and no penalty will be applied for a non-willful 
violation identified in this manner.  Nothing in this regulation shall render a rate filing subject to prior 
approval by the Commissioner that is not otherwise subject to prior approval as provided by statute. 

A. General Requirements 

1. Prior Approval: Any proposed rate increase for other than dental insurance or a rate 
increase of 5% or more annually for dental insurance, which is effective on or after 
January 1, 2009, is subject to prior approval by the Commissioner and must be filed with 
the Division of Insurance at least 60 calendar days prior to the proposed implementation 
or use of the rates.  If the Commissioner approves the rate filing within 60 calendar days 
after the filing date, the carrier may use the rates immediately upon approval, but only in 
communications or advertisements to agents or to other parties outside the company.  
Under no circumstances shall the carrier provide insurance coverage under the rates until 
after the proposed effective date specified in the rate filing.  Carriers may bill members 
but not require the member remit premium prior to the effective date of the rate change.  
If the Commissioner does not approve or disapprove the rate filing within 60 calendar 



days after the filing date, the carrier may implement and make use of the rates.  
Corrections of any deficiency identified after the 60th calendar day will be required on a 
prospective basis and no penalty will be applied for a non-willful violation identified in this 
manner if the rates are determined to be excessive, inadequate or unfairly discriminatory.  
Rates for Medicare supplement insurance are subject to prior approval as specified in 
Colorado Insurance Regulation 4-3-1, but are not subject to the 60 day filing requirement 
of this paragraph.  All filings must be filed with the Rates and Forms Section of the 
Division of Insurance.  The Commissioner shall disapprove the rate filing if any of the 
following apply: 

a. The benefits provided are not reasonable in relation to the premiums charged; 

b. The rate filing contains rates that are excessive, inadequate, unfairly 
discriminatory, or otherwise does not comply with the provisions of Sections 5, 6 
and 7 of this regulation.  In determining if the rate is excessive or inadequate, the 
Commissioner may consider profits, dividends, annual financial statements, 
subrogation funds credited, investment income or losses, unearned premium 
reserve, reserve for losses, surpluses, executive salaries, expected benefits 
ratios, and any other appropriate actuarial factors as determined by accepted 
actuarial standards of practice; 

c. The actuarial reasons and data do not justify the requested rate increase; or 

d. The rate filing is incomplete. 

2. File and Use: Any rate filing not specified in Paragraph 1 of this subsection is classified 
as file and use.  If a rate change has been implemented or used without being filed with 
the Division of Insurance, corrective actions may be ordered, including fines, refunds to 
policyholders, and/or rate credits.  Under no circumstance shall the carrier provide 
insurance coverage under the rates for until after the proposed effective date. Carriers 
may bill members, but not require the member remit the premium prior to the effective 
date of the rate change.  All filings must be filed with the Rates and Forms Section of the 
Division of Insurance. 

3. Non-Developed Rates: Non-developed rates are not subject to the filing requirements of 
Sections 5, 6 and 7 of this regulation. 

4. Required Submissions: 

a. All companies must submit rate filings whenever the rates charged new or 
renewal policyholders or certificateholders differ from the rates on file with the 
Division of Insurance.  Included in this requirement are changes due to periodic 
recalculation of experience, change in rate calculation methodology, or change(s) 
in the trend or other rating assumptions. 

b.  All companies must submit a rate filing on at least an annual basis to support the 
continued use of rating variables which change on a predetermined basis, such 
as trend, durational factors, or the Index Rate for small group business, for 
continued appropriateness.  These rate filings must contain detailed support as 
to why the assumptions continue to be appropriate. 

c.  All companies must submit a rate filing when the rates are changed on an 
existing product even though the rate change only pertains to new business.  For 
example:  Non-renewable short term disability or any other type of non-



renewable product.  The rate filing must be compliant with this regulation 
including providing overall experience data for this existing product. 

d. All companies must submit a rate filing within 60 calendar days after 
Commissioner approval of the assumption, acquisition of a block of business.  
This rate filing should provide detailed support for the rating factors the assuming 
or acquiring company proposes to use, even if the rating factors are not 
changing.  The new filing must demonstrate that the rating assumptions continue 
to be appropriate. 

e. A separate rate filing is required for each major line of business. Rate filings 
should not be combined with form filings.  Each type requires a separate filing. 

5. Withdrawn, Returned, or Disapproved Filings: Filings that have either been withdrawn by 
the filer, returned by the Division of Insurance as incomplete or disapproved as 
unjustified, and subsequently are resubmitted, will be considered as new filings.  If a filing 
is withdrawn, returned, or disapproved, the rates may not be used or distributed.  Nothing 
in this regulation shall render a rate filing subject to prior approval by the Commissioner 
that is not otherwise subject to prior approval as provided by statute. 

6. Submission of rate filings: All health, sickness and accident insurance (Title 10, Article 
16), health care coverage (Title 10, Article 16), Medicare supplement insurance (Title 10, 
Article 18), long-term care insurance (Title 10, Article 19) and health excess/stop loss 
insurance (Title 10, Article 16) rate filings must be filed electronically in a format made 
available by the Division of Insurance, unless exempted by rule for an emergency 
situation as determined by the Commissioner.  If the company fails to comply with these 
requirements, the company will be notified that the filing has been returned as 
incomplete.  If a filing is returned due to lack of completeness, the rates may not be used 
or distributed. 

7. Company Specific: A separate filing must be submitted for each company.  A single filing, 
which is made for more than one company or for a group of companies, is not permitted.  
This applies even if a product is comprised of components from more than one company, 
such as an HMO/indemnity point-of-service plan. 

8. Required Inclusions: The level of detail and the degree of consistency incorporated in the 
experience records of the company are vital factors in the presentation and review of rate 
filings.  Every rate filing shall be accompanied by sufficient information to support the 
reasonableness of the rate.  Valid company experience should be used whenever 
possible.  This information may include the company’s experience and judgment; the 
experience or data of other companies or organizations relied on by the company; the 
interpretation of any statistical data relied on by the company; descriptions of methods 
used in making the rates; and any other similar information.  In addition, the 
Commissioner may request additional information necessary to adequately support the 
rate change request. 

9. Confidentiality: All rate filings submitted shall be considered public and shall be open to 
inspection by the public, unless the information may be considered confidential pursuant 
to § 24-72-204, C.R.S.  If the carrier desires confidential treatment of any information 
submitted as required in this regulation, a “Confidentiality Index” must be completed.  
Please see the bulletin entitled, “Guidelines for Rate, Rule, Loss Cost and Form Filings 
Containing Confidential Information.”  This bulletin can be found on the Division of 
Insurance’s website, www.dora.state.co.us/insurance.  The Division will evaluate the 
reasonableness of any request for confidentiality and will provide notice to the carrier if 
the request for confidentiality is rejected.  It should be noted that HMOs are not afforded 



automatic confidential treatment of any rate filings and must also complete a 
Confidentiality Index. 

B. Required Forms and Actuarial Certification 

1. Required Forms: A Form HR-1 must be completed for each rate filing. Only one Form 
HR-1 is allowed to be submitted in a rate filing.  This form is available in Division of 
Insurance Bulletin B-4.18 entitled “Requirements for the Filing of Rate and Forms for Life, 
Accident and Health Carriers.”  This bulletin can be found on the Division of Insurance’s 
website, www.dora.state.co.us/insurance. 

2. Actuarial Certification: A signed and dated statement by a qualified actuary, which attests 
that, in the actuary’s opinion, the rates are not excessive, inadequate or unfairly 
discriminatory.  (The requirements for the actuarial certification for Medicare supplement 
rate filings can be found in Section 14(H) of Colorado Insurance Regulation 4-3-1. The 
requirements for the actuarial certification for certain long-term care rate filings can be 
found in Sections 10B and 18B of Colorado Insurance Regulation 4-4-1. 

Section 6 Actuarial Memorandum 

The rate filing must contain an actuarial memorandum, either signed by, or prepared under the 
supervision of, a qualified actuary, containing, at a minimum, the following sections in the designated 
order shown below: 

A. Summary: A brief written summary of the filing including, but not limited to, the following: 

1. Reason(s) for the rate filing; 

2. Marketing method(s); 

3. Premium classification; 

4. Product descriptions; 

5. A listing of all policy/rider forms impacted (for standardized Medicare supplement, also 
identify plans); and 

6. A statement as to whether the premiums will be charged on an issue age, attained age, 
renewal age or other basis. 

B. Assumption, Acquisition or Merger: The memorandum must state whether or not the products 
included in the rate filing were part of an assumption, acquisition or merger of policies from/with 
another company.  If so, then the memorandum must include the full name of the 
company/companies) from which the policies were assumed, acquired or merged, and the closing 
date of assumption, acquisition or merger. 

C. Rating Period: The memorandum must identify the period for which the rates will be effective.  At 
a minimum, the proposed effective date of the rates must be provided.  If the length of the rating 
period is not clearly identified, it will be assumed to be for twelve months, starting from the 
proposed effective date. 

D. Underwriting: The memorandum must include a brief description of the extent to which this 
product will be underwritten, if a new product, or the changes, if any, to the underwriting 
standards, if an existing product.  The memorandum should include the expected impact on the 
claim costs by duration and in total.  The company shall state separately the effects of different 



types of underwriting:  medical, financial or other.  An example of an acceptable brief description 
is: “This policy form is subject to limited underwriting with yes/no questions. The expected impact 
is: duration 1 = .15; duration 2 = .05; duration 3 = .03 decrease in claim costs.” 

E. Effect of Law Changes: The memorandum should identify and quantify any changes to the rates, 
expenses, and/or medical costs that result from changes in law(s) or regulation(s).  This 
quantification must include the effect of specific mandated benefits and anticipated changes. 

F. Rate History: The memorandum must include a chart showing the rate changes implemented 
including the actual effective date of each rate change in at least the three years immediately 
prior to the date of the filing.  The cumulative effect of all rate filings, submitted in the prior year, 
on renewal rates should be specified, including the range of increases the renewing policyholder 
may experience, i.e., the minimum, average, and maximum.  The rate history should be provided 
on both a Colorado basis, as well as an average nationwide basis, if applicable.  The previous 
SERFF filing number should also be provided. 

G. Coordination of Benefits: Each rate filing must reflect actual loss experience net of any savings 
associated with coordination of benefits and/or subrogation. 

H. Relation of Benefits to Premium: The memorandum must adequately support the reasonableness 
of the relationship of the projected benefits to projected earned premiums for the rating period. 
This relationship will be presumed to be reasonable if the company complies with the following: 

1. Medicare Supplement and Long-Term Care Policies: See Section 7E and 7F of this 
regulation. 

2. Retention Percentage: The actuarial memorandum must list and adequately support each 
specific component of the retention percentage.  If the product was not initially priced 
using a lifetime loss ratio standard, the retention percentage is equal to 1 minus the 
targeted loss ratio.  If the product was initially priced using a lifetime loss ratio standard, 
the retention percentage is equal to 1 minus the lifetime loss ratio.  Each of these specific 
components must be expressed as a percentage of the earned premium, and should sum 
to the total company retention percentage.  Each component should reflect the average 
assumption used in pricing.  Ranges for each assumption and flat dollar amounts are not 
permitted.  The component for profit/contingencies should reflect the target load for profit 
and contingencies, and not the expected results or operating margin.  The Commissioner 
will evaluate each component for reasonableness and consistency with other similar rate 
filings.  Any change in these components from the previous rate filing must be adequately 
supported.  It should be noted that broad groupings of these components are not 
permitted. 

3. Benefits Ratio Guidelines:  The Commissioner uses these percentages as guidelines for 
the acceptability of the company’s targeted loss ratio or lifetime loss ratio. 

a. All rate filings justifying the relationship of benefits to premium using one of these 
guidelines must list the components of the retention percentage, as defined in 
Subsection H2 of this section.  The Commissioner will evaluate these 
components for reasonableness.  Policy forms priced at, or above, these benefits 
ratios may be unacceptable, if one or more of the retention components is not 
supported. 

b. The Division recommended benefit ratio guidelines are as listed below.  Targeted 
loss ratios below these guidelines shall be actuarially justified. 

Comprehensive Major Medical (Individual) 65% 



Comprehensive Major Medical (Small Group) 70% 
Comprehensive Major Medical (Large Group) 75% 
Specified or Dread Disease 60% 
Limited Benefit Plans 60% 
Disability Income 60% 
Dental/Vision 60% 
Stop Loss     60% 

c. The benefit loss ratio guideline for conversion products shall be at least 125%. 
Adequate support shall be submitted if the loss ratio is below the 125% guideline. 

d. For individual products issued to HIPAA eligible individuals the premiums for 
these products are, at most, two times the premiums for the underlying, 
underwritten product. 

I. Lifetime Loss Ratio:  The memorandum must state whether or not the product was priced initially 
using a lifetime loss ratio standard.  If the product was priced using a lifetime loss ratio standard, 
then any subsequent rate change request must be based on the same lifetime loss ratio standard 
with consideration given to investment income and the variance in the expected benefits ratios 
over the duration of the policy.  The rate filing must include the average policy duration in years 
as of the endpoint of the experience period and the expected benefits ratio, as originally priced, 
for each year of the experience period.  The rate filing must also include a chart showing actual 
and expected benefits ratios for both the experience and rating periods.  For each year of the 
experience period the chart must show the actual and expected benefits ratios, and the ratio of 
these two benefits ratios.  For each year of the rating period, the chart must show the projected 
and expected benefits ratios, and the ratio of these two benefits ratios.  It is expected that the 
company is pricing these products to achieve a benefits ratio greater than or equal to the 
expected benefits ratio for the rating period, unless there has been a material change in 
assumptions which would justify a deviation from this expectation.  These changes must be 
identified and clearly supported in the rate filing. 

J. Provision for Profit and Contingencies: The memorandum must identify the percentage of the 
provision for profit and contingencies, and how this provision is included in the final rate.  If 
material, investment income from unearned premium reserves, reserves from incurred losses, 
and reserves from incurred but not reported losses must be considered in the ratemaking 
process.  Detailed support must be provided for any proposed load in excess of 7% after tax. 

K. Complete Explanation as to How the Proposed Rates were Determined: The memorandum must 
contain a section with a complete explanation as to how the proposed rates were determined, 
including all underlying rating assumptions, with detailed support for each assumption.  The 
Division of Insurance may return a rate filing if adequate support for each rating assumption is not 
provided.  This explanation may be on an aggregate expected loss basis or as a per-member-
per-month (PMPM) basis, but must completely explain how the proposed rates were determined.  
The memorandum must adequately support all material assumptions and methodologies used to 
develop the expected losses or pure premiums. 

L. Trend:  This section must describe the trend assumptions used in pricing.  These assumptions 
must each be separately discussed, adequately supported, and also be appropriate for the 
specific line of business, product design, benefit configuration, and time period.  Any and all 
factors affecting the projection of future claims must be presented and adequately supported.  
The trend assumptions shall be, if practical, separately quantified into two categories, medical 
and insurance, as defined below: 

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



2. Insurance trend is the combined effect of underwriting wearoff, deductible leveraging, and 
antiselection resulting from rate increases and discontinuance of new sales.  Note: 
medical trend must be determined or assumed before insurance trend can be 
determined.  Underwriting wearoff means the gradual increase from initial low expected 
claims that result from underwriting selection to higher expected claims for later (ultimate) 
durations.  Underwriting wearoff does not apply to guaranteed issue products. 

M. Credibility:  The Colorado standard for fully credible data is 2,000 life years and 2,000 claims.  
Both standards must be met within a maximum of three years, if the proposed rates are based on 
claims experience. 

1. The memorandum must discuss the credibility of the Colorado data with the proposed 
rates based upon as much Colorado data as possible.  Collateral data used to support 
partially credible Colorado data, including published data sources (including affiliated 
companies) must be provided and applicability of the use of such data must be 
discussed.  The use of collateral data is only acceptable if the Colorado data does not 
meet the full credibility standard.  The formula for determining the amount of credibility to 
assign to the data is SQRT {(# life years or claims)/full credibility standard}. The full 
credibility standard is defined above.  Colorado data must still be provided. 

2. The memorandum should also discuss how and if the aggregated data meets the 
Colorado credibility requirement.  Any filing, which bases its conclusions on partially 
credible data, should include a discussion as to how the rating methodology was modified 
for the partially credible data. 

N. Data Requirements: The memorandum must, at a minimum, include earned premium, loss 
experience data, average covered lives and number of claims, submitted on a Colorado-only 
basis for at least 3 years,.  National or other relevant data shall also be provided in order to 
support the rates, if the Colorado data is not fully credible.  Any rate filing involving an existing 
product is required to provide this information.  This includes, but is not limited to:  changes in 
rates; rating factors; rating methodology; trend; new benefit options; or new plan designs for an 
existing product.  If the filing is to introduce a new product to Colorado, nationwide experience 
must be provided for this product must be provided, if available.  If no experience for the new 
product is available, experience for a comparable product must be provided, if available. Rates 
must be supported by the most recent data available, with as much weight as possible placed 
upon the Colorado experience.  The experience period must include consecutive data no older 
than nine months prior to the proposed effective date of the filing.  The loss data must be on an 
incurred basis, including both the accrued and unaccrued portions of the liability and reserve 
(e.g., case, bulk and IBNR reserves) as of the valuation date.  Premiums and/or exposure data 
must be stated on both an actual and on-rate-level basis.  Capitation payments should be 
considered as claim or loss payments. 

O. Side-by-Side Comparison: Each memorandum must include a “side-by-side comparison” 
identifying any proposed change(s) in rates.  This comparison should include three columns: the 
first containing the current rate, rating factor, or rating variable; the second containing the 
proposed rate, rating factor, or rating variable; and the third containing the percentage increase or 
decrease of each proposed change(s).  If the proposed rating factor(s) are new, the 
memorandum must specifically so state, and provide detailed support for each of the factors. 

P. Benefits Ratio Projections: The memorandum must contain a section projecting the benefits ratio, 
over the rating period, both with and without the requested rate change.  For products priced 
using a lifetime loss ratio standard, such as long-term care and long term disability, the 
projections should include a timeframe as to when the lifetime loss ratio will be achieved. 

Q. Other Factors: The memorandum must clearly display or clearly reference all other rating factors 
and definitions, including the area factors, age factors, gender factors, etc., and support for each 



of these factors in a new rate filing and support for changes to any of these factors in renewal rate 
filings.  In addition, the Commissioner expects each company to review each of these rating 
factors at least every five years and provide detailed support for the continued use of each of 
these factors in a rate filing. 

Section 7 Additional Rate Filing Requirement by Line of Business 

The following subsections set forth the requirements by separate lines of business, which must be 
complied in addition to the above general requirements: 

A. Individual: Renewal rates for individual health insurance plans shall not be affected by the health 
status or claims experience of the individual insured.  A “claims experience factor,” or any other 
part of the renewal rate calculation, which is based in whole or in part upon the health status or 
claims experience of the individual insured is prohibited. 

B. Small Employer Group Health Benefit Plans: The provisions of §§ 10-16-105 and 10-16-107, 
C.R.S., and Colorado Insurance Regulations 4-6-5, 4-6-7, and 4-6-8, shall apply to the filing of 
rates for small employer health benefit plans. 

1. The factors usually included in the determination of a trend percentage are not 
considered a small group rating variable and must be included in the calculation of the 
Index Rate.  A company may, in a single rate submission, file up to a maximum of twelve 
different Index Rates for effective dates in the subsequent twelve-month period; however, 
only one Index Rate can be effective at any given time.  Only the factors defined in 
Colorado Insurance Regulation 4-6-7 may be used to adjust the filed Index Rate, and 
changes should be clearly set forth in the side-by-side comparison. Each rate filing 
should contain all tables necessary to recalculate the small group renewal rates, even if 
the factors in the table have not changed.  It should be clearly indicated that the factors in 
these tables are unchanged. 

2. Pursuant to § 10-16-105(6), C.R.S., all small group insurers or other entities must file a 
complete and detailed description of rating practices and renewal underwriting practices.   
This paragraph shall not apply to non-developed rates. 

3. The Commissioner has determined that the information required under Paragraph 2 of 
this Subsection B may be considered confidential pursuant to § 24-72-204, C.R.S., 
and/or § 10-16-105(6.6), C.R.S.  If a carrier desires confidential treatment of the 
information specified in Paragraph 2 of this subsection, a “Confidentiality Index” must be 
completed.  Please see Division of Insurance Bulletin B-1.15 entitled, “Guidelines for 
Rate, Rule, Loss Cost and Form Filings Containing Confidential Information”.  This 
bulletin can be found on the Division of Insurance’s website, 
www.dora.state.co.us/insurance.  It should be noted that HMOs are not afforded 
automatic confidential treatment in the filing of this report and must also complete a 
“Confidentiality Index”. 

C. Large Group Health Benefit Plans: Large group major health benefit plan contracts are 
considered to be a negotiated agreement between a sophisticated purchaser and seller.  Certain 
rating variables may vary due to the final results of each negotiation.  Each large group rate filing 
must contain the ranges for these negotiated rating variables, an explanation of the method used 
to apply these rating variables, and a discussion of the need for the filed ranges.  A new rate filing 
is required whenever a rating variable or a range for a rating variable changes.  Each filing should 
also contain an example of how the large group health rates are calculated.  While the final rate 
charged the large group may differ from the initial quote, all rating variables must be on file with 
the Division of Insurance. 



Although it is not necessary to submit a separate rate filing for each large group policy issued, 
each company must retain detailed records for each large group policy issued.  At a minimum, 
such records shall include: any data, statistics, rates, rating plans, rating systems, and 
underwriting rules used in underwriting and issuing such policies, experience data on each group 
insured, including, but not limited to, written premiums at a manual rate, paid losses, outstanding 
losses, loss adjustment expenses, underwriting expenses, and underwriting profits.  All rating 
factors used in determining the final rate should be identified in the detail material and lie within 
the range identified in the rate filing on file with the Division of Insurance.  The company shall 
make all such information available for review by the Commissioner upon request.  All such 
requests will be made at least three (3) business days prior to the date of review. 

The rates for subgroups must be determined in an actuarially sound manner using credible data.  
The methodology for determining these rates must be on file with the Division of Insurance and 
any changes in the methodology must be filed with the Division of Insurance. 

D. Valid Multi-State Association Groups: Pursuant to § 10-16-107(6), C.R.S., any health benefit plan 
issued or renewing on or after May 1, 2010, for any valid multi-state association under § 10-16-
214(2), C.R.S., shall not use any health status-related factor in determining the premium or 
contribution for any enrolled individual and/or their dependent. 

E. Medicare Supplement: A Medicare supplement policy is defined in § 10-18-101(4), C.R.S., and 
regulated pursuant to Colorado Insurance Regulation 4-3-1 and §§ 10-18-101 to 109, C.R.S.  If 
the requirements of both Colorado Insurance Regulation 4-3-1 and this regulation are not met, 
the filing will be considered incomplete and returned to the company.  Medicare supplement 
filings require prior approval.  (The requirements for the actuarial certification for Medicare 
supplement rate filings can be found in Section 14(H) of Colorado Insurance Regulation 4-3-1).  
Rating requirements can be found in Sections 10(E)(2), 13 and 14(G) – (J). 

F. Long-Term Care: Long-term care insurance is defined in § 10-19-103(5), C.R.S., and regulated 
pursuant to Colorado Insurance Regulation 4-4-1 and §§ 10-19-101 to 115, C.R.S.  If the 
requirements of both Colorado Insurance Regulation 4-4-1 and this regulation are not met, the 
filing will be considered incomplete and returned to the company. The filing must also: 

1. Demonstrate that investment income has been considered in the development of the 
rate; 

2. Provide the expected benefits ratios for both the experience period and the projection 
period on an annual basis; 

3. Provide the ratio of the actual benefits ratio to the expected benefits ratio for each year of 
the life of the policy on both a durational and calendar year basis; and 

4. Provide a discussion as to how the original pricing assumptions have changed 
historically, and how the assumptions for the future period compare to the original pricing 
assumptions and the current rating assumptions. 

G. Disability Income: The filing must demonstrate that investment income has been considered in 
the development of the rate. 

H. Health Maintenance Organization (HMO): The rates for all HMO point-of-service (POS) benefits 
must be separately determined and supported.  The actuarial memorandum supporting any rate 
filing for a policy which includes POS or other indemnity benefits must include a statement that all 
indemnity benefits are not expected to exceed twenty percent (20%) of the net medical and 
hospital expenses incurred.  HMOs that exceed the 20% limitation in the prior calendar year may 



be prohibited from offering a point-of-service plan for new issues until compliance can be 
demonstrated. 

I. Limited Service Licensed Provider Network (LSLPN): Rates and premiums for products issued by 
an LSLPN are to be determined on a fixed prepayment basis.  Therefore, no LSLPN product may 
be issued on a cost-plus or retrospective rating basis. 

Section 8 Prohibited Rating Practices 

The Commissioner has determined that certain rating activities lead to excessive, inadequate or unfairly 
discriminatory rates, and are unfair methods of competition and/or unfair or deceptive acts or practices in 
the business of insurance.  Therefore, in accordance with §§ 10-16-107, 10-16-109, and 10-3-1110(1), 
C.R.S., the following are prohibited: 

A. Attained age premium schedules where the slope by age is substantially different from the slope 
of the ultimate claim cost curve.  However, this requirement is not intended to prohibit use of a 
premium schedule which provides for attained age premiums to a specific age followed by a level 
premium, or the use of reasonable step rating; 

B. The use of premium modalization factors which implicitly or explicitly increase the premium to the 
consumer by any amount other than those amounts necessary to offset reasonable increases in 
actual operating expenses that are associated with the increased number of billings and/or the 
loss of interest income, unless such factors are adequately supported by acceptable data; and 

C. For individual health insurance plans, the use of any rating factors based upon zip codes which 
fail to equitably adjust for different expectations of loss.  It is the expectation of the Commissioner 
that areas of the state with like expectations of loss must be treated in a similar manner.  Also, 
policyholders utilizing the same provider groups should be rated in a like manner.  The use of zip 
codes in determining rating factors can result in inequities.  Unless different rating factors can be 
justified based upon different provider groups or other actuarially sound reasons, the following 
guidelines shall be followed whenever zip codes are used in determining a company’s rating 
factors: 

1. All zip codes in the 800-802 three-digit zip code groups are considered part of the Denver 
metropolitan area and shall receive the same rating factor, with the following possible 
exceptions: 

a. The following zip codes in Elbert County: 80101, 80106, 80107, 80117, 

b. The following zip codes in Arapahoe County: 80102, 80103, 80105, 80136, 

c. The following zip codes in El Paso County: 80132, 80133, 

d. The following zip codes in Boulder County: 80025, 80026, 80027, 80028. 

2. In addition, the following zip codes outside the 800-802 three-digit zip code groups are 
considered part of the Denver metropolitan area and shall receive the same rating factor 
as the 800-802 three-digit zip code groups: 

a. The following zip codes in Jefferson County: 80401-80403, 80419, 80433, 
80437, 80439, 80453, 80454, 80457, 80465. 

b. The following zip codes in Adams County: 80614, 80640. 



3. All zip codes in the 809 three-digit zip code group are considered part of the Colorado 
Springs metropolitan area and shall receive the same rating factor.  In addition, the 
following zip codes in El Paso County, which lie outside the 809 three-digit zip code 
group shall be considered part of the Colorado Springs metropolitan area and shall 
receive the same rating factor as the 809 three-digit zip code group: 80809, 80817, 
80819, 80829, 80831, 80840, 80841. 

If a company uses area rating factors which are based in whole or in part upon the zip code, and 
does not follow these guidelines, the company may be found to have rates that are unfairly 
discriminatory.  The Commissioner would prefer that a company use federal MSA’s, rather than 
zip codes, in their rating structure.  The Commissioner expects companies to review the 
appropriateness of area factors at least every five years and provide detailed support for the 
continued use of the factors in rate filings and upon request. 

Section 9 Severability 

If any provision of this regulation or the application of it to any person or circumstance is for any reason 
held to be invalid, the remainder of the regulation shall not be affected. 

Section 10 Enforcement 

Noncompliance with this regulation may result, after proper notice and hearing, in the imposition of any of 
the sanctions made available in the Colorado statutes pertaining to the business of insurance or other 
laws which include the imposition of fines, issuance of cease and desist orders, and/or suspensions or 
revocation of certificates of authority.  Among others, the penalties provided in § 10-3-1108, C.R.S., may 
be applied. 

Section 11 Effective date 

This regulation is amended effective May 1, 2010. 

Section 12 History 

Regulation 4-2-11, effective November 1, 1992. 
Regulation Repealed and Re-promulgated, effective February 1, 1999. 
Regulation amended effective January 1, 2001. 
Regulation amended effective December 1, 2005. 
Regulation amended effective December 1, 2007. 
Emergency Regulation 08-E-4 was effective July 1, 2008. 
Regulation amended effective October 1, 2008. 
Regulation amended effective February 1, 2009. 
Regulation amended effective July 1, 2009. 
Regulation amended effective January 1, 2010. 
Regulation 4-2-11 amended, effective May 1, 2010. 
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Severability 
Effective Date 
History 

Authority 

This regulation is promulgated under the authority of §§1 0-1-1 09(1 ), 10-16-1 02(1 O)(b)(ll), 10-16-104.9, 
10-16-105(6.5), 10-16-105(7.2), 10-16-105(8)(f), 10-16-105(8.5) and 10-16-109, C.R.S. 

Section 2 Scope and Purpose 

The purpose of this regulation is to establish and implement rules for setting premiums for small group 
health benefit plans. This regulation concerns: applicability and scope of Colorado's small group health 
rating laws; carriers' obligations to provide coverage; premium rate setting; use of composite rates; rate 
filings; and actuarial certifications. 

Section 3 Applicability 

This regulation shall apply to all small group carriers and health benefit plans subject to the small group 
laws of Colorado. 

Section 4 Definitions 

A. "Filed rate" means the Index Rate as adjusted for plan design and the case characteristics of age, 
geographic location, and family size only. The "filed rate" does not include the Index Rate as 
further adjusted for any other case characteristic (See Section 5(A)(3) of this regulation). 

B. "Metropolitan statistical area (MSA)" is a relatively freestanding area of the state determined by 
one or more large population nuclei, together with adjacent communities, that have a high degree 
of economic and social integration with the nuclei. Each MSA is not closely associated with 
another MSA. An MSA is a statistical standard developed for use by the Federal Office of 
Management and Budget, following a set of officially published standards, including, but not 
limit~d to, the acceptable underlying population base. 
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C. "Premium rate," "rate" and "premium" mean all moneys paid by a small employer and eligible 
employees as a condition of receiving coverage from a carrier, including any fees or other 
contributions associa~ed with obtaining or administering the health benefit plan. 

D. "Primary metropolitan statistical area (PMSA)" is a possible subcategory of an MSA, which has a 
million or more persons living in that MSA. The PMSA consists of a large urbanized county or 
cluster of counties that demonstrate very strong internal economic and social links, in addition to 
close ties, to other portions of the larger area. Each PMSA is also determined by the Federal 
Office of Management and Budget following a set of officially published standards, including, but 
not limited to, the acceptable underlying population base. 

E. "Qualified actuary" means an actuary who meets the requirements of Colorado Insurance 
Regulation 1-1-1. 

F. "Renewed." A health benefit plan is deemed renewed upon the occurrence of the earliest of: the 
anniversary date of issue; or the date on which premium rates can be or are changed according 
to the terms of the plan; or the date on which benefits can be or are changed according to the 
terms of the plan. 

Section 5 Premium Rate Setting 

A Calculating Premi.um Rates Adjusted for Case Characteristics 

1. Index Rate- Each carrier offering a health benefit plan to groups in Colorado shall 
develop a single index rate for all small group plans it offers. This single index rate is 
identical to a community rate for the company's universe of small group plans offered for 
new issue or renewal. It should be calculated using the experience for all small group 
plans. The premium rate charged during a rating period, applicable to all small 
employers, shall be based upon this index rate, adjusted for case characteristics and 
coverage as allowe~ in this Section 5. 

2. Plan Design Adjustment- The Index Rate may be adjusted to reflect differences 
attributable to different plan designs. If the small employer carrier elects to make this 
adjustment, the small employer carrier should calculate a rate adjustment factor for each 
small group plan design. Differences in the rates for different benefit plans, for persons 
with the same case characteristics of age, geographic location and family size, shall be 
attributable to plan design only. Using this methodology, a carrier's rates for a plan with 
richer benefits than the Colorado Standard Health Benefit Plan should be higher than the 
ratesJor its Colorado Standard Health Benefit Plan, and a carrier's rates for a plan with 
leaner benefits than the Colorado Standard Health Benefit Plan should be lower than the 
rates for its Colorado Standard Health Benefit Plan. 

3. Acceptable Case Characteristic Factor Categories- For all small employer policies 
carriers choosing to modify the unique index rate by the use of case characteristics must 
utilize one or more of the categories listed below. Carriers shall develop a rating factor 
for each category, which is actuarially based. 
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a. Age - if a carrier uses age to calculate rates, then it shall use the following 12 
mandatory age categories. Rates must be based on employee age only, not 
employee and spouse ages. 
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Mandato!Y_ Age Categories 
Children ages newborn through age 19 (or through age 24 if the child is a full-time 
student covered as a dependent),'excluding emancipated minors 
Emancipated minors and persons ages 20 through 24 
Age 25 through 29 
Age 30 through 34 
A_g_e 35 through 39 

' 
A_g_e 40 through 44 
~ge 45 through 49 
Age 50 through 54 
Age 55 through 59 
Age 60 through 64 
~e 65 and older: Medicare is primary payer 
A_ge 65 and older: Medicare is secondary payer 

b. Geographic Location - if a carrier .uses geographic location to calculate rates, 
then it shall use the 9 mandatory categories listed below. In determining that 
these geographic location categories best serve the public interest, the 
commissioner considered the key issues of accessibility, availability, consumer 
choice and the cost of health care in all areas of the state. Public and consumer 
input was solicited, received, and evaluated. The commissioner determined that 
these area groupings best serve the public interest by maximizing consumer 
choice options and health care availability in all areas of the state at the lowest 
possible cost and will ensure that the rates charged are not excessive, 
inadequate or unfairly discriminatory. The appropriate population base for these 
categories is the base as determined by the federal government in establishing 
MSAs, except for the last two categories listed below. No MSA exists for these 
counties and consequently these counties were grouped by population size. 
Carriers may, with the prior written approval of the commissioner, establish one 
or more additional categories by further subdividing the last two categories. 

Rates must be based on the primary physical location of the small employer's 
business, except that an employer with multiple business locations in separate 
geographic categories may be provided with separate rates for each physical 
business location. There cannot be a separate factor for a small employer's out
of-state employees, if any. These individuals shall be rated as if they are working 
in the small employer's primary physical business location. 

MandatorY Geogr~hic Location Categories 
Boulder County _{known as the Boulder-Longmont PMSA) 
Adams, Arapahoe, Broomfield, Denver, Douglas, and Jefferson counties (knownas the 
Denver MSA) 
Weld County (known as the Greeley PMSA) 
El Paso County (known as the Colorado Springs MSA) 
Larimer County (known as the Fort Collins-Loveland MSA) 
Mesa Coun!Y (known as the Grand Junction MSA)_ 
Pueblo County (known as the Pueblo MSA) 
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Counties in Colorado with a population of 20,000 or fewer residents: Alamosa, 
Archuleta, Baca, Bent, Chaffee, Cheyenne, Clear Creek, Conejos, Costilla, Crowley, 
Custer, Dolores, Gilpin, Grand, Gunnison, Hinsdale, Huerfano, Jackson, Kiowa, Kit 
Carson, Lake, Las Animas, Lincoln, Mineral, Moffat, Otero, Ouray, Park, Phillips, 
Pitkin, Prowers, Rio Blanco, Rio Grande, Saguache, San Juan, San Miguel, Sedgwick, 
Washington, and Yuma counties. (Such counties may be grouped into one or more 
geographic location categories based on differences in medical costs of the carrier with 
the prior written approval of the Commissioner.) 
All other Colorado counties: Delta, Eagle, Elbert, Fremont, Garfield, La Plata, Logan, 
Montezuma, Montrose, Morgan, Routt, Summit, and Teller counties. (Such counties 
may be grouped into one or more geographic location categories based on differences 
in medical costs of the carrier with the prior written a_Qproval of the Commissioner.) 

PMSA = Primary Metropolitan Statistical Area 
MSA = Metropolitan Statistical Area 

(1) Geographic rating factors must be determined on the same basis, reflect 
the relative differences in expected costs, and produce rates that are not 
excessive, inadequate, or unfairly discriminatory in such geographic 
areas. For example, a geographic factor of 1.2 for the Colorado Springs 
MSA and a factor of 1.0 for the Denver MSA would imply that costs can 
reasonably be expected to be 20% higher in the Colorado Springs MSA 
than they are in the Denver MSA. All changes in the geographic rating 
factors must be supported on this basis. 

(2) Approval to subdivide categories eight and nine above into two or more 
subcategories must be obtained in advance. The material provided to 
support the subdivision(s) shall be based upon statistically-credible data 
using the Division of Insurance's credibility standard and/or other 
actuarially-determined standards. The Division's credibility standard is 
2,000 life-years and 2,000 claims per year. (See Section 6(M) of 
Amended Colorado Insurance Regulation 4-2-11 ). 

· c. Family Size- if a carrier uses family size to calculate rates, then it shall use the 4 
mandatory categories listed below. If age is also used as a rating factor, rates 
must be based on employee age only, not employee and spouse ages. 

Mandatory Family Size Categories 
1 adult 
2 adults 
1 adult plus any number of children who are dependents of the primary insured or for 
whom the primary insured is legally required to provide health insurance coverage. 
2 adults plus any number of children who are dependents of the primary insured or for 
whom the _primary insured is l~ally re_quired to provide health insurance coverag_e. 

d. Nonsmoking Discount and/or Tobacco Use -A carrier may adjust rates uniformly 
for all individuals under a small employer policy based on tobacco use. A carrier 
may apply an increase or decrease of up to fifteen percent (15%) rating 
adjustment to particular individuals related to tobacco use. Any individual who 
does not qualify for a lower rate may be offered the option of participating in a 
bona fide wellness program as defined under the federal "Health Insurance 
Portability and Accountability Act of 1996", as amended. Any individual who 
participates in a bona fide wellness program may be allowed the lower rate. A 
carrier may also offer small group policies that include a premium discount not to 
exceed ten percent (1 0%) for those individuals that have refrained from smoking 
for more than twelve (12) consecutive months prior to the effective date or 
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renewal date of the small grouR nonsmoker policy. Proof of nonsmoking status, 
acceptable to the carrier, may be requested when the policy is issued or 
renewed. Carriers are advised that there are other requirements under federal 
law as to the use of smoking status as a small group rating variable. 

e. Standard Industrial Classifications- If the carrier uses the standard industrial 
classifications to calculate rates, only one factor is permitted for each small 
group. No enrolled employee should be charged directly for any such 
adjustment. 

f. All rating adjustments due to the application of any of these case characteristics 
must be applied consistently in the calculation of all small employers' rates. Any 
adjustments made due to standard industrial classification should be applied 
uniformly to the rates charged for all employees enrolled under each small group 
policy. · 

g. All rate filings must contain adequate and acceptable detail information as to how 
each of the rating factors used for tobacco use and standard industrial 
classification is determined and the combined maximum and minimum effect of 
applying these rating factors. 

h. Health status and claims experience may not be used as case characteristics. A 
health questionnaire, requesting reasonable information, may be used to obtain 
information about the health status of group enrollees. However, the health 
questionnaire may not be used in any way to determine the premium rate or any 
rating factor that is used in the determination of the premium rate that is charged 
to the group, except as provided in Subparagraph (d) of this paragraph. 

4. Limits on Certain Case Characteristic Adjustments -For all small group health benefit 
plans issued or renewed for a small employer on or after January 1, 2008, rating. 
adjustments based on standard industrial classification shall not result in a rate that 
deviates from the carrier's filed rate by more than a ten percent (1 0%) increase or a 
twenty-five percent (25%) decrease. 

5. Limits on Renewal Rates -A small employer carrier may make an upward adjustment to 
a small employer's renewal premium not to exceed fifteen percent annually due to 
standard industrial classification or tobacco use. The final rate is subject to the limits on 
rating adjustments specified under Section 5(A)(4) of this regulation. 

6. Additional Premium Adjustments- Small employer groups may be subject to premium 
adjustment for health status of no more than 35% above the modified community rate, for 
a period of no more than twelve months, in certain instances. (See §10-16-105 (13)(a)(l) 
and §10-16-105(14)(a), C.R.S.) Adequate and acceptable detail information as to how 
the carrier determines the rating factor(s) for this adjustment should be included in each 
rate filing. 

B. Rating Period 

The rating period for all small group health plans shall be twelve (12) months unless: 

1. A small employer carrier specifies in its rate filings a different rating period, which shall be 
the same for all its small group health benefit plans issued or renewed in the same 
calendar month, pursuant to §10-16-105(8)(c)(ll), C.R.S.; and 
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. 
2. ' The small employer carrier clearly discloses in all its small employer solicitation and sales 

materials exactly what the different rating period is, pursuant to §10-16-105(5)(b), C.R.S. 

C. Administrative and Other Fees 

Carriers and producers shall not charge any fees in addition to premium, except for amounts 
charged as necessary to recoup assessments paid for CoverColorado. Separate administrative, 
processing, renewal, enrollment, and other special charges are prohibited. Such charges must 
be built into the index rate and are not an allowable rate adjustment factor. Reasonable late 
payment penalties may be imposed by a small group carrier if the policy discloses the carrier's 
right to, the amount of, and circumstances under which late payment penalties will be imposed. 

Section 6 Use of Composite Rates 

A. Small employer carriers may offer the small employer rates calculated by use of the following 
methods subject to the following restrictions: 

1. Four-tier family, age-banded rates calculated pursuant to Section 5 of this regulation; OR 

2. A choice between four-tier, age-banded rates, calculated pursuant to Section 5 of this 
regulation, and composite rates. It shall be construed that the small employer carrier has· 
offered the small employer a choice between the two methods if, at initial application and 
at each renewal: 

a. Both methods are offered to the small employer, with the differences clearly 
explained in writing; OR 

b. The small employer is given a written option to indicate that: 1) both rating 
methods need be presented; or 2) only age-banded rates need be presented; or 
3) only the composite rate need be presented. This indication may be a check
off on the application or renewal form or other similar form that complies with this 
section. 

B. Small employer carriers may offer small employers composite rates as an alternative to four-tier, 
age-banded rates calculated pursuant to Section 5 of this regulation if all of the following 
conditions are met: 

1. The small employer carrier makes the same offer across its entire book of Colorado small 
group business where an employer has ten (10) or more eligible employees. If the small 
employer carrier makes this offer to all small employers having ten (1 0) or more eligible 
employees, then the small employer carrier may also offer composite rates to small 
employers having fewer than ten (1 0) eligible employees. The small employer carrier 
must establish a pre-determined minimum size for offering composite rates. The same 
offer must be made available to all small employers having at least this pre-determined 
number of eligible employees. 

2. The small employer carrier must clearly state on its application and renewal forms for all 
of its small group products the differences between age-banded and composite rates and 
that either: 
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a. The minimum number of eligible employees for calculating composite rates is ten 
(10) and that all small employers with ten (10) or more eligible employees are 
entitled to a choice of composite rates or four-tier family, age-banded rates, and 
have ·the right to see them calculated either or both ways; OR 
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b. If the number of minimum eligible employees is less than ten (1 0), the small 
employer carrier shall state the minimum number and that all small employers 
with at least this minimum number of eligible employees are entitled to a choice 
of composite rates or four-tier, age-banded rates, and have the right to see them 
calculated either or both ways. 

3. Calculating Composite Rates: 

a. New Policies -At the time of the initial application by the small employer, 
composite rates must be calculated separately for each small employer, based 
upon the small employer's actual enrollment as of the effective date. 

b. Renewing Groups- At renewal, composite rates must be calculated for each 
small employer group based on enrollment as .of the date of the renewal 
calculation, or as of the effective date for the renewal rates, which shall be 
consistent for all small employers. A second quote, subsequent to the date of 
the renewal calculation, may be calculated IF the demographics of the small 
group have changed significantly since the date of the original renewal quote, 
and the carrier recalculates the composite rates in all similar circumstances. If 
the carrier retains the right to revise the original calculation, this right must be 
clearly disclosed. Despite changes in the demographic composition of the small 
employer group, composite rates shall be set, as of the renewal date, for a 
particular small employer for the entire rating period. 

4. The small employer carrier uses the same composite rating methodology for all small 
employers. The small employer carrier may offer composite rates on a two tier (i.e. 
employee and employee plus dependents), three tier or four tier composition basis. If the 
small employer carrier elects to offer these three choices, it is at the employer's sole 
discretion whether the composite rates are set on the two-tier, three-tier, or four-tier 
family composition basis. However, the basis for the calculation of initial premiums 
before composite rating for a particular employer must be based on four-tier family, age
banded rates calculated pursuant to Section 5 of this regulation. 

5. At the time of the initial application by the small employer, the composite rating and four
tier family, age-banded rating for a particular small employer must result in identical total 
premium collections due from that employer for the first month of the rating period. At 
renewal, the composite rating method and four-tier family, age-banded rating methods for 
each small employer must result in identical total premium amounts as of the date of the 
renewal calculation. Assuming there is no change in the demographic composition of the 
small employer group, composite rating and four-tier family, age-banded rating for a 
particular employer must result in identical total premium collections due from that 
employer for a given rating period. 

C. Nothing in this section shall be construed to require carriers to provide other than four-tiered, age
banded rates. 

Section 7 Rate Filings and Actuarial Certification 
/ 

A The provisions of §§10-16-105(6), 10-16-105(6.5) and 10-16-107, C.R.S., and Colorado 
Insurance Regulation 4-2-11 shall apply to the filing of rates for small employer health benefit 
plans. Expected rate increases for small employer health benefit plans shall be submitted for 
approval to the Division of Insurance at least 60 days prior to the proposed implementation of the 
rates. 

Regulation 4-6-7 Effective February 1, 2009 



B. Small employer health benefit plan rate filings shall not be combined with either individual or large 
group rates. Additionally, they shall be filed separately by type of coverage (indemnity, preferred 
provider organization, or health maintenance organization). 

C. Pursuant to §1 0-16-1 05(6.5), C.R.S., all carriers who sell, or offer for sale, policies subject to the 
requirements of this regulation, must submit an annual actuarial rate certification to the Division of 
Insurance prior to March 1 of each calendar year. Note - this certification may be combined with 
the Company's Annual Rate Report. (See Section 8 of Amended Colorado Insurance Regulation 
4-2-11.) Certifications shall be sent to the Colorado Division of Insurance, Attention: Rates and 
Forms Section. The certification must be signed by a qualified actuary and must contain at least 
the following: 

1. The name of the carrier and the identification number assigned by the National 
Association of Insurance Commissioners; 

2. A list of all plans of health benefits and policy forms to which the certification applies; 

3. A statement that covers at least the points listed in the following illustration: 

4. 

5. 

Section 8 

"I am familiar with the small group rating laws and regulations of the state of Colorado. In 
my opinion, as of January 1 of the year of this certification, the premium rates and rating 
methodology to which this certification applies are neither excessive, inadequate nor 
unfairly discriminatory, and they meet the requirements of the insurance laws and 
regulations of Colorado;" 

The name and title of the qualified actuary signing the certification, and the name of the 
firm with which he or she is associated; and 

The original signature of the qualified actuary and the date of the signature. Signature 
stamps or signatures on behalf of the actuary are not acceptable. 

Enforcement 

Noncompliance with this regulation may result, after notice and opportunity for hearing, in the imposition 
of any of the sanctions made available in the Colorado statutes pertaining to the business of insurance or 
other laws which include the imposition of fines and/or suspension or revocation of liyense. 

Section 9 Severability 

If any provision of this regulation or the application thereof to any other person or circumstance is for any 
reason held to be invalid, the remainder of the regulation shall not be affected thereby. 

Section 10 Effective Date 

This regulation is amended effective February 1, 2009. 

Section 11 History 

Emergency Regulation 94-E-4; Effective October 20, 1994. 
Emergency Regulation 95-E-2; Effective January 20, 1995. 
Hearing date: December 8, 1994; Effective March 1, 1995. 
Hearing date: April 2, 1998; Effective June 1, 1998, Amended Sections 2, 3, 4, 5, 6, 7 & 10. 
Hearing date: October 2, 2000; Effective January 1, 2001, Amended Sections 5 & 6. 
Hearing date: September 4, 2002; Effective January 1, 2003. 
Hearing date: February 4, 2003; Effective March 31, 2003, Amended Sections 1; 5, 10 & 11. 
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Emergency Regulation 03-E-6, Effective September 1, 2003. 
Hearing date: October 1, 2003; Effective December 1, 2003, Amended Sections 4, 5, 6, 7, 1 0 11. 
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Timeline for Basic Work Plan for the Colorado Division of Insurance  OMB Number: 2125-0611 
 
 

 Project: Q1 (2010) Q2 (2011) Q3 (2011) Q4 (2011)   
Ref Tasks . . . Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Notes: 

                  
  Project Administration  

100 1. Submit  Funding ♦                

110 Reports      ♦   ♦   ♦   ♦ October 2011 (Final Report) 
                  
  Preparation              
                  

200 2. Hire Contractors              Bids by: 08-31 
                  

300 3. Install Work Stations                 
                  
   Rate Review Tasks   
                  

400 4. Health Cost Guidelines              Purchase guidelines 
                  

500 5. Federal Requirements        Incorporate rqmts, due: 03-2001 
                  

600 6. Enhance Current Sys      
                  

700 7. Acquire Actuarial Svcs              Svcs continue through: 09-2011 
                  

800 8. Train Staff         
                  
   Consumer Outreach Tasks   
                  

900 9. Conduct Hearings   Hearings Preparation   Preparation period:10/10-3/11 
                  

1000 10. Design Web Enhance.     
                  

1100 11. Hold Town Hall Mtgs  Town Hall Preparation   Preparation period: 9/10-3/11 
                  

1200 12. Implement Rate Filing           Rate Filings Online - consumers 
                  
  Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct  
  Q1 (2010) Q2 (2011) Q3 (2011) Q4 (2011)   
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 Overview 
 

 This document provides information about COFRS options.  The State of 

Colorado may not use all options and features documented in this subsystem.  The 

Procedures in chapters 3 and 4 provide information on specific COFRS usage 

requirements established by the State Controller's Office and other Central 

Control agencies. 

  

OVERVIEW The Grants subsystem serves three primary purposes: 

 

• To provide a budgetary control structure that is independent from appropriations 

and is tailored to grant requirements 
 

• To provide an automated mechanism of recording both direct and indirect grant 

costs and associated revenues 
 

• To provide a capability for meeting the specialized financial and management 

reporting needs of those persons associated with grants such as: 
 

• Grantor entities 

• Program administrators 

• Agency and central managers 

• Principal investigators 

 

Grants As Unique Entities 

In the Grants Subsystem (GRT), grants are treated as unique entities apart from the 

standard State fund/agency/organization structure.  This is because certain complex 

grants do not fit into an organization structure due to grantee/subgrantee 

relationships, grant-specific detail budgets or multiple sources of funds. 

 

A transaction is provided to enter management and budgetary information about 

each grant.  This information includes descriptive information such as grantor, 

grant start and end dates, and reimbursement formulas. 

 

Expenditure budgets can be established for a grant, for all sub-grants, and for 

detailed budget lines within a grant or sub-grant which do not correspond to the 

organization or object of expenditure structure.  Revenue budgets for grants, if 

appropriate, may also be established through the regular revenue budget process.  If 

the Grant Indicator field on the Fund/Agency Table (FAGY) has been set to 'Y', 

then accounting transactions are recorded in the Grants Subsystem tables for the 

appropriate grant budget line. 

 

Hierarchical Structure 

COFRS provides a three-level hierarchical structure for grant planning and 

accounting.  The key component of this hierarchy is the grant number.  The grant 

number is a twelve-character code, usually the identification number assigned to 

the grant by the grantor.  It is defined uniquely within an agency.  In this way, 

agencies have the flexibility to determine exactly what defines a grant and to assign 

their own numbers. 
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 As a second component, COFRS provides the means to break grants down into 

grant budget lines.  Again, grant budget lines, in terms of number and description, 

are agency-defined codes.  In order to facilitate processing, however, it is required 

that every grant have at least one grant budget line.  The grant budget line code is 

four characters in length. 

 

The codes previously described for grant management are all restricted to grants 

within a single agency.  As a third hierarchical component, COFRS provides a 

higher-level attribute to link together, for reporting, grants in which multiple 

agencies are participants.  This code, the government-wide grant number, is 

twelve characters in length.  It may be used, for example, with a block grant where 

multiple agencies within the State are earmarked as recipients of grant dollars. 

 

When this model is followed, COFRS accounts for the separate use of grant dollars 

by all agencies, as well as links them together for central monitoring and reporting. 

 
GRANT 

PROCESSING 
Setup 

Grants are established in the Grants Subsystem through entries made in several 

tables and the Grant Master Transaction (GM).  Grant Master Transactions (GM) 

must be entered to establish valid grant numbers and grant budgets in COFRS.  As 

shown in the Grant Establishment figure, a specific sequence of actions is 

necessary for the initial establishment of grants.   

 

 Grant Establishment 

 Centrally Defined Tables  Agency Tables 

 

STEP     

  1       

───────────────────────────────────────────────────────────────────── 

STEP         

  2           

───────────────────────────────────────────────────────────────────── 

STEP   

  3          

 

 

Processing 

• Grant activity is recorded using standard COFRS accounting transactions such as 

Purchase Order Transactions (PO) and Payment Voucher Transactions (PV) with a 

valid grant budget line code.   

 

 
 
 
 

CFDA FEAG FAST GTYP GBLC LOCS 

AGN3 GVAL 

GM 



 
    SECTION 7: GRANTS SUBSYSTEM 2.1 

 Chapter 2 -- Subsystem Overview 

 
USER REFERENCE MANUAL     UPDATED:  10/24/08 

 

 
 
 
 
 • Grant revenue is recorded automatically or manually.  Journal Voucher 

Transactions (JV) and Invoice Transactions (IN) set up receivables when a grant is 

awarded or a grant billing is sent to the grantor, respectively.  This occurs 

automatically through Revenue Accrual Table (REVA) entries.  If a letter of credit 

is to be used, the Draw Down Balance Request Table (LOCB) and the Draw Down 

Calculation Request Table (LOCD) control the amount and timing of these draws.  

When funds are actually received, a Cash Receipt Transaction (CR) entered with a 

valid grant budget line updates the applicable accounting and grant ledgers and 

tables. 

 

• The calculation of overhead can be automated by setting up the Overhead 

Distribution Table (OHDT) and Overhead Rate Table (OHRT). 

 

Inquiry 

Grant reports and inquiries are available to support information needs.  Standard 

online inquiries are available for real-time access to grant information.  Grant 

status reports are generated at period end or upon request. 

 
MAJOR 

FUNCTIONS 
The major functions of the Grants Subsystem include the following: 

 

• Aggregation of all grant-related data 

• Multi-year inception-to-date budgeting 

• Funds control against grant budgets 

 

Each of these is described in the following subsections. 

 

Aggregation of Grant-Related Data 

The primary function of the Grants Subsystem is to identify and collect all grant-

related financial information.  All descriptive and financial information pertaining 

to a grant that is handled apart from the organization structure is maintained in the 

Grants Subsystem tables.  Each transaction entered with the appropriate agency 

grant budget line code is recorded in these tables.  Inquiries are available against 

grant budget lines, agency grants, and government-wide grants. 

 

Information is available to support a wide variety of reporting options.  

Appropriations and revenue budgets related to grants can be set up in COFRS as an 

adjunct to the grants tables. 
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Multi-Year Inception-to-Date Budgeting 

Frequently, grants are not bound by the same fiscal year as the organization and 

often extend over more than one year.  COFRS addresses this issue by specifically 

providing for a fiscal year that is independent of the organization's fiscal year. 

 

When a grant is established in the Grants Subsystem, a start date and end date are 

entered for the grant.  Until the end date is passed, the grant remains open and 

eligible for activity.  The end date is not constrained by the current fiscal year and 

may be several years in the future. 

 

 
 
 
 In addition, a fiscal year relevant to the grant may be specified when the grant is 

established in the Grants Subsystem.  The grant fiscal year does not have to be the 

same as the fiscal year used for the State's financial accounting and reporting.  It is 

defined by identifying the calendar month in which the fiscal year starts.  Thus, if a 

grant fiscal start month of '10' (October) is entered, the grant fiscal year is defined 

as calendar month 10 of the current year through calendar month 9 of the following 

year (October through September). 

 

Standard online inquiries are available for grant inception-to-date and grant fiscal-

year information.  Reports may be obtained by government fiscal year as well as 

grant fiscal year or inception-to-date. 

 

Funds Control Against Grant Budgets 

The Grants Subsystem provides the capability to reject spending transactions that 

exceed grant budgeted amounts.  Available funds checks for grant spending are 

performed at the grant budget line level.  Grant budget lines may be established so 

that transactions which exceed available funds are rejected. 
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TABLES 

 

 There are reference tables, hybrid tables, and system-maintained tables used by the 

Grants Subsystem.  These tables are described below. 

 

REFERENCE 

TABLES  

Agency Grant Miscellaneous Information Table (AGN3) 

The Agency Grant Miscellaneous Information Table (AGN3) is an agency-defined 

table that contains descriptive information about grants, including data about 

questioned costs, audit requirements, reports due, and sub-grantees.  This table is 

not updated by the system; however, it does allow manual tracking of information 

(e.g., data on sub-grants may be maintained in this table). 

 

Catalog of Federal Domestic Aid Table (CFDA) 

The Catalog of Domestic Aid Table (CFDA) is a centrally-defined table which 

identifies CFDA numbers.  This table is referenced to verify CFDA numbers 

entered on Grant Master Transactions (GM).  The first two characters of the CFDA 

number identify the federal granting agency and the last four characters identify the 

federal program. 

 

Charge Class Reference Table (CHRG) 

The Charge Class Reference Table (CHRG) is an agency-defined table that defines 

charge class codes and assigns each class a standard cost or rate per unit.  Charge 

class codes group types of goods and services.  Agencies may add new codes to 

this table; existing codes may be changed or deleted only by the State Controller's 

Office. 

 

(NOTE:  This table is shared with the Project Accounting Subsystems.) 

 

Grant Status Table (FAST) 

The Grant Status Table (FAST) defines grant status codes (e.g., awarded, pending 

approval, on hold, completed, etc.).  This table lists all available grant status codes, 

along with descriptions and short names for each status code.  Status codes must be 

defined prior to entering any grant transactions.  Agencies may add new codes, but 

codes may be changed or deleted only by the State Controller's Office. 

 

When establishing a new grant, a valid status code must be entered on the Grant 

Master Transaction (GM). 

 

Grant Agency Table (FEAG) 

The Grant Agency Table (FEAG), a centrally defined table, lists each grantor from 

whom the department receives grant funds, along with its two-character federal 

agency code or centrally assigned code.  The grant agency code is used for 

convenience in referencing the grantor on Grant Master Transactions (GM).  The 

grantor name can then be inferred for reporting as needed. 
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Grant Budget Line Code Table (GBLC) 

The Grant Budget Line Code Table (GBLC) establishes the codes to be associated 

with each grant spending line, which are agency-defined allotments referred to as 

grant budget lines.  The Grant Budget Line Code Table (GBLC) is referenced by 

COFRS to provide expenditure and revenue reports for grants by those allotment 

categories (grant budget lines).  It must be set up prior to establishing a grant in 

COFRS.  Defined by the agency, the table is organized by fiscal year, agency, and 

grant budget line. 

 

Revenue Accrual To-GBL Validation Table (GGBL) 

This agency-defined table displays valid accounting distributions used in the 

accrual of revenue for grant budget lines.  The table links grant budget lines and 

agencies to a specific revenue accounting distribution. 

 

Grant Type Table (GTYP) 

The Grant Type Table (GTYP) is a centrally defined table that assigns codes 

indicating the grant type as direct, pass-through, or sub-recipient.  This table is 

referenced to verify grant type codes entered on Grant Master Transactions (GM). 

 

Grant Validation Table (GVAL) 

The Grant Validation Table (GVAL) allows agencies to define valid accounting 

distributions to associate with specific grant budget lines.  It also identifies the 

grant associated with each grant budget line/accounting distribution.  Each grant 

budget line code is listed on this table along with each valid accounting 

distribution.  Valid combinations are also defined by type of transaction, e.g., 

revenue transactions, using the expenditure/revenue/balance sheet indicator.  

Depending upon options set in the Fund/Agency Table (FAGY), the organization, 

object, revenue source code, program, function and reporting category codes may 

or may not be required.  Accounting code combinations may be defined before the 

Grant Master Transaction (GM) is established if the grant number is known. 

 

This table is referenced by transaction processors when the Grant Indicator is set to 

'Y' in the Fund/Agency Table (FAGY) and a grant budget line is coded on the 

transaction.  If the grant budget line code and accounting distribution entered on 

the transaction does not match an entry in this table, the transaction is rejected.  If 

the grant budget line code and accounting distribution are valid on this table, the 

grant number is inferred and Grant Subsystem tables are updated. 

 

Letter of Credit Drawdown Calculation Request Table (LOCD) 

The Letter of Credit Drawdown Calculation Request Table (LOCD) allows a batch 

process to be requested that calculates an amount to be drawn down based on one 

of two calculation methods:  expenditures incurred or warrants redeemed.  The 

table is organized by agency, grant, grant budget line, and accounts receivable 

account.  This table also provides the capability for requesting a grant billing 

(invoice) process. 
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Overhead Distribution Table (OHDT) 

This agency-defined table gives the accounting distributions to be debited and 

credited for the overhead computed on grants. 

 

Overhead Rate Table (OHRT) 

The Overhead Rate Table (OHRT) is an agency-defined table that the overhead 

rates to be applied to grant expenditures.  These rates may be specified in detail at 

the object code level or at any roll-up level of the object code. 

 

Revenue Accrual Table (REVA) 

The Revenue Accrual Table (REVA) is an agency-defined table that establishes 

reimbursement percentages by revenue source for a project, grant or grant budget 

line.  The table is organized by fiscal year, agency, grant or project, grant budget 

line, and revenue source.  Entries in this table result in accounting entries which 

record the recognition of revenue (based on expenditures) on a daily basis. 

 

NOTE:  This table is used by both the Grants and Project Accounting Subsystems. 
 
HYBRID 

TABLES 

Grant Purge Table (GPRG) 

The Grant Purge Table (GPRG) is a system-defined/agency-maintained table that 

is used by agencies to indicate when records for a grant should be removed 

(purged) from the Grants Subsystem (GRT).  The table is periodically populated by 

COFRS and lists all closed grants that could be purged.  Agencies then use this 

table to mark specific grants to be purged. 

 

Draw Down Balance Request Table (LOCB) 

This table is agency-defined/system-maintained.  It identifies grants that use the 

letter of credit drawdown process. 

 

Letter of Credit Status Table (LOCS) 

The Letter of Credit Status Table (LOCS) provides a summary of credit 

information for each letter of credit entered by an agency.  It subtracts the 

drawdown amount from a letter-of-credit total to derive a remaining available 

balance.  This calculation uses the letter of credit's reimbursement percentage (as 

entered on the REVA Table) to determine the drawdown amount.  The table is 

organized by letter-of-credit number, and is updated by the Letter of Credit 

Drawdown Calculation Request Table (LOCD). 

 

SYSTEM- 

MAINTAINED 

TABLES 

Agency Grant Inquiry Table (AGNT) 

The Agency Grant Inquiry Table (AGNT) displays inception-to-date financial 

information about grants.  For government-wide grants (e.g., block grants), partial 

grant data is maintained on this table; for non-government-wide grants, full grant 

data is displayed.  The table is organized by agency and grant number. 

 

Agency Grant Inquiry Table - 2 (AGN2) 

The Agency Grant Inquiry Table - 2 (AGN2) displays descriptive information 

about grants.  The table is organized by agency and grant number.   
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Agency Grant Inquiry Table - 4 (AGN4) 

The Agency Grant Inquiry Table - 4 (AGN4) lists all grants within an agency. 

 

Grant Federal Fiscal Year Inquiry Table (FFFY) 

The Grant Federal Fiscal Year Inquiry Table (FFFY) provides summaries of grant 

data by grant fiscal year.  This is in contrast to the other grant tables which 

maintain inception-to-date data.  

 

Grant Budget Line Inquiry Table (GBLI) 

The Grant Budget Line Inquiry Table (GBLI) displays inception-to-date financial 

information about grant budget lines.  The table is organized by agency, grant 

number, and grant budget line.  It is referenced by expenditure transactions that 

include a grant budget line code to determine whether grant funds are available for 

the expenditure. 

 

Government-Wide Grant Table (GOVW) 

The Government-Wide Grant Table (GOVW) displays information on all grants 

included in a government-wide grant.  The table is organized by government-wide 

grant number, agency, and grant number. 

 

Grant Budget Line Validation Table (GVA2) 

The Grant Budget Line Validation Table (GVA2) is an alternate view of the Grant 

Validation Table (GVAL). It displays records by fiscal year, agency and grant 

budget line. 

 

Department Grant Budget Line Validation Table (GVA3) 

The Department Grant Budget Line Validation Table (GVA3) is an alternate view 

of the Grant Validation Table (GVAL).  It displays records by fiscal year, 

department and grant budget line. 

 

Government-Wide Grant Inquiry Table (GVFA) 

The Government-Wide Grant Inquiry Table (GVFA) displays summary 

information about government-wide grants.  It shows inception-to-date financial 

information about each government-wide grant. 

 

Overhead Period Table (OHPD) 

The Overhead Period Table (OHPD) displays, by accounting period and grant 

budget line, the grant expenditure amounts on which overhead is to be calculated.  

Once the overhead calculations are performed, the expenditure amounts are zeroed 

out. 

 

Agency Revenue Accrual Table (REV2) 

The Agency Revenue Accrual Table (REV2) is an alternate view of the Revenue 

Accrual Table (REVA). It displays records by fiscal year, agency and grant budget 

line. 

 

Department Revenue Accrual Table (REV3) 

The Department Revenue Accrual Table (REV3) is an alternate view of the 

Revenue Accrual Table (REVA). It displays records by fiscal year, department and 

grant budget line. 
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TRANSACTIONS 
GRANT 

MASTER 

TRANSACTION  

(GM) 

The Grant Master Transaction (GM) is used to establish a new grant in COFRS, 

complete with budgetary and descriptive information, or to change the basic information 

pertaining to an existing grant.  A Grant Master Transaction (GM) must be accepted by 

COFRS before any accounting transactions that reference that grant is accepted.  The 

following types of information are entered on Grant Master Transactions (GM): 

 

• Valid grant number and, if applicable, government-wide grant numbers 

 

• Descriptive information such as starting and ending dates, status, grantor, etc. 

 

• Estimated funding sources by type 

 

• Budget for both the entire grant and each grant budget line 

 

• A funds-control edit to indicate whether funds control outside of the normal 

appropriation control is placed on the grant at the grant budget line level. 

 

This transaction results in entries being made in the Agency Grant Inquiry Table 

(AGNT, AGN2, AGN4), the Grant Budget Line Inquiry Table (GBLI), and the Grant 

Federal Fiscal Year Inquiry Table (FFFY).  If a Government-wide Grant Number is 

specified, the Government-wide Grant Inquiry Table (GVFA) and Government-Wide 

Grant Table (GOVW) are updated. 

 

CODING THE 

GRANT 

MASTER 

TRANSACTION 

(GM) 

The overall grant budget is established by entering the amounts expected to be received 

from the various funding sources, (e.g., bonds and federal, state, or local governments).  

In addition, each grant budget line has its own budget which, added together, must equal 

the total estimated revenue.  These grant budget lines (line items) are in addition to the 

Expense Budget established for the administering agency. 

 

In order to be able to charge expenses or receive funds against a grant, the grant must 

have a status indicating approval by the grantor and the grant budget line (line item) 

referenced must have a status of 'O' (Open).  If, at any time during the grant entitlement 

period, expenses should no longer be charged to a particular budget line item, the status 

for that line may be changed to 'C' (Closed). 

 

The funds edit control option, also present at the budget line-item level, is used to 

indicate the degree of control desired in monitoring grant spending.  If the funds edit 

(available funds) is set to 'Y' (Yes), COFRS checks for available budget authority for the 

grant budget line before accepting expenditure transactions.  If the spending transaction 

would cause the budget to be exceeded, the transaction is rejected. 

 

MODIFYING 

GRANT DATA 

The Grant Master Transaction (GM) is also used to modify existing grant data.  Any 

descriptive or budgetary information except Agency Number and Grant Number may be 

changed.  This transaction also can be used to include a grant in a major grant and/or 

government-wide grant or to transfer a grant budget from one major grant or 

government-wide grant to another.  If a grant budget is transferred, all accounting actual 

data is transferred as well. 
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The Agency Number and Grant Number must be entered on the transaction to provide 

COFRS the means of locating the grant to be modified.  A blank table is provided but 

only information to be changed needs be entered, as described below: 

 

• Data from fields that are entered overlays the data on the database. 

 

• Data fields that are left blank are unchanged on the database. 

 

• An asterisk (*) entered in a data field blanks out that field on the database. 
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BATCH PROCESSES 

 

 There are five batch processes related to the Grants Subsystem.  They are: 

 

• Revenue Accrual Process (RVAC) 

This process accrues revenue (account type 31) for grants based on grant 

expenditures.  Run nightly, it reads the Daily General Ledger (GENLEDD) to 

select eligible (i.e., grant-related) expenditures, computes the revenue accrual, and 

creates Journal Voucher Transaction(s) (JV) to recognize the accrual. 

 

• Applicable Transaction Accumulation Process (APPLYTX) 

The Applicable Transaction Accumulation Process (APPLYTX) is run nightly.  It 

reads the Daily General Ledger (GENLEDD) and accumulates amounts from 

grant-related transactions into the Overhead Period Table (OHPD) and the Draw 

Down Balance Request Table (LOCB).  These tables are subsequently used as 

input for the Overhead Calculation Process (LOCO) and the Letter of Credit 

Drawdown Process (LOCD). 

 

• Letter of Credit Drawdown (LOCD) 

This process may be run on a daily, weekly or monthly basis.  It determines the 

amount by which a letter of credit should be drawn down, and creates a Journal 

Voucher Transaction (JV) to process the draw. 

 

• Overhead Calculation (LOCO) 

This monthly process calculates overhead on grant expenditures and creates 

Journal Voucher Transaction(s) (JV) to recognize this overhead so that the 

overhead expenses are taken into account by the revenue accrual process. 

 

• Grant Purge Process (GPRG) 

This process removes information about closed grants from various grant tables 

and ledgers. 

 

Interactions Between Batch Processes 

The REVA, APPLYTX, LOCO and LOCD processes are interrelated, as shown on 

the attached diagram. 

 

REVENUE 

ACCRUAL 

PROCESS 

(REVA) 

In the Grants Subsystem (GRT), revenue is recognized when expenditures are made.  

The Revenue Accrual Process (RVAC) computes and records the accrual based upon 

daily  expenditures.  Steps in this process are briefly explained below: 

 
 1 2 3 4 5 6 

 

 

 

 

 

 

 

 

REVA GGBL RVAC GPP20R JVs GPP19R 
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Put diagram here. 
 

 

 1. Before revenue accrual can be performed, the Revenue Accrual Table (REVA) 

must be populated.  One or more entries on this table are required for each 

grant/grant budget line combination that will participate in revenue accrual.  

Agencies must designate on this table the expenditure reimbursement rate (i.e., 

the percent of expenditures to be credited as revenue) and the balance sheet 

account code, revenue source code, sub-revenue source code and reporting 

category code to write on the Journal Voucher Transaction (JV) that accrues 

revenue. At the agency's option, the output JV accounting distribution can be 

defined even further by entering the TO-GBL field. This points to another 

accounting distribution on the Revenue Accrual To-GBL Validation Table 

(GGBL) table.  

 

2. Records on this table permit the agency to specify the fund, agency, 

organization, appropriation, program, function, reporting category and grant 

budget line codes to enter on the revenue accrual JV. The records, with a grant 

budget line matching a To-GBL on the REVA table, must also be created prior 

to running revenue accrual.  

 

3. The Revenue Accrual Process (RVAC) is run nightly.  The process accrues 

revenue for all expenditure transactions with a grant budget line code that 

matches a record on the Revenue Accrual Table (REVA). 

 

The process retrieves all account types 22 (expenditure/expense) and 23 

(expenditure) transactions from the Daily General Ledger (GENLEDD) that 

have been coded with a grant budget line code.  If the fiscal year, agency, grant 

number and grant budget line code on the expenditure transaction match a 

REVA entry, COFRS then calculates the revenue earned using the 

reimbursement percentage indicated on the Revenue Accrual Table (REVA).  

The revenue accrual process summarizes the earned amounts and creates a 

Journal Voucher Transaction (JV) to accrue the revenue.   

 

The accounting distribution on the Journal Voucher Transaction (JV) copies 

much the accounting distribution from the expenditure transaction, but the 

revenue source code, sub-revenue source code, balance sheet account code and 

reporting category code are copied from the Revenue Accrual Table (REVA).  

 

• If a balance sheet account is shown on the Revenue Accrual Table 

(REVA), the account type is inferred from the Balance Sheet Account 

Table (BACC), otherwise it is set to '01'. 

 

• If a To-GBL exists on the Revenue Accrual Table (REVA) and matches a 

record on the Revenue Accrual To-GBL Validation Table (GGBL), the 

agency, fund, organization, appropriation, program, function, reporting 

category and grant budget line codes from the Revenue Accrual To-GBL 

Validation Table (GGBL) are copied to the journal voucher's accounting 

distribution. 
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4. The Journal Voucher Transaction (JV) is loaded pre-approved onto the 

Document Suspense File (SUSF) and is scheduled for processing.  It is 

assigned a transaction ID as follows: 

JV  XXX  RYYMMDD9999 

where XXX represents the agency code, R signifies revenue accrual, 

YYMMDD is the date the JV was generated, and 9999 is a system-generated 

consecutive number. 

 

The Journal Voucher Transaction (JV) creates the following accounting 

entries: 

Dr         Balance Sheet Account (specified on the REVA table)             01 

     Cr    Revenue Source Code (specified on the REVA or GGBL table)       31 

 

5. Two reports documenting the Revenue Accrual Process (RVAC) are produced. 

The Revenue Accrual Transaction Rejected Report (GPP19R1) lists all 

transactions that included a grant budget line code but were not used for 

revenue accrual.  The Revenue Accrual Transaction Accepted Report 

(GPP19R2) lists all expenditure transactions for which revenue was accrued.  

 

6. A third report, the Revenue Accrual Calculation Report (GPP20R), is 

produced to document the amount of revenue accrued by grant number and 

grant budget line code. 

 

LETTER OF 

CREDIT 

DRAWDOWNS 

(LOCD) 

Letter of credit drawdowns are performed through an offline batch process.  This 

process is used to determine the amount to be drawn for grants that are funded 

through a Letter of Credit. 

 
1 2 3 4 5 6 

 

 

 

 

 1. The Letter of Credit number and amount must be entered on the Letter of Credit 

Status Table (LOCS).  This table will be referenced to validate letter of credit 

information entered on the Grant Master Transaction (GM). 

 

2. Agencies must identify grants that will use this process by specifying Letter of 

Credit numbers and amounts using the Grant Master Transaction (GM).   

 

3. Before the draw can be performed, agencies must also set up records on the Draw 

Down Calculation Request Table (LOCD).  This table is used for the calculation of 

the draw and contains options flags to determine the frequency and method of the 

draw and whether negative draws should be calculated. 

LOCS GM LOCD GPP21R LOCD PROCESS JVs 
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4. Records must be added to the Draw Down Balance Request Table (LOCB) to 

accumulate the expenditure or cash disbursements amounts that are input to the 

Letter of Credit Drawdown Process (LOCD). 

 

5. The Letter of Credit Drawdown Process (LOCD) is run at the frequency specified 

by the agency.  It draws down the asset amounts that were accumulated on the 

Draw Down Balance Request Table (LOCB) by the APPLYTX process.  The 

Letter of Credit Status Table (LOCS) and Draw Down Calculation Request Table 

(LOCD) are referenced to determine whether and how the draw should be 

performed.  The draw is calculated as the lower of the asset amounts (shown on the 

LOCB table) or the available balance of the letter of credit (shown on the LOCS 

table).  COFRS will not permit an amount greater than the available amount to be 

drawn.  The process then creates journal vouchers to draw down the letter of credit 

amounts. 

 

6. The Journal Voucher Transactions (JV) are loaded pre-approved onto the 

Document Suspense File (SUSF) and are scheduled for processing.  These 

transactions are assigned transaction IDs as follows: 

 

JV  XXX  LMMDDHHMMSS 

 

where XXX represents the agency code, L signifies letter of credit, MMDD is the 

date the JV was generated, and HHMMSS is the time stamp for the creation of the 

first journal voucher by the process.  If more journal vouchers are created, the last 

six digits of the transaction number are incremented sequentially. 

 

The Journal Voucher Transactions (JV) record the cash in transit and reduce the 

receivable account.  Specifically, the entry made by this process is: 

 

Dr.          Cash in Transit  (Account 1013) 

      Cr.    Account Receivable (from the REVA table) 

 

7. Several reports are generated as the result of this process.  The Letter of Credit 

Draw Transaction Report Method 1 (GPP21R1) and Letter of Credit Draw 

Transaction Report Method 2 (GPP21R2) summarize the amounts drawn and 

available balance for each letter of credit/grant/grant budget line combination. 

  

LOCD SET-UP 

REQUIRE-

MENTS 

Option Settings 

Several flags on the Draw Down Calculation Request Table (LOCD) affect the 

drawdown process.  Below is a discussion of the option settings followed by a table 

showing how the settings affect the process 

 

 • Automatic Draw 

The Automatic Draw field is optional.  If left blank, the LOCD process will not 

be automatically performed for the agency/grant/grant budget line.  To have the 

drawdown automatically performed, enter 'D' (Daily), 'W' (Weekly) or 'M' 

(Monthly) to indicate the frequency of drawdown.   
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 • Calculate Draw 

This field is used to manually request a drawdown if the Automatic Draw field is 

blank. Enter 'Y' (Yes) to request the drawdown; COFRS will reset the field to 'N' 

(No) after the drawdown has been performed in the following nightly cycle. 

 

 • Draw Method 

This field determines the basis for drawdown.  If '1' is entered, the drawdown 

equals the accrued revenue amount as calculated by the Revenue Accrual (RVAC). 

 If '2' is entered, the drawdown equals the cash disbursed on behalf of the grant 

from cash account 1100 (bank account code 0001).  All cash transactions are 

considered in calculating the amount of drawdown, including the overhead 

calculation journal voucher, if appropriate 

 
 • Negative Draw 

This field determines whether negative draws (i.e., draws of negative amounts) are 

allowed.  Valid codes are 'Y' (Yes) and 'N' (No). 

 
 Draw Method 1 (Based upon accrued revenue) 

 If Draw method 1 (accrued revenue) is being used, the code in the Accounts 

Receivable Account field on the Draw Down Calculation Request Table (LOCD) 

must match the code in the Accounts Receivable Account field on the Revenue 

Accrual Table (REVA).  If the accounts are different, COFRS will be able to locate 

any accrued revenue on which to base the draw. 

 

 The Accounts Receivable Amount field on the Draw Down Balance Request Table 

(LOCB) is not updated immediately by the LOCD process.  Rather, the field is 

updated by the APPLYTX transaction during the next nightly cycle when the 

Journal Voucher Transaction (JV) created by LOCD is processed. 

 

 Draw Method 2 (Based on cash disbursements) 

The Cash Amount field on the Draw Down Balance Request Table (LOCB) is 

updated immediately by the LOCD process. 

 

OVERHEAD 

CALCULATION 

PROCESS 

(LOCO) 

Overhead is calculated monthly by an offline batch process.  The calculation of 

overhead is dependent upon the entries made in the Grant Master Transaction (GM) and 

in several tables. 

 
 1 2 3 4 5 6 

 

 

 

 1. A single overhead rate may be applied to all grant expenditures, or several 

overhead rates may be set for different objects of expenditure.  In the Grant Master 

Transaction (GM), agencies must indicate the roll-up level of the object code at 

which overhead rates are to be specified on the Overhead Rate Table (OHRT).  

These roll-up levels, from the most general to the most specific, are: 

 

• Object Group (G) 

GM OHRT OHDT GPP18R LOCO OHPD 
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• Object Type (T) 

• Object Category (C) 

• Object Class (L) 

• Object Code (O) 

 

2. In the Overhead Rate Table (OHRT), agencies must indicate the overhead rate to 

be used in calculating the overhead for grant expenditure transactions.  Records 

must be added for each object code or object roll-up code on which overhead is to 

be calculated.   

 

3. The Overhead Distribution Table (OHDT) must also be populated by agencies 

before overhead calculation can be performed.  This table is used to determine the 

accounting distribution to receive the overhead recovery.  The table is keyed by 

fiscal year, agency and grant number. 

 

4. Overhead is calculated on a monthly basis (on approximately the 10th and the 

25th).  The Overhead Calculation Process (LOCO) selects all records from the 

Overhead Period Table (OHPD) that have a grant budget line code matching an 

entry on the Overhead Rate Table (OHRT).  The overhead is calculated using the 

overhead rate specified on that table. 

 

5. The overhead calculation is then summarized using the accounting distribution 

specified on the Overhead Distribution Table (OHDT).  From that summarization, 

a Journal Voucher Transaction(s) (JV) is created to distribute the overhead. 

 

6. The Journal Voucher Transaction(s) (JV) is loaded pre-approved onto the 

Document Suspense File (SUSF) and is scheduled for processing.  It is assigned a 

transaction ID as follows: 

 

JV  XXX  IYYMMDD9999 

 

where XXX represents the agency code, I signifies overhead calculation, 

YYMMDD is the date the JV was generated, and 9999 is a system-generated 

consecutive number. 

 

The accounting entries created by the Journal Voucher Transaction(s) (JV) are as 

follows: 

 

DR          Grant Budget Line (specified on the OHDT table) 

       CR    Overhead Cost Recovery Account (specified on the OHDT table) 

 

7. All records on the Overhead Period Table (OHPD) that were selected for overhead 

calculation are zeroed out.  Rejected records are left unchanged on the table. 

 

8. Finally, the Overhead Transaction Accepted/Rejected Report (GPP18R) is 

generated.  This report lists all records from the Overhead Period Table (OHPD) 

and states how they were treated when the Overhead Calculation Process (LOCO) 

was run. 
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GRANT PURGE 

PROCESS 

(GPTP, 

GPLP) 

The grant purge process is performed three times per year.  It includes several batch 

processes and requires user input. 

 

 1 2 3 4  

 

 

 

 

 

 

 

 

 

 

 

 

 1. The Grant Purge Table Load Process (GPRGTL) creates records on the Grant 

Purge Table (GPRG) for grants that have an End Date earlier than a year prior to 

the date this job is run.  Users are notified via the Grants User Group when this 

step has been performed. 

 

2. Users must now indicate on the Grant Purge Table (GPRG) whether the grant is 

to be purged or not.  They have 4 weeks to complete this step. 

 

3. The Grant Purge Selection Process (GPSP) determines which grants will be 

purged.  It only selects grants that users have designated for purge.  It also 

ensures that the selected grants still meet COFRS purge requirements, e.g., the 

grant is closed on AGNT. 

 

4. The jobs in this step are performed in any order immediately after the Grant 

Purge Selection Process (GPSP) has completed: 

 

• The Purged Grants Listing (GPP23R) is produced, indicating which grants 

have been selected for purging by the GPSP program. 

 

• The Grants With Agency Approval Not Purged Report (GPP24R) lists all 

grants which did not meet COFRS purge requirements. 

 

• The Grant Purge Tables Process (GPTP) removes (purges) all selected grants 

from Grants Subsystem (GRT) tables. 

 

• The Grant Purge Ledgers Process (GPLP) removes (purges) all selected 

grants from Grants Subsystem (GRT) ledgers. 

 

5. Using the Purged Grants Listing (GPP23R), users must now manually purge the 

following tables: 

• Grant Budget Line Code Table (GBLC) 

• Revenue Accrual To-GBL Validation Table (GGBL) 

GPRGTL GPRG GPSP 

GPP24R 

GPP23R 

GPTP 

GPLP 
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REPORTS 

 

 Grant Revenues and Obligations by Month and Year-To-Date (GPP01R) 

This report provides a summary of revenue and obligation information for the 

current month and year to date for grant budget lines within grants within 

agencies.  Each report may be customized for each grant by using Logical Dates 

Table (LDAT) miscellaneous parameters to specify up to four different account 

distribution codes by which the information is sorted/accumulated.  Use of 

object/revenue source and sub-object/sub-revenue source codes is optional in the 

report.  This report also compares budgeted positions by grant against the actual 

FTE for the month.  Run monthly.  Agencies need to give careful consideration 

to the type of information to appear on this report for each grant. 

 

Grant Inception-To-Date Budget vs. Obligation Report (GPP05R) 

This report provides grant inception-to-date budget versus obligation information 

summarized by grant budget lines within grants.  The unobligated balance for 

each grant budget line is calculated.  This report may be requested for specific 

agency categories or grant numbers.  Run monthly. 

 

 NOTE: Comparison of budget to obligation information is only relevant in 

situations where a grant budget reflects the entire life of the grant. 

 

Summary Trial Balance by Grant Within Agency (GPP09R) 

This report provides summary level information for obligations, revenues and 

grant charges at the balance sheet or object/revenue source level for grants 

within agencies for the current accounting period.  Begin balance reflects 

inception-to-date balance, debits and credits are summarized for the current 

month, and ending balance is a calculation.  This report may be requested for 

specific agency  categories or grant numbers.  Run monthly. 

 

Sub-recipients of Pass-through Grants (GPP14R) 

This report lists all payments and adjustments made at a detail level of sub-

recipients of pass-through grants, sorted by vendor code within agency.  Run 

monthly. 

 

Grant Detail Report (GPP15R) 

This report provides current period beginning and ending balances by grant 

budget line within grant for the current fiscal year.  It does not include any 

inception-to-date information.  The report lists all transaction detail for the grant 

budget line, except for payment voucher and disbursement transactions, which 

are summarized. 

 

Apply Transaction Accepted/Rejected Report (GPP17R) 

This report lists transactions that were accepted (GPP17R2) or rejected 

(GPP17R1) for processing by the APPLYTX process.   
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Overhead Transaction Accepted/Rejected Report (GPP18R) 

This report lists by accounting period, document ID, and transaction date the 

account code information of the transactions that were selected or rejected for 

overhead calculation.  Included on this report is a reason for each rejection. 

 

Revenue Accrual Transaction Rejected Report (GPP19R1) 

This report lists, by document ID, transaction date and account code structure, 

the amount of transactions that contained a grant budget line but for which no 

revenue accrual was made.  Included in the report is the reason the transactions 

were rejected. 

 

Revenue Accrual Transaction Accepted Report (GPP19R2) 

This report lists by document ID, transaction date and account code structure, the 

amount of transactions that contained a grant budget line and for which a 

revenue accrual entry was made. 

 

Revenue Accrual Calculation Report (GPP20R) 

This report shows by grant number and grant budget line, the account code 

structure of all expenditures, the percentage reimbursed and the amount of the 

revenue accrual that was calculated by the system during the nightly cycle. 

 

Letter of Credit Draw Transaction Report Method 1 (GPP21R1) 

Letter of Credit Draw Transaction Report Method 2 (GPP21R2) 

These reports list by document ID, fiscal year, accounting period and transaction 

date all of the transactions included in the letter of credit drawdown.  It also lists 

transactions that were not included in the letter of credit draw calculation but 

that met the criteria to be included in that draw.  The reason those transactions 

were not included is given on this report. 

 



ROLES AND RESPONSIBILITIES 

 (i) Grant funds management:  

The Division of Insurance is one of the agencies that is part of the Department of 

Regulatory Agencies (DORA). The Controller of DORA administers all grants for the 

agencies. DORA uses software called the Colorado Financial Reporting System 

(COFRS) provides a budgetary control structure that is independent from appropriations 

and is tailored to grant requirements. COFRS provides an automated mechanism of 

recording both direct and indirect grant costs and associated revenues and provides the 

capability for meeting specialized financial and management reporting needs for grants. 

Grants are treated as unique entities apart from the State fund/agency/organization 

structure. 

(ii) Organizational Chart and job responsibilities: 

The two rate analyst contractors will review, analyze, refer, and/or approve health 

insurance rates in relation to new federal requirements related to medical ratios, 

unreasonableness of rates, and other requirements and will enter data. The contractors 

will update the procedures manual with new federal requirements. They will spend 100% 

of their time on grant activity. These contractors will report to the supervisor of the Rates 

and Forms section. The Supervisor will spend approximately 10% of his time directing 

and supervising this contractor. The Supervisor of Rates and Forms manages the rates & 

forms section and regulatory actions against companies and drafts proposed legislation, 

regulations and bulletins.  

The consumer complaint contractor will analyze and respond to consumer health 

insurance rate complaints related to the Affordable Health Care mandates and changes.  



This contractor will train DOI staff on changes required under new federal laws and enter 

complaint information into the data base. This contractor will spend 100% of his or her 

time on grant activity and will report to the Supervisor, Life and Health Consumer 

Affairs.  The Supervisor will spend approximately 5% of her time directing and 

supervising this contractor. The Supervisor, Life and Health section of Consumer Affairs, 

drafts proposed legislation, regulations and bulletins; oversees the investigation of health 

insurance related consumer complaints; reviews of regulatory actions; and develops 

consumer educational materials.  

The contractor for grant administration will spend 100% of his or her time ensuring that 

time-lines are being met and that grant activities are progressing. This contractor will be 

responsible for reporting to HHS all grant activities as required. This contractor will 

report to the Office Manager. The Office Manager will spend approximately 10% of her 

time directing and supervising this contractor. The Office Manager oversees cash 

management functions, office management, and customer service functions. 

The part-time contractor dedicated to grant data collection and HHS reporting 

requirements will spend 100% of his or her time on grant activities. This contractor will 

report to the Chief Actuary. Job duties are collection of data, communicating with HHS 

representatives on the requirements for data reporting, and preparing the reports 

according to all state and federal requirements. The Chief Actuary will spend 

approximately 5% of his time directing and supervising this contractor.  The Chief 

Actuary reviews rate filings, assists with financial examinations of companies, and 

supports other staff on actuarial issues. 



The DOI plans to contract for various services related to the enhancement of rate review 

and consumer education and outreach. Current staff will communicate with contractors 

and direct the various services provided. The Chief Actuary and the Supervisor of the 

Rates & Forms department will direct and supervise any of the contracted actuarial 

services, contracted IT services, and contracted training services for actuaries and rate 

analysts. The Director of Consumer Education direct and supervise contract services 

needed for developing consumer education materials related to health care reform, as 

well as web enhancement. The Director of External Affairs will direct and supervise any 

contracted services related to consumer outreach programs, including web “town 

meetings.” Each of the current supervisory staff will spend approximately 10% of their 

time directing contractual services. The Director of Consumer Education/Public 

Information manages of the DOI’s communications through print, video, electronic 

information, brochures and publications, websites, and news releases and is the primary 

media contact. The Director of External Affairs is responsible for all outreach efforts to 

inform both consumers and industry and is the main contact with the Colorado General 

Assembly developing legislative initiatives and implementation strategies, and 

conducting policy research and analysis. 

The two deputies listed on the organizational chart will spend approximately 5% of their 

time on grant activities including attending meeting and answering questions. The Deputy 

Commissioner for Consumer Affairs oversees the consumer complaint system, 

enforcement and compliance activities, and is a senior policy advisor on legislation, 

regulation, and management of the Division of Insurance. The Deputy Commissioner of 

Finance and Administration oversees the DOI budget and appropriations and office 



management and oversees the financial examination ,financial affairs, corporate affairs, 

actuarial, premium tax collection, market regulation, producer licensing, and rates and 

forms sections.  

 

 



Job Description for Project Director and Assistant Director 
 
 

Project Director, Kelli Cheshire, Office Manager: 

 

The Office Manager will spend approximately 10% of her time directing and supervising  

grant activities. The Office Manager’s job description includes overseeing cash 

management functions; office procedures, space, and equipment; and customer service 

functions. 

 

Assistant Project Director: John Postolowski, Deputy Commissioner of Finance and 

Administration 

The Deputy Commissioner of Finance and Administration will spend approximately 5% 

of his time directing grant activities. The Deputy Commissioner of Finance and 

Administration’s job description includes overseeing the DOI budget and appropriations;  

office management; overseeing the financial examination ,financial affairs, corporate 

affairs, actuarial, premium tax collection, market regulation, producer licensing, and rates 

and forms sections.  

 

 



OMB Number: 0980·0204 
Expiration Date: 12/31/2009 

Objective Work Plan 

Project: 

Prem: 

• Year: • Funding Agency Goal; 

I 
 I Improve the Colorado Division of Insurance's ability to evaluate the reasonableness of health
1 
~nsurance rates. 

,• Objective: 

1. Improve the quality of information used in rate reviews and reduce the amount of time needed to complete each, 
in compliance with new federal requirements. 

1Y 

r:> 

• Results or Benefits Expected: 

Colorado insurers will submit more reasonable rate increases. 

• Activities • .Position Responsible 

. 

\ 
\ 

• Time Period • Time Period « Non-S~lary 
Begin End Personn~1 

Hours '\ 

Obtain Health Cost Guideline Software and Manual Chief Actuary 
from Milliman Health or Towers Watson Health. 

109/01/2010 1109/30/2010 II 1'-01 

Update Rating Procedures Manual new federal Icont 
requirements and process enhancements. 

110/0112010 106/30/2011 1 1,0001 

" 
Contract ;i· Actuarial Firm to create summary IChief Actuary 
report for each Colorado health insurer 
containing financial data, profits, executive 

I
salaries, medical trends, dividends, stock 
options, bonuses, producer commissions, legal 
costs, etc. 

11 10/01/2010 10313112011 1 01 

Additional training on federal reform and Training contractor 
resulting changes to Rates and Forms. 

110 /01/2010 11213112010 I 25 01 

I 



OMB Number: 0980-0204 

Expiration Date· 12/31/2009 


a Objective Work Plan 
OI(l' 

• Activities • Position Responsible 

Collaborate with the NAIC to enhance SERFF to Supervisor, Rates and Forms 
meet reporting requirements. 

Collaborate with other states to enhance Sircon Supervisor, Rates and Forms 
or other IT enhancements for enhancement of data 
availability during rate review. 

Add new federal requirements to rate review Contract Rate Analyst 
process 

c 
1(\' 

Review rate filings for federal requirements Contract Rate Analyst 

I 

• Criteria for Evaluating Results or Benefits Expected: 
-Average time to review each rate filing ,(compared with current) 
-Consumer savings pe'r year (compared with current) 

• Time Period 
Begin 

110 101/2010 

110/0112010 

110/01/2010 

110101/2010 

• Time Period • Non-Salary 
End Personnel 

Hours 

1109l30i2011 II 01 

1109130/2011 II 01 

1109/30/2011 II 1,0001 

1109/3012011 II 2,0001 

, .... , 
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OMB Number: 0980-0204 

Expiration Date: 12/31/2009 

Objective Work Plan 

e 
You may attooh up to 17 additional Objective Work Plan forms here. To extract, fill and attach each additional form, follow these steps: 

- Select the "Select to Extract the Objective Work Plan Attachment" button below. 

" • Save the file using a descriptive name to help you remember the content of the supplemental form that you are creating. When assigning a name to the 
;J.", file, please remember to give it the extension ".pdf (for example, "Objective_1.pdf). If you do not name your file with the ".pdf' extension you will be 

unable to open it later, using Adobe Reader. 

• Use the "Open Form" tool on Adobe Reader to open the new form you just saved. 

• Enter your additional Objective information in this supplemental form, similar to the Objective Work Plan form that you see in the main body of your 
application. ' 

• When you have completed entering information in the supplemental form, save and close it. 

- Return to this page and attach the saved supplemental form you just filled in, to one of the blocks provided on this "attachments" form. 
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Objective Work Plan

OMB Number: 0980-0204 
Expiration Date: 12/31/2009

Project:

* Year: * Funding Agency Goal:

* Objective:

* Results or Benefits Expected:

* Activities * Position Responsible * Time Period 
Begin

* Time Period 
End

* Non-Salary 
Personnel  

Hours

Grants to States for Health Insurance Premium Review-Cycle I

Improve the ability of Colorado Division of Insurance to evaluate the reasonableness of health 
insurance rates

To enhance consumer protection, education, and outreach relative to health insurance rates

1

32010/01/2010 03/31/2011Contract AnalystObtain consumer input regarding information they 
wish to review on rate summaries required by the  
state

Develop a plan to improve the DOI website so 
consumers can find and comprehend information 
about rate filings 

Web Contractor 10/01/2010 09/30/2011 1,000

Outreach through web town hall meetings and 
additional hearings to educate consumers about 
available information

Contractor for Web 09/30/201110/01/2010 500

09/30/201110/01/2010Enhance response to consumer complaints and 
focused effort on new requirements, training 
staff, and improving current brochures.

Consumer complaint 
Contractor

2,000

Consumers will improve their understanding of health insurance rates that apply to them. 



* Criteria for Evaluating Results or Benefits Expected:

* Activities * Position Responsible * Time Period 
Begin

* Time Period 
End

* Non-Salary  
Personnel 

Hours

Objective Work Plan

OMB Number: 0980-0204 
Expiration Date: 12/31/2009

-Federal requirements understood by DOI staff 
-Complaints and inquiries related to new federal laws answered to the satisfaction of consumers through consumer 
satisfaction survey 
-Brochures and web site updated 
-Number of web "town meetings" held



OMB Number: 4040-0003 
Expiration Date: 09/30/2011 

Project Abstract 

The Project Abstract must not exceed one page and must contain a summary of the proposed activity suitable for dissemination to the 
publiC. It should be a self-contained description of the project and should contain a statement of objectives and methods to be employed. 
It should be informative to other persons working in the same or related fields and insofar as possible understandable to a technically 
literate lay reader. This Abstract must not include any proprietary/confidential information. 

• Please click the add attachment button to complete this entry. 

lAbS tract . pdf 



Premium Review Grant Colorado 
Project Abstract 

 

The Colorado Division of Insurance (DOI) respectfully requests one million dollars of funding 
under the opportunity “Grants to States for Health Insurance Premium Review-Cycle I” to 
improve the quality of information used in rate reviews and reduce the amount of time needed to 
complete each, as well as assuring compliance with new federal requirements.  In addition, the 
DOI will enhance consumer outreach and education by making enhancements to the web site, 
including the availability of rate filings on-line, public hearings on rate filings, and consumer 
participation in town hall meetings on the web. 

Colorado currently reviews all health insurance rate increases as well as dental rate increases 
of 5% or more, but the process is challenging due to manual tracking and data system 
insufficiencies.   

In addition, consumers do not currently have adequate notice and information on rate filings.  
They may physically come to the DOI office and search on rate summaries, but the information 
is not in lay language or easily understandable.  The Commissioner may hold hearings if 
insurers do not correct errors to rate filings or if they willfully violate rating laws.  However, no 
such hearings have occurred in the past ten years, and there is no other opportunity for the 
public to participate in rate hearings.   

Grant funds will be used primarily to hire contractors to complete the proposed tasks.  Due to 
Colorado’s economic situation and inability to raise taxes and support permanent staff positions, 
state agencies are not allowed to increase their number of permanent employees next year.  
The required procurement process for contracts over $25,000 each means that most 
contractors should be in place by October 1, 2010. 

Once the contractors are in place, work will commence on the following activities: 
1. Obtaining Health Cost Guidelines software and manual 
2. Updating the Rating Procedure manual 
3. Creating summary reports for each Colorado health insurer 
4. Additional training on federal reform 
5. Collaboration with other states to enhance SERF and Sircon data systems 
6. Obtaining consumer input on useful information regarding insurance rates 
7. Developing a plan for improving the Department website for consumer use 
8. Web-based town hall meetings 
9. Additional rate hearing  
10. Enhanced response to complaints and inquiries 
11. Staff education 
12. Improved materials and information 

 
Expected benefits of these tasks include: 

• Colorado insurers will submit more reasonable rate increases. 
• Consumer will improve their understanding of health insurance rates that apply to them. 

 
Additional work, if supported in year two, will include implementing the consumer website 
improvement plan and continued rate review activities.   
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 Narrative for “Grants to States for Health Insurance Premium Review-Cycle I” 

Colorado Division of Insurance 

 
I. INTRODUCTION 

In March 2010, Congress passed sweeping healthcare reform. Many of the mandated 

changes will be implemented over time. However, a number of changes will occur 

immediately, or in the very near future, and Colorado — like many other states — is 

working overtime to determine the best ways to meet the new mandates and guidelines.  

Colorado’s Insurance Commissioner serves on the Governor’s new Interagency Health 

Reform Implementation Board to coordinate work with other state agencies in addition to 

overseeing the many reforms that specifically impact the Division of Insurance (DOI). 

II. CURRENT HEALTH INSURANCE RATE REVIEW AND CAPACITY 

General Health Insurance Rate Regulation Information: 

Markets and Products Regulated: The Colorado DOI currently licenses and regulates 

rates and forms for all entities that provide health coverage benefits including health 

insurers, life insurers, property & casualty insurers, health maintenance organizations 

(HMO’s), non-profits, fraternal benefit societies, pre-paid dental companies, non-profit 

hospitals, health service corporations, sickness and accident insurance companies. The 

DOI regulates and reviews rates for all market segments including large groups (228 

companies), small groups (24 companies), individuals (303 companies), franchise 

insurance, comprehensive health insurance, indemnity, managed care (including PPOs), 

point-of-service, major medical, Medicare Supplement, long-term-care,  supplemental 

health, limited benefit health, prepaid dental, coverage provided by limited service 

licensed provider networks, disability, and stop-loss plans. The DOI does not regulate 

self-insured plans, Medicaid, and Medicare. 

  



Legal authority: Legal authority for health insurance rate regulation is found in Title 10, 

Article 16, Colorado Revised Statutes.  Rate regulation is specifically addressed in §§ 

10-16-105 and 10-16-107, C.R.S. and in Regulations 4-2-11 (filing requirements) and 4-

6-7 (small groups). Filing guidance and a filing format are provided in Bulletin B-4.18. 

These laws, regulations and the bulletin are provided in the Attachments 3-5. 

Rating rules and case characteristics: All health insurance rate increases, and rate 

increases for dental insurance of 5% or more, are subject to prior approval and must be 

filed electronically 60 days before the planned increase. If there is no increase in the rate 

or if it is a new product filing, then rate regulation is “file and use” and rates may be used 

in concurrence with the filing. All filings are still subject to review. Each company must 

file at least annually regardless of whether there is a change in the rate. Although all 

Medicare Supplement polices must be approved by the Commissioner before being 

used, they are not subject to the 60 day submission requirement. 

Rate justification: Filings must be accompanied by an Actuarial Memorandum and an 

Actuarial Certification that support and certify that the rates are not excessive, 

inadequate, or unfairly discriminatory. Small group health insurance carriers may use 

community rating and rating bands for the case characteristics of age, geographic 

location, family size and tobacco use as defined in Regulation 4-6-7.  There are few 

rating factor restrictions on individual group plans and large group plans. Individual 

markets that use any rating factors based upon zip codes must adjust them equitably for 

different expectations of loss.  Large groups are allowed to experience rate. For all 

market segments, Colorado prohibits slope by age which is substantially different from 

the slope of the ultimate claim cost curve.  Premium schedules that provide for attained 

age premium to a specific age followed by a level premium or the use of reasonable step 

rating are allowed.  

Health Insurance Rate Review and Filing requirements: 

  



Rate Filing Data: Rate filings must be filed in the format specified in Bulletin B-4.18 and 

include:  the company’s experience and judgment; experience or data of other entities 

relied upon; interpretation of any statistical data; descriptions of methods used in making 

rates; and any other data to support the rates. Minimum data requirements include 

earned premium, loss experience data, average covered lives and number of claims on 

a Colorado basis for at least three years or national data if the Colorado data is not 

credible.  Additionally, the Actuarial Memorandum must contain information on 

underwriting standards; types of underwriting (medical, financial, or other); effect of law 

changes on rates; rate history, including the cumulative effect of all rate filings; actual 

loss experience net of savings associated with coordination of benefits and/or 

subrogation; data regarding the relation of benefits to premium; each specific  

component of the retention percentage including target load for profit; lifetime loss ratio; 

explanation of how rates were determined; trend assumptions, both medical trend and 

insurance trend, used in pricing; discussion of the credibility of the data; projection of the 

benefits ratio over the rating period, both with and without the rate change; support for all 

rating factors including geographic area factors, age factors, and gender factors. Large 

group health benefit plans that negotiate agreements must submit any ranges for 

negotiated rating variables, an explanation of the method used to apply the rating 

variables, and a discussion of the need for filed ranges. Medicare Supplement rate 

filings must also submit the anticipated lifetime loss ratio, future loss ratios, and third 

year loss ratio data.  A sample rate filing is included in the Attachment 6. 

Rate Review Process and Implementation:  Companies make rate filings on the “System 

for Electronic Rate and Form Filing” (SERFF) and information feeds into Sircon, the 

web-based service used by the Colorado DOI (and 17 other states) for tracking data, 

complaints, investigations, and licensing. An administrative assistant assigns a filing that 

comes through SERFF and Sircon to one of the four rate analysts.  The analysts do an 

  



initial review of all filings, including “file and use” filings, and refer any rate filings where 

the rate increase is 25% or more to the actuarial section. They also refer all rate filings 

for domestic companies, long-term-care products, companies in the top 90% of the 

market for a particular segment, and problem companies to the actuaries. Rate analysts 

review filings for completeness first so that letters can be sent to the company if 

something is missing from the filing. The rate analysts review the detail of the Actuarial 

Memorandum for the rate history and rate justification, also consulting Sircon to review 

the accuracy of information sent to the DOI. This review can take an hour or more due to 

system limitations.  If the rate analysts see something that is inconsistent or inaccurate 

in the proposed rate increases or decreases or the Actuarial Memorandum, they consult 

with the actuaries.  If the analysts find no problems in these filings, they approve them. 

The actuaries review the filings referred to them in depth to determine whether the rate 

is justified according to Actuarial Standards of Practice and state laws, and determine 

whether the rates are excessive, inadequate, or unfairly discriminatory.    

Grounds for rate approval:  Companies are required to submit rate filings which propose 

rate increases, 60 days in advance of using the requested rates.  The DOI is required by 

Regulation 4-2-11 to notify the company of any deficiency in the required information 

within 45 days of those rate filings. If the benefits provided are not reasonable in relation 

to the premiums charged, the filing will be disapproved. Rates that are excessive, 

inadequate, unfairly discriminatory or otherwise do not comply with the law are 

disapproved. If a large group rate filing projects an 85% benefits ratio or a small group 

rate filing projects an 80% benefits ratio, then the DOI will give the rate filing an 

expedited review. If the rate increase is not justified, the DOI can suggest modifications 

in the filing and the company can resubmit the filing. In addition to all the factors 

previously mentioned, the DOI may consider costs of medical care, the financial history 

of the company, previous rate changes, and other companies’ rates, profits, dividends, 

  



annual rate reports, annual financial statements, subrogation funds credited, investment 

income or losses, unearned premium reserve, reserve for losses, surpluses, executive 

salaries, and expected benefits ratios in the review process.  

Approval process: Rate increases subject to prior approval must be filed 60 days prior to 

the effective date of use. If the DOI approves the rate filing within 60 calendar days after 

the filing date, the insurer may use the rates on the effective date proposed in the filing. 

If the DOI neither approves nor disapproves the filing within the 60 calendar-day time-

frame, then the company may use the filed rates on the filed effective date. However, in 

essentially all cases the DOI acts on the filing in the first 45 days after the filing.  

Corrections to any deficiencies in the filing after the 60th calendar day will be required on 

a prospective basis and no penalty will be applied for non-willful violations. Rate filings 

with no rate increase are considered to be “file and use”. 

Retrospective reviews: The DOI may at any time review rates retrospectively. Problems 

that surface through consumer complaints, market analyses of companies, or financial 

reviews of companies can trigger a retrospective review.  If an error is found, then the 

DOI can require changes in the rates and premium on a “going forward” basis. If 

misrepresentations are found in a filing that had been approved, then the DOI can 

require restitution for consumers for any amount that was overcharged. If rates are 

reviewed after the 60-days for prior filing, any changes required to the rates would be 

applied prospectively.   

Current Level of Resources: 

Electronic Filing: Insurers are required to file all rate and form filings electronically on the 

“System for Electronic Rate and Form Filing” (SERFF) and data is automatically fed into 

Sircon.  Both systems have limitations which make the rate review process somewhat 

cumbersome and time-consuming.  

Budget and Staffing: 

  



Overall budget of DOI: The overall budget for the DOI for fiscal year 2009-2010 is 

$11,886,628.00. The finalized numbers for the next fiscal year are not available yet, but 

there has been no increase over last year due to budget constraints in the state.   This 

budget includes federally funded Senior Health Grants (SHIP) and fraud funds which 

pass through to the Attorney General’s office.  

Budget and resources dedicated to rate review process: The total budget dedicated to 

the rate review process for individual and group markets was $360,430 in the most 

recent fiscal year (45% of the budget). There are seven staff members in the Rates and 

Forms section dedicated to health insurance rate and form review in addition to three 

actuaries dedicated to health insurance in the actuarial section. The total payroll for 

these ten people, including retirement, Medicare, and H/L/DIS is $798,721.00.  The 

average salary is $72,611.00 per person.  The specific time commitment by staff 

members follows:  rate financial analysts - 60% of their time on rate review; actuaries 

and supervisor - 25% to 50 % of their time on health insurance rate analysis and review; 

two administrative assistants - 33% and 100% of their time supporting the health 

insurance rate review process.   Staff have many duties in addition to reviewing and 

analyzing health insurance rates. 

Qualifications of the staff:  

Supervisor • 23 years experience with the DOI in consumer affairs and in reviewing 
rates and forms  

• 4 years experience in the insurance private sector  
• 2 masters degrees:  management/computer data management and 

computer information systems  
• Designations: Fellow Life Management Institute (FLMI), Associate in 

Life and Health Claims (ALHC), Associate in Customer Service (ACS),  
Associate in Insurance Services (AIS), Accredited Insurance Examiner 
(AIE) 

Chief 
Actuary 

• 3.5 years with DOI  
• 20 in the insurance industry  
• B.S degrees: math and business  
• Designations: Fellow of the Society of Actuaries (FSA), Fellow, Life 

Management Institute (FLMI), Member of the American Academy of 

  



Actuaries (MAAA) 
Actuary • 2 years with DOI 

• 25 years in insurance  
• B.S. in statistics  
• Designations: Associate of the Society of Actuaries (ASA), Member of 

the Academy of Actuaries (MAAA). 
Actuary • 1 year with DOI 

• 8 years with consulting firm  
• B.S. degree in mathematics  
• Passed three Society of Actuaries exams 

Analysts 

(4) 

• 3 have bachelor’s degrees  
• 1 masters degree  
• Between 2 to 13.5 years with DOI (average of 4 ¾ years)  
• Between 2 and 19 years experience in health insurance (average of 10 

years) 
There are no contracted consultants at this time. 

Total number of health filings: The DOI receives approximately 1400 health insurance 

rate filings each year. In fiscal year 2009-2010 of the 1400 filings made, 834 filings were 

for the individual market, 96 were for small group market, and 470 were for the large 

group market.  It takes the rate financial analysts between one hour and two days to 

review a filing depending on the size and the complexity,  an average of about 3.4 hours 

per filing. It takes the actuaries between 3 hours and two days to review rate filings, an 

average of about 1.5 hours per filing. The average overall time to review a filing is about 

2.6 hours. 

Consumer Protections: 

Information to the public: Rate filings and rate increases are not publicly announced in 

advance or when the rate filing is effective. However, §10-16-107 requires that all health 

insurance companies file a “rate filing summary” and requires that it be posted on the 

DOI’s web site. Consumers may view any rate filing at the offices of the DOI upon 

request. An example of the rate filing summary is found in Attachment 7. Consumers 

choose the name of an insurance company from a list, indicate a time-frame, and then 

search for a rate summary. The summary is in the form of a chart and gives aggregate 

  



information not specific to any one consumer. Most consumers would not understand the 

information.  

Hearings on rates: Section 10-16-216.5, C.R.S. allows any person aggrieved by a rate 

charged by an insurance company to request a review of the rating process as applied 

to that person’s policy.  If the company does not respond within thirty days, the 

consumer may file a complaint and request a hearing on the matter. The Commissioner 

must make a determination of whether there is a possible rate violation of the rating 

laws. The Commissioner may hold a hearing if the company does not correct the rating 

error or if there is a willful violation. If after the hearing the commissioner finds that that 

was a willful violation or a failure to correct the violation, then the commissioner may 

order that any excess premium plus 8% interest be returned to the consumer. The 

Commissioner has not held such a hearing in the past ten years. There is no other 

process for the public to participate in a hearing on a rate filing. 

Consumer complaints: In fiscal year 2008-2009 the DOI received 500 consumer 

complaints and inquiries regarding health insurance rates. In fiscal year 2009-2010, the 

DOI received 724 consumer complaints and inquiries (45% increase). The DOI is seeing 

a significant upward trend; there has been a 95 % increase in the number of complaints 

and inquiries from the first half of fiscal year 2009-2010 to the most recent six months 

(from 255 to 496). Consumers are primarily complaining or asking about the size and 

frequency of rate increases.  

Examination and Oversight: 

Formal actions: Although the DOI has not held any formal rate hearings or taken any 

formal actions against health insurers in the past two years, the DOI disapproved 1181 

filings during this time. In fiscal year 2008-2009 the DOI required that 42 filings be 

modified resulting in savings for consumers of $13,059,403. In fiscal year 2009-2010, 

the DOI required that 45 filings be modified resulting in savings for consumers of 

  



$16,153,235.  The DOI is currently examining the rates of two large health insurers, and 

is unable to disclose details of these examinations at this time.   

Challenges posed by current process: 

The current process requires manual tracking which will be improved by the 

enhancements to SERFF.  

III. PROPOSED ENHANCEMENTS  

The Colorado DOI proposes the following enhancements to current health insurance 

rate review processes: 

1. Improve the quality of information used in rate reviews and reduce the amount of 

time needed to complete each, in compliance with new federal requirements.  

Activities will include obtaining Health Cost Guidelines software and manual, 

updating the Rating Procedure Manual, creating summary reports for each 

Colorado health insurer, additional training on federal reform, and collaboration 

with other states to enhance the SERF and Sircon data systems. 

2. Enhance consumer protection, education and outreach relative to health 

insurance rates.  Activities will include obtaining consumer input on useful 

information regarding insurance rates, planning an improved website for 

consumer use, web-based town hall meetings and additional hearings to educate 

consumers, enhanced response to complaints and inquiries, staff education, and 

improved materials and information.  

These activities will be performed in accordance with the time line in Attachment 8. 

Fiscal limitations for grant proposal: 

Use of contractors: The DOI assures that grant funds will be used as described in this 

proposal. Additional staff to enhance and improve the current rate review process will be 

contractors. The State of Colorado is not allowing agencies to add to the number of 

permanent employees for the next fiscal year. Contractors will be supervised by existing 

  



staff as described in Attachment 10, Roles and Responsibilities. Job descriptions for the 

Project Direct and Assistant Director are found in Attachment 11.  

Expanding the scope of current review and approval activities: 

Health Cost Guidelines: The DOI proposes to enhance the rate filing reviews in quality, 

number and scope by purchasing either Milliman Health Cost Guidelines or Towers 

Watson Health MAPS manual and software.  The amount of time required for reviewing 

a rate filing will be reduced through access to industry-wide data to evaluate the 

reasonableness of assumptions and the tools necessary for utilizing them. The DOI will 

evaluate each of these products and purchase one of them in October 2010. The cost of 

the manual is approximately $30,000. 

Enhancing rate review process-staffing: 

Contract rate analysts: The DOI will be required to analyze rate filings according to many 

new requirements resulting from the new federal laws. The DOI proposes to incorporate 

these new requirements into a department rate procedure manual with support from two 

contractors who will also review rate filings. The contractors will be hired in the first 

quarter, new requirements will be added to the review process by the second quarter, 

and the procedures manual will be finalized by the third quarter.  The budget for paying 

the contractors is $131,040. The budget for cubicles, space rental, computers, phones, 

operating costs, software maintenance, is $25,600.    

 Actuarial services: The DOI proposes to contract with an actuarial firm to develop plan 

summary reports for each Colorado health insurer.  The plan summary report will contain 

information for each company including financial data, profits, executive salaries, 

medical trends, dividends, stock options, bonuses, producer commissions, costs of legal 

services and information on policyholders.  Having this information in one place will 

make the review process easier and faster.  The DOI wants to place emphasis on new 

  



products, which are “file and use”, and will use the actuarial services firm to review and 

evaluate  new  rate filings in accordance with Actuarial Standards of Practice to assure 

that the rates are not excessive, inadequate, or unfairly discriminatory.  Other services 

will include reviewing rate filings for compliance with the new federal regulations 

including “Grandfathering”. The DOI will contract for actuarial services in the first quarter 

with support provided throughout the entire grant year. The DOI has budgeted $300,000 

for actuarial services. 

Training: Because the number and complexity of the rate filings are increasing due to the 

new federal laws, the Rates and Forms section proposes to enhance the rate review 

process through additional training on health insurance and health insurance rate 

making for rate analysts and actuaries in addition to the regular departmental training. 

The DOI’s will contract with a trainer in the first quarter, possibly using the actuarial firm 

mentioned above. The budget for training is $50,260. 

Grant administration and reporting: To meet the all reporting requirements and 

administer the grant, the DOI will hire two part time contractors, one grant administrator 

and one IT contractor.  Among other duties, these individuals will use SERFF to report 

data and trends to the Secretary. These two contractors will be hired by October 1, 

2010. The budget for the grant administrator/project coordinator is $35, 280 and is 

$52,820 for the contractor for data reporting. The budget for cubicle, space rental, 

computer, phone, operating costs, software maintenance, for these two contractors is 

$25,600. Grants funds are administered according to the Colorado Financial Reporting 

System (COFRS) in Attachment 9. 

Enhancing rate review process-IT: 

Enhancement of current systems: The DOI proposes to use grant funds to support the 

NAIC in its efforts to enhance SERFF to meet HHS reporting guidelines. This enhanced 

system will also be used by DOI actuaries in determining whether rates are excessive, 

  



inadequate, or unfairly discriminatory. The NAIC currently estimates that the cost will be 

approximately $19,000.   At this time the NAIC has not indicated a target date for this 

project.   

The DOI also proposes to collaborate with other states that use Sircon to request 

updates from the vendor to improve the rate review process.  Currently the search 

features are limited and reviewers spend a great deal of time trying to locate information 

in order to review each filing. The goal is to begin enhancements to systems in the first 

quarter for completion by the fourth quarter. The budget for these enhancements is 

$81,000. 

Enhancing consumer protection, education, and outreach: 

Consumer complaints and inquiries: The DOI proposes to enhance its efforts at 

consumer protection and education by adding a full time contractor to answer specific 

consumer questions and complaints, conduct training for DOI staff, and assist with 

consumer education efforts (website enhancements and consumer brochures) related to 

federal law changes and changes to companies’ rating practices. The DOI will hire the 

contractor in the first quarter. The budget for the contractor is $60,480, and for cubicle, 

space rental, computer, phone, operating costs, software maintenance, is $12,800. 

Consumer education and outreach: The DOI plans to contract for website enhancements 

and consumer “town hall” meetings via the web. The rate summaries currently available 

on the website are not consumer-friendly. Since the information is hard to find and most 

consumers would not be able to understand the filing, the DOI plans to obtain consumer 

input to guide the design of a user-friendly site. The contractor and/or current staff will 

need to travel in order to reach consumers outside the Denver metro area, particularly 

those with disabilities or long-term illnesses. The DOI plans to complete website design 

in Cycle I and hopes to implement it in Cycle II.  The DOI has budgeted $5,000 for travel 

and $50,000 for website improvement. The goal is to contract for services in the first 

  



quarter and complete the web enhancement plans by the fourth quarter. The DOI will 

hire a contractor to design and implement “town meetings on the web” in order to better 

inform the public about health insurance and health insurance rates, holding “town 

meetings” by the third quarter. The budget for this project is $61,200. The total budget 

for consumer outreach and education is $176,120. 

Availability of rate filings on-line:  The DOI will purchase an additional server to provide 

capacity to make rate filings available to the public on-line. Currently consumers who 

want to see the actual rate filing must travel to the DOI’s office in Denver to review the 

filing, which is not possible for many consumers because of distance, cost, illnesses, or 

disabilities. The DOI’s goal is to purchase the server by the second quarter in order to 

make rate filings available. The budget for the server and implementing on-line access is 

$30,000. 

Hearings: The DOI expects the enhanced consumer education and outreach efforts will 

produce a significant number of requests for rate hearings. Because the DOI does not 

currently hold public hearings on health insurance rate filings, grant funds are proposed 

to support expenses such as an administrative law judge, legal counsel, rental space, 

and dissemination of information to the public. The goal is to be able to respond to the 

public once the other consumer outreach programs are in place and start to generate 

such requests. Thus, the DOI anticipates that there will be requests for hearings by the 

third quarter. The amount budgeted for hearings on rate filings is $30,000. 

IV. CONCLUSION 

The DOI appreciates the opportunity to apply for this grant and attests that funds will be 

spent according to these proposals and appropriate infrastructure will be developed to 

collect, analyze, and report to the Secretary according to requirements in the grant 

announcement.  The enhancements described above allow the Colorado Division of 

  



  

Insurance to more thoroughly evaluate health insurance premiums and rate filings via an 

improved review process that will be more transparent to the public.   
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Budget Narrative for “Grants to States for Health Insurance Premium Review – Cycle I” 

Colorado Division of Insurance 

The current budget for the Colorado Division of Insurance is described in the Grant Narrative, 

page 6. 

Budget by Line Item 

The Colorado DOI grant request is for $1 million total.  The amounts by line item and quarter are 

detailed below: 

Item Quarter 1 Quarter 2 Quarter 3 Quarter 4 Total % of 
Budget 

Personnel 0 0 0 0 0 0 
Fringe Benefits 0 0 0 0 0 0 
Travel 1,250 1,250 1,250 1,250 5,000 0.5% 
Equipment 38,500 7,500 7,500 7,500 61,000 6.1% 
Contractual 217,750 217,750 217,750 217,750 871,000 87.1% 
Other (operating 
costs and 
Rating Guide) 

38,250 8,250 8,250 8,250 63,000 6.3% 

Indirect  0 0 0 0 0 0 
Total $295,750 $234,750 $234,750 $234,750 $1,000,000 100% 

Note:  All staff hired to work on grant activities must be contractors, as the State of Colorado will 

not allow additional permanent employees at present.  These contractors are included in the 

“Contractual” line item at a total of $279,620. 

Budget by Task 

The Colorado DOI’s grant request is divided into four activities: 

1. Rate Review Enhancement - $617,900 

This activity will include two full time contract Rate Reviewers ($131,040) and equipment 

($12,400) and supplies ($13,200) to support their work.  These Reviewers will provide more 

thorough review and analysis of rate filings with higher quality information.  An additional 

$300,000 will support a contract with an Actuarial firm that will develop a summary report for 



each Colorado insurer.  $50,260 is included to support specialized training for Department staff.  

$81,000 is included for IT enhancements for the Sircon (or potentially a new) system and 

$30,000 for a Rating Guide/software from Milliman Health or Towers Watson Health.  

2. Consumer Outreach and Education - $249,400 

This activity includes $60,480 for a contract Complaint Analysis plus $12,800 for equipment, 

space, and supplies.  $50,000 will provide for website enhancement planning to make the 

Department’s site more user friendly and understandable, and $61,120 will pay for web-based 

town hall meetings to educate consumers about new reform provisions and new information and 

materials available to them.  $30,000 will support additional public hearings (administrative 

judges, space, outside counsel), plus $5,000 is included for travel for consumer outreach 

outside of Metro Denver.  An additional $30,000 will purchase an additional server to allow rate 

filings to be available to consumers via the Internet. 

3. Grant Administration - $48,080 

Grant administration will be performed by a part time contractor ($35,280) supported by $12,800 

for work station, space, computer, etc.   

4. Reporting - $84,620 

The reporting task will include a part time contractor ($52,820) supported by $12,800 for work 

station, space, computer, supplies, etc., and $19,000 to support enhancements to the NAIC 

SERFF system. 
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OMS Approval No. 4040-0006 BUDGET INFORMATION· Non·Construction Programs 
Expiration Date 07/30/2010 

" 
~ 

.., SECTION A - BUDGET SUMMARY 
n 

.." ~~~ 

Grant Program Catalog of Federal 
Function or Domestic Assistance 

Activity Number 

(a) (b) 
~~~ 

1
93 I1. Rate Review 

Enhancement 

2. Consumer OUtreach 
1 

93 Iand Education 
Enhancement 

3. Grant ~nistration 
E1 I 

-~~ 

[93 I4. 
Reporting Data to 

Secretary 

5. Totals 
--~-

$1 

L 

1 

I

$1 

Estimated Unobligated Funds 

Federal Non-Federal 
(c) (d) 

I $ I 1$ I 

I [ 1 C 

1 1 I [ 

1 r I I 

1$r I$C 

New or Revised Budget 

Federal 
(e) 

617,900.001 $ 

249,400.001 

48,080.001 

lOj 

1,000,000.001 $I 

---

Non-Federal Total 
(f) (g) 

~--~~ 

[ 

r-

I 

r 

I$~ 7,900 

-, 

~~ I 249, .001 

C 48.080.001 

I I 84,620.001 

I$C 1.000,000.001 

~-~ 

fI 

',-:4 

Standard Form 424A (Rev. 7- 97) 

Prescribed by OMS (Circular A -102) Page l' 



f",{'~'~> ,":"1. ." "~./ -~.i.;"" ",~~" 

SECTION B - BUDGET CATEGORIES 
~-

S. Object Class Categories ~ GRANT PROGRAM FUNCRON OR ACTIVITY 
., (1) (2) (3) 

",.- ---

Rate 
,--

Review Consumer OUtreach Grant Administration 
Enhancement and Education 

Enhancement . 

, 

---

a. Personnel $ >01$1 0.001 $1 ,001 

---- ----

b. Fringe Benefits [ .001 .001 0.001 
--- -

c. Travel I 0.00 5,000,00 r----- .00 

d. Equipment ,,400.00 [ >,200.00 I 6,200,001 

e. Supplies L 0.001 L_ 0.001 I 0.001 

,-------
-T~~-

f. Contractual 562,300.001 
1 

201,600.001 35,280.001 

g. Construction I .001 C 0.0()1 r 0.001 

---

h. Other L 43,200.001 6.600.001 [ '. lDl 
---

i. Total Direct Charges (sum of Sa-Sh) r 617,900.001 c. 249,400.001 [ 48,080.001 

- r [.001j. Indirect Charges l()1 1- 0.001 
---

k. TOTALS (sum of Si and Sj) $ 617,900.001 $1 249,400.001 $ 48,080 _001 

--- - ---

--- -- ---

617,900.0011$ 249,400.001 $ 48,080.0017. Program Income $ [- I 
---

Total !:\ 
(4) (5) 

,-----
Reporting Data to 
Secretary 

$ 0.001 $1 

r .001 I JI 
0.00 I 5, .001 

C 6,200.001 l, .001 

---

I 
.001 I I 

71,820.001 I 871,000.001 

0.001 1 I 

[ 6,600.001 c-= 63,000.001 

1 
I, .001 $1 1,000,000.001 

---

I .001 $l I 

$1 84,620.001 $1 1,000,000.001 

-----

$1 84,620.001 1,000,000.001 

----

" 
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SECTION C - NON-FEDERAL RESOURCES 

(a) Grant Program . (d) Other Sources. (e)TOTALS 

8. Review E~cement 21,000.001 

1----'.--. 
9. Iconsumer Outreach and Education Enhancement .~ 

t........_..____---'I ~~ 21,000.00121,000.001 

10. L~~t 0.001 L _ 9,000.00] .____--' I c 9,000.001 

I' L 0.001 L-___4 ,_OO_()_:~-,OI 0.0011 4,000.00111. Eoata to secretary 

§OTAL (sum of lines 8-11) 1$ L 11$-[ 67,000.0011$1 11$ r ..-· ._. ·67,000.001· 

f--
SECTION D - FORECASTED CASH NEEDS 

, 1 i 

Total for 1st Year 1st Quarter 2nd Quarter 3rd Quarter 4th Quarter 

13. Federallu I$L 1,000,000.0011$ 

$L___. 
[

r [ 0.0011 [ 

295,150. 0011$ !~_u . 234,750. 00!1$~. 234,750. OO!/$! 234,750.001 

14. Non-Federal 0.001 0.00] 0.001 

15. TOTAL (sum of lines 13 and 14) $L 234,750.001 

I-  . 
SECTION E - BUDGET ESTIMATES OF FEDERAL FUNDS NEEDED FOR BALANCE OF THE PROJECT 

(a) Grant Program 

16. iRate Review Enhancement 

17. Outreach and Education Enhancement 

I 
18. 

19. IReportingl Data to Secretary 

flJTURE FUNDING PER10DS (YEARS) 
(b)First (c) Second (d) Third (e) Fourth 

$ $I~ 0.00/1$ L . __. 0.04 

____~---'oo I I 0.00/11 0.0011 L-___---' 

.__---' '--_---'-----' ,- - ·-0'°41 L.__-----l 

l: 
. [..... 

~__0.--,00]1 I.-.~- 0:00]1 

20. ~(sum of lines 16 -19) '1$ I 11$[ ,!$rue 

. 11$ 

SECTION F - OTHER BUDGET INFORMATION 

21. Direct Charges: 1:,000,000 J22~lndirect Charges: [0 

23. Remarks: ~.state contributions in Section C are the approximate amounts associated with supervision and direction of contractors by current staff per the 
1_~:gani2a_tional chart in the "Roles and Responsibilities" attachement. I 
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OMB Approval No,: 4040-0007 
Expiration Date: 07/30/2010 

ASSURANCES - NON-CONSTRUCTION PROGRAMS 

Public reporting burden for this collection of information is estimated to average 15 minutes per response, including time 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 
reducing this burden, to the Office of Management and Budget, Paperwork Reduction Project (0348-0040), Washington, DC 20503. 

PLEASE 00 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 
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

G 	 ' 
10" 	 agency. 

5. 	 Will comply with the Intergovernmental Personnel Act of 
1970 (42 U.S.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 ofthe Civil Rights Act of 1964 (P.L. 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.§§1681
1683, and 1685-1686), which prohibits discrimination on 
the basis of sex; (c) Section 504 of the Rehabilitation 

Previous Edition Usable 

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. §§61 01-6107), 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, U) 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. 

Standard Form 4248 (Rev. 7-97) 
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9. 	 Will comply, as applicable, with the provisions of the Davis- 12. Will comply with the Wild and Scenic Rivers Act of 
Bacon Act (40 U.S.C. §§276a to 276a-7), the Copeland Act 1968 (16 U.S.C. §§1271 et seq.) related to protecting 
(40 U.S.C. §276c and 18 U.S.C. §874), and the Contract components or potential components of the national 
Work Hours and Safety Standards Act (40 U.S.C. §§327- wild and scenic rivers system. 

~, 	 333), regarding labor standards for federally-assisted 
construction subagreements. 13. 	 Will assist the awarding agency in assuring compliance 

with Section 106 of the National Historic Preservation ~.. ,
'•.(
~:):i 10. Will comply, if applicable, with flood insurance purchase Act of 1966, as amended (16 U.S.C. §470)"EO 1159,3 
~, 

requirements of Section 102(a) of the Flood Disaster (identification and protection of historic properties), andf 
Protection Act of 1973 (P.L. 9:3-234) which requires the Archaeological and Historic Preservation Act of 
recipients in a special flood hazard area to participate in the 1974 (16 U.S.C. §§469a-1 et seq.). 
program and to purchase flood insurance if the total cost of 

~ ; 

14. 	 Will comply with P.L. 93-348 regarding the protection of. 
insurable constr.uction and acquisition is $10,000 or more. human subjects involved in research, development, and 

related activities supported by this award of assistance.11. 	 Will comply with environmental standards which may be 

prescribed pursuant t9 the following: (a) institution of 


15. 	 Will comply with the Laboratory Animal Welfare Act of environmental quality control measures under the National 
1966 (P.L. 89-544, as amended, 7 U.S.C. §§2131 etEnvironmental Policy Act of 1969 (P.L. 91-190) and 
seq.) pertaining to the care, handling, and treatment of Executive Order (EO) 11514; (b) notification of violating 
warm blooded animals held for research, teaching, or,:iatllities pursuant to EO 1'1738; (c) protection of wetlands 
other activities supported by this award of assistance.pursuant to EO 11990; (d) evaluation of flood hazards in 


floodplains in accordance with EO 11988; (e) assurance of 
 16. 	 Will comply with the Lead-Based Paint Poisoning
project consistency with the approved State management Prevention Act (42 U.S.C. §§4801 et seq.) which 
program developed under the Coastal Zone Management prohibits the use of lead-based paint in construction or 
Act of 1972 (16 U.S.C. §§1451 et seq.); (f) conformity of rehabilitation of residence structures. 
Federal actions to State (Clean Air) Implementation Plans., ~ . under Section 176(c) of the Clean Air Act of 1955, as 17. Will cause to be performed the required financial and 
amended (42 U.S.C. §§7401 et seq.); (g) protection of compliance audits in accordance with the Single Audit 
underground sources of drinking water under the Safe Act Amendments of 1996 and OMB Circular No. A-133, 
Drinking Water Act of 1974, as amended (P.L. 93-523); "Audits of States, Local Governments, and Non-Profit 
and, (h) proteCtion of endangered species under the Organizations. " 
Endangered Species Act of 1973, as amended (P.L. 93
205): 18. Will comply with all applicable requirements of all other 

Federal laws, executive orders, regulations, and policies 
governing this program. 

• TITLE 
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DISCLOSURE OF LOBBYING ACTIVITIES 
Approved by OMB 

Complete this form to disclose lobbying activities pursuant to 31 U.S.C.1352 0348-0046 

1. * Type of Federal Action: 
"" 0 a. contract 

[8] b. granto c. cooperative agreement o d.loan o e. loan guarantee 

o f. loan insurance 

2. * Status of Federal Action: o a. bid/offer/application 

[8] b. initial award o c. post-award 

3. * Report Type: 
[R] a. initial filing o b. matenal change 

4. Name and Address of Reporting Entity: 
[8]prtme DsubAwardee 

'Name 

• Street 1 

'Cffy Zip 180202 

CongressIOnal District if known: 

,5. If Reporting Entity in No.4 is Subawardee, Enter Name and Address of Prime: 

6. * Federal Department/Agency: 

9. Award Amount, if known: 

$1 1,000,000.001 

10. a. Name and Address of Lobbying Registrant: 

'First Name'Prefix I
.Mr. 

'LastN'~a=m=e~=======-------~==========================~-

'Street 1 

'Cffy I State I~O: Colorado 

b. Individual Performing Services (including address If different from No. IDa) 

I Zip 180202'5152 

Prefix I I'First Name !chriS IMiddle Name IL. 
• LastN'~ame-:::-;:1=.===~----=============:...., Suffix rl=====;-_____.J 

.L::..nes . 

• Street 1 

• City 

11. Information requested through this form is authorized by title 31 U.S. C. section 1352. This disclosure of lobbying activities is a material representation of fact 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 will be reporied to 
the Congress semi-annually and will be available for public inspection. Any person who fails to file the required disclosure shall be subject to a civil penalty of not less than 
$10,000 and not more than $100,000 for each such failure . 

• S:.e,nafure: 

'Name: 

Authorized for Loca' Reproduction 
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OMB Number: 2125-0611 
Expiration Date: 03/31/2010 

Basic Work Plan 
1. Estimated date of established funding agreement with State: 108/09/2010 I 
Note: Tasks starting before this date are not eligible for funding, and cannot be counted toward matching funds. 

Describe the tasks in the work plan: 

2 a. Describe this task or milestone: IPreparation-Hire contractors I 

b, Name of person or organization responsible for carrying out taSk:!Ke 11 i Cheshire, Project Director I 
C, How long will this task take to complete? I 21 months 

d. Justify how this project task contributes to project completion: (800 character limit about 133 words) 

The pr~ject director will prepare the job description and proposals for 5 contractors in accordance with 
state requirements for hiring by 08-31-2010, The state requires a bidding process for all contractors for 
amounts of $25,000 or more. The state will post the contract requirements by 09/15/2010. The contractors 
will be hired no later than 10/30/2010. 

3 a, Describe this task or milestone: IPreparation- Install' Work Stations 

b. Name of person or organization responsible for carrying out task:!Ke11i Cheshire.ProjectDirec~or 
C. How long will this task take to complete? I 21 months 

d. Justify how this project task contributes to project completion: (800 character limit - about 133 words) 

Work stations need to be in place before contractors begin working on the project. The project director 
will negotiate for lease space, order equipment (computers I phones, desks, chairs, work stations), and 
contract for installation for completion by 10/01/2010. 

I 
4 a. [);IJscribe this task or milestone: IRate RevieW-Purchase health cost <;Luidelines 

b. Name of person or organization responsible for carrying out task: !craig Chupp, Chief Actuary I 
C. How long will this task take to complete? I 31 months 

d. Justify how this project task contributes to project completion: (800 character limit - about 133 words) 

Chief Actuary will identify and review available resources. In consultation with the Supervisor of Rates & 
Forms, he will choose one resource and contract to purchase the guidelines and software by 11/30/2010. 

l"l' 



" "."'. 
. ~, .~:. J,5 a. Describe this task or milestone: IRate Review-Incorporate federai requirements 

.,~ i:~~b. Name of person or organization responsible for carrying out task: IRate Analyst contractors I 
:.~ ,. 

c. How long will this task take to complete? I 91 months 

d. Justify how this project task contributes to project completion: (800 character limit - about 133 words) 

The contractors will review and define new federal requirements and, in consultation with the Supervisor of 

Rates & Forms, will add these new requirements to the rate review process by the end of the second quarter, 

March 31, 2011. Contractors will finalize procedures manual with the new federal guidelines by the end of 

the third quarter, June 30, 2011. 


6 a. Describe this task or milestone: IRate Review-Enhance Current Systems I 

b. Name of person or organization responsible for carrying out task:hom Abel I 
c. How long will this task take to complete? I 121 months 

d. Justif¥ how this project task contributes to project completion: (800 character limit - about 133 words) 

Theo(lbOI will collaborate with other states and the NAIC and find the best alternatives for enhancing 

systems for enhanced rate review and data reporting. The 001 will begin discussions and review in the first 

quarter by 09/01/2010 and make decisions by the end of the first quarter, 12/31/2010. Implementation will 

begin in the second quarter and will be completed by 09/30/2011. 


-

7 a. Describe this task or milestone: IRa te Rev~ew-Acquiie Actuarial services 

b. Name of person or organization responsible for carrying out :!chief Actuary 

C. How long will this task take to complete? I 31 months 

d. Justify how this projeci task contributes to project completion: (800 character limit - about 133 words) 

The Chief Actuary will complete the the state required proposal for the bidding process by 9/01/2010. The 

contract for actuarial services will be completed by 11/30/2010. Actuarial services will continue for the 

entire project year ending on 09/30/2011. 


" ..' 
8 a. Describe this task or milestone: IRate review- Train staff I 

b. Name of person or organization responsible for carrying out task: ITom Abel I 

c. How long will this task take to complete? I 91 months 

d. Justify how this project task contributes to project completion: (800 character limit - about 133 words) 

The Supervisor, Rates & Forms, will complete the state required proposal for the bidding process by 

11/01/2010. Contract for training of staff will be in place by 12/31/2010. Training will be completed by
,
09/30/2011. 



9 a. Describe this task or milestone: Iconsumer- Conduct Hearings 

b. Nam~ of person or organization responsible for carrying out task: IJOhn Postolowski 

C. How long will this task take to complete? I 121 months 

d. Justify how this project task contributes to project completion: (800 character limit - about 133 words) 

With new consumer outreach programs being instituted, the Dor anticipates requests from consumers for 
hearings regarding rate filings by the third quarter. The DOr will be prepared to respond to consumer 
requests for hearings by the third quarter, April 1, 2011. 

10 a. Describe this task or milestone: Iconsumer- Enhance Web site 

b. Name of person or organization responsible for carrying out :Icameron Lewis 

c. How long will this task take to complete? I 131 months 

d. Justify how this project task contributes to project completion: (800 character limit - about 133 words) 

The Director of Consumer Education will complete the the state required proposal for the bidding process by 
9/15/2010. The contract for web enhancement services will be completed by 11/15/2010. The contractor will 
obtain information from consumers through meetings or surveys in the first two quarters ending 03/31/2011 
,and will complete the design for the enhanced web site by the end of the 4th quarter, 09/30/2011. 

G 

Gl' 
, 

11 a. Describe this task or milestone: Iconsumer- Hold town hall meetings 

b. Name of person or organization responsible for carrying out :IJO Donlin 

c. How long will this task take to complete? I 131 months 

d. Justify how this project task contributes to project completion: (800 character limit - about 133 words) 

The Director of External 'Affairs will complete the state required proposal for the bidding process by 
09/15/2010 for contract services for holding town hall meetings for consumer education and information. 
The contract for the services will be finalized by 11/15/2010. Town meetings will begin by April 1, 2011. 

12a. Describe this task or milestone: Iconsumer- Implement rate filings rm-l in" 

b. Name of person or organization responsible for carrying out I. Abel 

c. How long will this task take to complete? I 71 months 

d. Justify how this project task contributes to project completion: (800 character limit - about 133 words) 

The~Supervisor of Rates & Forms will review the designs of other states that have rate filings available 
on-line and purchase a server for this purpose by 02/01/2011. Rate filings will be available on-line by 
04/01/2011. 

.. I;<t,;~ 
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OMB Number: 0980-0204 
Expiration Date: 12/31/200~ 
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Project Abstract Summary 

Program Announcement (CFDA) 

93 . 5111 1 
* Program Anl'louncement (Funding Opportunity Number)
I ••,RFA-FD-10-999 I 
* Closins Date ' ~, 

"" ,!107/07/2010 I 
",* Applicant Name 

Ico1orado Division of Insurance I 
* Length of Proposed Project 

1 131 
Application Control No. 

1 1 
Federal Share Requested (for each year) 

* Federal Share 1st Year * Federal Share 2nd Year * Federal Share 3rd Year 

$1 1,000,0001 $1 01. $1 01 
* Federal Share 4th Year * Federal Share 5th Year 

$1 01 $1 01 
Non·Federal Share Requested (for each year) 

* Non·Federal Share 1st Year * Non·Federal Share 2nd Year • Non·Federal Share 3rd Year 

$1 01 $1 01 $1 01 
* Non-Federal Share 4th Year * Non-Federal Share 5th Year 

$1 
"- 01 $1 01 

* Project TYUe 

Grant1'''.iU. Revi.. 
I 



Expiration Date' 12/3112009 

Project Abstract Summary 
• Project Summary 

The Colorado Division of Insurance (DOl) respectfully requests one million dollars of funding under the 
opportunity "Grants ,to States for Health Insurance Premium Review-Cycle In to improve the quality of information 
used in rate reviews and reduce the amount of time needed to complete each, as well as assuring compliance with 
new federal requirements. In addition, the 001 will enhance consumer outreach and education by making 
enhancements to the web site, including the availability of rate filings on-line, public hearings on rate 
filings, and consumer pa~ticipation in town hall meetings on the web. 

! 

I 

• Estimated number of people to be served as a result of the award of this grant. 

50000001 

I 
! 

V,; 
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