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DISPOSITION OF SECTIONS FORMERLY CODIFIED IN THIS CHAPTER
284-66-070 Reserved. [Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 

48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041, 
48.66.050, 48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 
90-07-059 (Order R 90-4), § 284-66-070, filed 3/20/90, effective 4/20/90.] Repealed by 
WSR 92-06-021 (Order R 92-1), filed 2/25/92, effective 3/27/92. Statutory Authority: RCW 
48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130 and 48.46.200.

284-66-077 Open enrollment. [Statutory Authority: RCW 48.02.060, 48.66.041 and 48.66.165. WSR 
96-09-047 (Matter No. R 96-2), § 284-66-077, filed 4/11/96, effective 5/12/96. Statutory 
Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 
48.44.050, 48.44.070, 48.46.030, 48.46.130 and 48.46.200. WSR 92-06-021 (Order R 92-1), § 
284-66-077, filed 2/25/92, effective 3/27/92.] Repealed by WSR 05-17-019 (Matter No. R 
2004-08), filed 8/4/05, effective 9/4/05. Statutory Authority: RCW 48.02.060 and 
48.66.165.

284-66-090 Form for "outline of coverage."  [Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130, 
48.46.200, 48.66.041, 48.66.050, 48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150 
and 48.66.160. WSR 90-07-059 (Order R 90-4), § 284-66-090, filed 3/20/90, effective 
4/20/90.] Repealed by WSR 92-06-021 (Order R 92-1), filed 2/25/92, effective 3/27/92. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 
48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 48.46.200.

284-66-092 Form of "outline of coverage." [Statutory Authority: RCW 48.06.060 and 48.66.165. WSR 
07-06-014 (Matter No. R 2006-13), § 284-66-092, filed 2/26/07, effective 3/29/07. Statu-
tory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Matter No. R 2004-08), § 
284-66-092, filed 8/4/05, effective 9/4/05. Statutory Authority: RCW 48.02.060. WSR 
92-17-078 (Order R 92-7), § 284-66-092, filed 8/19/92, effective 9/19/92. Statutory Au-
thority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 
48.44.070, 48.46.030, 48.46.130 and 48.46.200. WSR 92-06-021 (Order R 92-1), § 
284-66-092, filed 2/25/92, effective 3/27/92.] Repealed by WSR 09-24-052 (Matter No. R 
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2009-08), filed 11/24/09, effective 1/19/10. Statutory Authority: RCW 48.66.030 (3)(a), 
48.66.041, and 48.66.165.

284-66-100 Form for 1990 adjustment notice to accompany outline of coverage. [Statutory Authority: 
RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 
48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 48.66.110, 
48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 90-07-059 (Order R 90-4), § 
284-66-100, filed 3/20/90, effective 4/20/90.] Repealed by WSR 92-06-021 (Order R 92-1), 
filed 2/25/92, effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 
and 48.46.200.

284-66-140 Form for "replacement notice to applicant" for other than direct response insurers. 
[Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 
48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 
48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 90-07-059 (Order 
R 90-4), § 284-66-140, filed 3/20/90, effective 4/20/90.] Repealed by WSR 92-06-021 (Or-
der R 92-1), filed 2/25/92, effective 3/27/92. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 
48.46.130 and 48.46.200.

284-66-150 Form for "replacement notice to applicant" by direct response insurers. [Statutory Au-
thority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 
48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 48.66.110, 
48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 90-07-059 (Order R 90-4), § 
284-66-150, filed 3/20/90, effective 4/20/90.] Repealed by WSR 92-06-021 (Order R 92-1), 
filed 2/25/92, effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 
and 48.46.200.

284-66-180 Continuous renewability required. [Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130, 
48.46.200, 48.66.041, 48.66.050, 48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150 
and 48.66.160. WSR 90-07-059 (Order R 90-4), § 284-66-180, filed 3/20/90, effective 
4/20/90.] Repealed by WSR 92-06-021 (Order R 92-1), filed 2/25/92, effective 3/27/92. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 
48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 48.46.200.

284-66-190 Offer of reinstitution of coverage. [Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130, 
48.46.200, 48.66.041, 48.66.050, 48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150 
and 48.66.160. WSR 90-07-059 (Order R 90-4), § 284-66-190, filed 3/20/90, effective 
4/20/90.] Repealed by WSR 92-06-021 (Order R 92-1), filed 2/25/92, effective 3/27/92. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 
48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 48.46.200.

284-66-230 Form for reporting medicare supplement loss ratio experience. [Statutory Authority: RCW 
48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 48.66.110, 48.66.120, 
48.66.130, 48.66.150 and 48.66.160. WSR 90-07-059 (Order R 90-4), § 284-66-230, filed 
3/20/90, effective 4/20/90.] Repealed by WSR 92-06-021 (Order 92-1), filed 2/25/92, ef-
fective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 48.46.200.

284-66-247 Interim rate and form filing requirements for standardized plans H, I and J and prestan-
dardized plans that include outpatient prescription drug benefits. [Statutory Authority: 
RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Matter No. R 2004-08), § 284-66-247, filed 
8/4/05, effective 9/4/05.] Repealed by WSR 09-24-052 (Matter No. R 2009-08), filed 
11/24/09, effective 1/19/10. Statutory Authority: RCW 48.66.030 (3)(a), 48.66.041, and 
48.66.165.

WAC 284-66-010  Purpose.  The purpose of this chapter is to sup-
plement the requirements of chapter 48.66 RCW, the Medicare Supplemen-
tal Health Insurance Act; to assure the orderly implementation and 
conversion of medicare supplement insurance benefits and premiums due 
to changes in the federal medicare program; to provide for the reason-
able simplification and standardization of the coverage, terms, and 
benefits of medicare supplement insurance policies and certificates, 
and to eliminate policy provisions that may duplicate medicare bene-
fits as the federal medicare program changes; to facilitate public un-
derstanding and comparison of policies and to eliminate provisions 
contained in policies that may be misleading or confusing; to estab-
lish minimum standards for medicare supplement insurance, an "outline 
of coverage" and other disclosure requirements; to prohibit the use of 
certain provisions in medicare supplemental insurance policies; to de-
fine and prohibit certain acts and practices as unfair methods of com-
petition or unfair or deceptive acts or practices; and to establish 
loss ratio requirements, policy reserves, filing and reporting proce-
dures.
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[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-010, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-010, filed 2/25/92, 
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 
90-07-059 (Order R 90-4), § 284-66-010, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-020  Applicability and scope.  (1) Subject to subsec-
tion (2) of this section, except as provided by federal law, chapter 
48.66 RCW, or as otherwise specifically provided by this chapter, this 
chapter applies to every group and individual policy of disability in-
surance and to every subscriber contract of an issuer (other than a 
policy issued under a contract provided for in section 1876 of the So-
cial Security Act [42 U.S.C. section 1395 et seq.] or an issued policy 
under a demonstration project specified in 42 U.S.C. section 1395ss 
(g)(1)), that relates its benefits to medicare, or is advertised, mar-
keted, or designed primarily as a supplement to reimbursements under 
medicare for the hospital, medical, or surgical expenses of persons 
eligible for medicare. All such policies or contracts are referred to 
in this chapter as "medicare supplemental insurance" or "medicare sup-
plement insurance policy" or "medicare supplement coverage."

(2)(a) Medicare supplement insurance policies delivered before 
January 1, 1989, that are renewable solely at the option of the insur-
ed by the timely payment of premium are subject to the provisions of 
this chapter except with respect to WAC 284-66-060, 284-66-200, 
284-66-210, 284-66-310, and 284-66-350. To the extent that the provi-
sions of this chapter do not apply to these policies, chapter 284-55 
WAC applies.

(b) Medicare supplement insurance policies delivered between Jan-
uary 1, 1989, and December 31, 1989, that are renewable solely at the 
option of the insured by the timely payment of premium are governed by 
this chapter except with respect to the requirements of WAC 284-66-210 
and 284-66-350.
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-020, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.66.041 and 48.66.165. WSR 
96-09-047 (Matter No. R 96-2), § 284-66-020, filed 4/11/96, effective 
5/12/96. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 
48.46.130 and 48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-020, 
filed 2/25/92, effective 3/27/92. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 
48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 
48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. 
WSR 90-07-059 (Order R 90-4), § 284-66-020, filed 3/20/90, effective 
4/20/90.]

Reviser's note:  The brackets and enclosed material in the text of the above section occurred in 
the copy filed by the agency.
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WAC 284-66-030  Definitions.  For purposes of this chapter:
(1) "Applicant" means:
(a) In the case of an individual medicare supplement insurance 

policy, the person who seeks to contract for insurance benefits; and
(b) In the case of a group medicare supplement insurance policy, 

the proposed certificate holder.
(2) "Certificate" means any certificate delivered or issued for 

delivery in this state under a group medicare supplement insurance 
policy regardless of the situs of the group master policy.

(3) "Certificate form" means the form on which the certificate is 
delivered or issued for delivery by the issuer.

(4) "Issuer" includes insurance companies, fraternal benefit so-
cieties, health care service contractors, health maintenance organiza-
tions, and any other entity delivering or issuing for delivery medi-
care supplement policies or certificates.

(5) "Direct response issuer" means an issuer who, as to a partic-
ular transaction, is transacting insurance directly with a potential 
insured without solicitation by, or the intervention of, a licensed 
insurance producer.

(6) "Disability insurance" is insurance against bodily injury, 
disablement or death by accident, against disablement resulting from 
sickness, and every insurance relating to disability insurance. For 
purposes of this chapter, disability insurance includes policies or 
contracts offered by any issuer.

(7) "Health care expense costs," for purposes of WAC 
284-66-200(4), means expenses of a health maintenance organization or 
health care service contractor associated with the delivery of health 
care services that are analogous to incurred losses of insurers.

(8) "Policy" includes agreements or contracts issued by any issu-
er.

(9) "Policy form" means the form on which the policy is delivered 
or issued for delivery by the issuer.

(10) "Premium" means all sums charged, received, or deposited as 
consideration for a medicare supplement insurance policy or the con-
tinuance thereof. An assessment or a membership, contract, survey, in-
spection, service, or other similar fee or charge made by the issuer 
in consideration for the policy is deemed part of the premium. "Earned 
premium" means the "premium" applicable to an accounting period wheth-
er received before, during or after that period.

(11) "Prestandardized medicare supplement benefit plan," "pre-
standardized benefit plan" or "prestandardized plan" means a group or 
individual policy of medicare supplement insurance issued prior to 
January 1, 1990.

(12) "Replacement" means any transaction where new medicare sup-
plement coverage is to be purchased, and it is known or should be 
known to the proposing insurance producer or other representative of 
the issuer, or to the proposing issuer if there is no insurance pro-
ducer, that by reason of the transaction, existing medicare supplement 
coverage has been or is to be lapsed, surrendered or otherwise termi-
nated.

(13) "Secretary" means the Secretary of the United States Depart-
ment of Health and Human Services.

(14) "1990 standardized medicare supplement benefit plan" means a 
group or individual policy of medicare supplement insurance issued on 
or after January 1, 1990, and prior to June 1, 2010, and includes med-
icare supplement insurance policies and certificates renewed on or af-
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ter that date which are not replaced by the issuer at the request of 
the insured.

(15) "2010 standardized medicare supplement benefit plan" or 
"2010 plan" means a group or individual policy of medicare supplement 
insurance with an effective date for coverage on or after June 1, 
2010.
[Statutory Authority: RCW 48.02.060 (3)(a) and 48.17.010(5). WSR 
11-01-159 (Matter No. R 2010-09), § 284-66-030, filed 12/22/10, effec-
tive 1/22/11. Statutory Authority: RCW 48.66.030 (3)(a), 48.66.041, 
and 48.66.165. WSR 09-24-052 (Matter No. R 2009-08), § 284-66-030, 
filed 11/24/09, effective 1/19/10. Statutory Authority: RCW 48.02.060 
and 48.66.165. WSR 05-17-019 (Matter No. R 2004-08), § 284-66-030, 
filed 8/4/05, effective 9/4/05. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 
48.44.070, 48.46.030, 48.46.130 and 48.46.200. WSR 92-06-021 (Order R 
92-1), § 284-66-030, filed 2/25/92, effective 3/27/92. Statutory Au-
thority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 
48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130, 48.46.200, 
48.66.041, 48.66.050, 48.66.100, 48.66.110, 48.66.120, 48.66.130, 
48.66.150 and 48.66.160. WSR 90-07-059 (Order R 90-4), § 284-66-030, 
filed 3/20/90, effective 4/20/90.]

WAC 284-66-040  Policy definitions and terms.  No policy or cer-
tificate may be advertised, solicited, issued for delivery in this 
state as a medicare supplement insurance policy or certificate unless 
the policy or certificate contains definitions or terms that conform 
to the requirements of this section.

(1) "Accident," "accidental injury," or "accidental means" must 
be defined to employ "result" language and may not include words that 
establish an accidental means test or use words such as "external, vi-
olent, visible wounds" or similar words or description or characteri-
zation.

(a) The definition may not be more restrictive than the follow-
ing:  "Injury or injuries for which benefits are provided means acci-
dental bodily injury sustained by the insured person that is the di-
rect result of an accident, independent of disease or bodily infirmity 
or any other cause, and occurs while insurance coverage is in force."

(b) The definition may provide that injuries do not include those 
injuries for which benefits are provided under any workers' compensa-
tion, employer's liability or similar law, or motor vehicle no-fault 
plan, unless prohibited by law.

(2) "Benefit period" or "medicare benefit period" may not be de-
fined more restrictively than as defined in the medicare program.

(3) "Convalescent nursing home," "extended care facility," or 
"skilled nursing facility" may not be defined more restrictively than 
as defined in the medicare program.

(4) "Hospital" may be defined in relation to its status, facili-
ties and available services or to reflect its accreditation by the 
Joint Commission on Accreditation of Health Care Organizations, but 
not more restrictively than as defined in the medicare program.

(5) "Medicare" must be defined in the policy and certificate as 
"The Health Insurance for the Aged Act, Title XVIII of the Social Se-
curity Amendments of 1965 as then constituted or later amended."
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(6) "Medicare eligible expenses" means expenses of the kinds cov-
ered by medicare Parts A and B, to the extent recognized as reasonable 
and medically necessary by medicare.

(7) "Physician" may not be defined more restrictively than as de-
fined in the medicare program.

(8) "Sickness" may not be defined to be more restrictive than the 
following:  "Sickness means illness or disease of an insured person 
that first manifests itself after the effective date of insurance and 
while the insurance is in force." The definition may be further modi-
fied to exclude sicknesses or diseases for which benefits are provided 
under any workers' compensation, occupational disease, employer's lia-
bility, or similar law.
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-040, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-040, filed 2/25/92, 
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 
90-07-059 (Order R 90-4), § 284-66-040, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-050  Policy provisions.  (1) No policy may be adver-
tised, solicited, or issued for delivery in this state as a medicare 
supplement insurance policy unless it meets or exceeds the require-
ments imposed by chapter 48.66 RCW.

(2) A medicare supplement policy or certificate in force in this 
state may not contain benefits that duplicate benefits provided by 
medicare.

(3) Except for permitted preexisting condition clauses as descri-
bed in WAC 284-66-063 (1)(a) no policy or certificate may be adver-
tised, solicited, or issued for delivery in this state as a medicare 
supplement policy if the policy or certificate contains limitations or 
exclusions on coverage that are more restrictive than those of medi-
care.

(4) The terms "medicare supplement," "medicare wrap-around," 
"Medigap," or words of similar import may not be used to describe an 
insurance policy unless the policy is issued in compliance with chap-
ter 48.66 RCW and this chapter.

(5) Subject to WAC 284-66-063 (1)(c), a medicare supplement poli-
cy with benefits for outpatient prescription drugs in existence before 
January 1, 2006, must be renewed for current policyholders who do not 
enroll in Part D at the option of the policyholder.

(6) A medicare supplement policy with benefits for outpatient 
prescription drugs may not be issued after December 31, 2005.

(7) After December 31, 2005, a medicare supplement policy with 
benefits for outpatient prescription drugs may not be renewed after 
the policyholder enrolls in medicare Part D unless:

(a) The policy is modified to eliminate outpatient prescription 
coverage for expenses of outpatient prescription drugs incurred after 
the effective date of the individual's coverage under a Part D plan; 
and
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(b) Premiums are adjusted to reflect the elimination of outpa-
tient prescription drug coverage at the time of medicare Part D en-
rollment, accounting for any claims paid, if applicable.
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-050, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-050, filed 2/25/92, 
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 
90-07-059 (Order R 90-4), § 284-66-050, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-060  Minimum benefit standards.  The requirements of 
this section apply to medicare supplement policies and certificates 
issued or issued for delivery in this state during the period begin-
ning January 1, 1990, and ending June 30, 1992, as well as all guaran-
teed renewable medicare supplement policies delivered to residents of 
this state during 1989 that were modified to meet the minimum benefit 
standards of this section under the Medicare Catastrophic Coverage 
Act. Minimum standards for "standardized" policies and certificates 
are provided in WAC 284-66-063.

(1) Coverage of Part A medicare eligible expenses for hospitali-
zation to the extent not covered by medicare from the 61st day through 
the 90th day in any medicare benefit period;

(2) Coverage for either all or none of the medicare Part A inpa-
tient hospital deductible amount;

(3) Coverage of Part A medicare eligible expenses incurred as 
daily hospital charges during use of medicare's lifetime hospital in-
patient reserve days;

(4) Upon exhaustion of all medicare hospital inpatient coverage 
including the lifetime reserve days, coverage of ninety percent of all 
medicare Part A eligible expenses for hospitalization not covered by 
medicare subject to a lifetime maximum benefit of an additional three 
hundred sixty-five days;

(5) Coverage under medicare Part A for the reasonable cost of the 
first three pints of blood (or equivalent quantities of packed red 
blood cells, as defined under federal regulations) unless replaced in 
accordance with federal regulations or already paid for under Part B;

(6) Coverage for the coinsurance amount of medicare eligible ex-
penses under Part B regardless of hospital confinement, subject to a 
maximum calendar year out-of-pocket amount equal to the medicare Part 
B deductible;

(7) Coverage under medicare Part B for the reasonable cost of the 
first three pints of blood (or equivalent quantities of packed red 
blood cells, as defined under federal regulations), unless replaced in 
accordance with federal regulations or already paid for under Part A, 
subject to the medicare deductible amount.
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-060, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
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48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-060, filed 2/25/92, 
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 
90-07-059 (Order R 90-4), § 284-66-060, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-063  Benefit standards for policies or certificates 
issued or delivered after June 30, 1992 and before June 1, 2010.  No 
policy or certificate may be advertised, solicited, delivered, or is-
sued for delivery in this state as a medicare supplement policy or 
certificate unless it complies with these benefit standards.

(1) General standards. The following standards apply to medicare 
supplement policies and certificates and are in addition to all other 
requirements of this regulation.

(a) A medicare supplement policy or certificate may not exclude 
or limit benefits for losses incurred more than three months from the 
effective date of coverage because it involved a preexisting condi-
tion. The policy or certificate may not define a preexisting condition 
more restrictively than a condition for which medical advice was given 
or treatment was recommended by or received from a physician within 
three months before the effective date of coverage.

(b) A medicare supplement policy or certificate must provide that 
benefits designed to cover cost sharing amounts under medicare will be 
changed automatically to coincide with any changes in the applicable 
medicare deductible, copayment or coinsurance amounts. Premiums may be 
modified to correspond with such changes.

(c) A medicare supplement policy or certificate may not provide 
for termination of coverage of a spouse solely because of the occur-
rence of an event specified for termination of coverage of the insur-
ed, other than the nonpayment of premium.

(d) Each medicare supplement policy must be guaranteed renewable 
and:

(i) The issuer may not cancel or nonrenew the policy solely on 
the ground of health status of the individual; and

(ii) The issuer may not cancel or nonrenew the policy for any 
reason other than nonpayment of premium or material misrepresentation.

(iii) If the medicare supplement policy is terminated by the 
group policyholder and is not replaced as provided under (d)(v) of 
this subsection, the issuer must offer certificate holders an individ-
ual medicare supplement policy that (at the option of the certificate 
holder) provides for continuation of the benefits contained in the 
group policy, or provides for benefits that otherwise meet the re-
quirements of this subsection.

(iv) If an individual is a certificate holder in a group medicare 
supplement policy and the individual terminates membership in the 
group, the issuer must offer the certificate holder the conversion op-
portunity described in (c)(iii) of this subsection, or at the option 
of the group policyholder, offer the certificate holder continuation 
of coverage under the group policy.

(v) If a group medicare supplement policy is replaced by another 
group medicare supplement policy purchased by the same policyholder, 
the issuer of the replacement policy must offer coverage to all per-
sons covered under the old group policy on its date of termination. 
Coverage under the new policy may not result in any exclusion for pre-
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existing conditions that would have been covered under the group poli-
cy being replaced.

(e) Termination of a medicare supplement policy or certificate 
must be without prejudice to any continuous loss that began while the 
policy was in force, but the extension of benefits beyond the period 
that the policy was in force may be conditioned upon the continuous 
total disability of the insured, limited to the duration of the policy 
benefit period, if any, or payment of the maximum benefits. Receipt of 
medicare Part D benefits will not be considered in determining a con-
tinuous loss.

(f) If a medicare supplement policy or certificate eliminates an 
outpatient prescription drug benefit as a result of requirements im-
posed by the Medicare Prescription Drug Improvement and Modernization 
Act of 2003, the modified policy or certificate is deemed to satisfy 
the guaranteed renewal requirements of this section.

(g)(i) A medicare supplement policy or certificate must provide 
that benefits and premiums under the policy or certificate must be 
suspended at the request of the policyholder or certificate holder for 
the period (not to exceed twenty-four months) that the policyholder or 
certificate holder has applied for and is determined to be entitled to 
medical assistance under Title XIX of the Social Security Act, but on-
ly if the policyholder or certificate holder notifies the issuer of 
the policy or certificate within ninety days after the date the indi-
vidual becomes entitled to the assistance.

(ii) If the suspension occurs and if the policyholder or certifi-
cate holder loses entitlement to medical assistance, the policy or 
certificate must be automatically reinstituted effective as of the 
date of termination of the entitlement if the policyholder or certifi-
cate holder provides notice of loss of the entitlement within ninety 
days after the date of the loss and pays the premium attributable to 
the period, effective as of the date of termination of entitlement.

(iii) Each medicare supplement policy must provide that benefits 
and premiums under the policy will be suspended (for any period that 
may be provided by federal regulation) at the request of the policy-
holder if the policyholder is entitled to benefits under Section 
226(b) of the Social Security Act and is covered under a group health 
plan (as defined in Section 1862 (b)(1)(A)(v) of the Social Security 
Act). If suspension occurs and if the policyholder or certificate 
holder loses coverage under the group health plan, the policy must be 
automatically reinstituted (effective as of the date of loss of cover-
age within ninety days after the date of the loss).

(h) Reinstitution of the coverages:
(i) May not provide for any waiting period with respect to treat-

ment of preexisting conditions;
(ii) Must provide for resumption of coverage that is substantial-

ly equivalent to coverage in effect before the date of the suspension. 
If the suspended medicare supplement policy or certificate provided 
coverage for outpatient prescription drugs, reinstitution of the poli-
cy for medicare Part D enrollees must be without coverage for outpa-
tient prescription drugs and must otherwise provide substantially 
equivalent coverage to the coverage in effect before the date of sus-
pension; and

(iii) Must provide for classification of premiums on terms at 
least as favorable to the policyholder or certificate holder as the 
premium classification terms that would have applied to the policy-
holder or certificate holder had the coverage not been suspended.
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(2) If an issuer makes a written offer to the medicare supplement 
policyholders or certificate holders of one or more of its plans, to 
exchange his or her standardized plan to a 2010 standardized plan dur-
ing a specified period, the offer and subsequent exchange must comply 
with the following requirements:

(a) An issuer need not provide justification to the commissioner 
if the insured exchanges a 1990 standardized policy or certificate 
with a 2010 standardized policy or certificate.

(b) An issuer may not apply new preexisting condition limitations 
or a new incontestability period to the new 2010 standardized policy 
for those benefits contained in the former exchanged policy or certif-
icate of the insured, but may apply preexisting condition limitations 
of no more than three months to any benefits contained in the new 2010 
standardized policy or certificate that were not contained in the for-
mer exchanged policy.

(c) The new policy or certificate must be offered to all policy-
holders or certificate holders within a given plan, except where the 
offer or issue would be in violation of state or federal law.

(3) Standards for basic ("core") benefits common to benefit plans 
A-J. Every issuer must make available a policy or certificate includ-
ing only the following basic "core" package of benefits to each pro-
spective insured. An issuer may make available to prospective insureds 
any of the other medicare supplement insurance benefit plans in addi-
tion to the basic "core" package, but not in place of the basic "core" 
package.

(a) Coverage of Part A medicare eligible expenses for hospitali-
zation to the extent not covered by medicare from the sixty-first day 
through the ninetieth day in any medicare benefit period;

(b) Coverage of Part A medicare eligible expenses incurred for 
hospitalization to the extent not covered by medicare for each medi-
care lifetime inpatient reserve day used;

(c) Upon exhaustion of the medicare hospital inpatient coverage 
including the lifetime reserve days, coverage of one hundred percent 
of the medicare Part A eligible expenses for hospitalization paid at 
the applicable prospective payment system (PPS) rate or other appro-
priate medicare standard of payment, subject to a lifetime maximum 
benefit of an additional three hundred sixty-five days. The provider 
must accept the issuer's payment as payment in full and may not bill 
the insured for any balance;

(d) Coverage under medicare Parts A and B for the reasonable cost 
of the first three pints of blood (or equivalent quantities of packed 
red blood cells, as defined under federal regulations) unless replaced 
in accordance with federal regulations;

(e) Coverage for the coinsurance amount, or in the case of hospi-
tal; outpatient department services paid under a prospective payment 
system, the copayment amount, of medicare eligible expenses under Part 
B regardless of hospital confinement, subject to the medicare Part B 
deductible;

(4) Standards for additional benefits. The following additional 
benefits must be included in medicare supplement benefit plans "B" 
through "J" only as provided by WAC 284-66-066.

(a) Medicare Part A deductible: Coverage for all of the medicare 
Part A inpatient hospital deductible amount per benefit period.

(b) Skilled nursing facility care: Coverage for the actual billed 
charges up to the coinsurance amount from the twenty-first day through 
the one hundredth day in a medicare benefit period for posthospital 
skilled nursing facility care eligible under medicare Part A;
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(c) Medicare Part B deductible: Coverage for all of the medicare 
Part B deductible amount per calendar year regardless of hospital con-
finement.

(d) Eighty percent of the medicare Part B excess charges: Cover-
age for eighty percent of the difference between the actual medicare 
Part B charge as billed, not to exceed any charge limitation estab-
lished by the medicare program or state law, and the medicare-approved 
Part B charge.

(e) One hundred percent of the medicare Part B excess charges: 
Coverage for all of the difference between the actual medicare Part B 
charge as billed, not to exceed any charge limitation established by 
the medicare program or state law, and the medicare-approved Part B 
charge.

(f) Basic outpatient prescription drug benefit: Coverage for fif-
ty percent of outpatient prescription drug charges, after a two hun-
dred fifty dollar calendar year deductible, to a maximum of one thou-
sand two hundred fifty dollars in benefits received by the insured per 
calendar year, to the extent not covered by medicare. The outpatient 
prescription drug benefit may not be included for sale or issuance in 
a medicare supplement policy after December 31, 2005.

(g) Extended outpatient prescription drug benefit: Coverage for 
fifty percent of outpatient prescription drug charges, after a two 
hundred fifty dollar calendar year deductible to a maximum of three 
thousand dollars in benefits received by the insured per calendar 
year, to the extent not covered by medicare. The outpatient prescrip-
tion drug benefit may not be included for sale or issuance in a medi-
care supplement policy after December 31, 2005.

(h) Medically necessary emergency care in a foreign country: Cov-
erage to the extent not covered by medicare for eighty percent of the 
billed charges for medicare-eligible expenses for medically necessary 
emergency hospital, physician, and medical care received in a foreign 
country, that would have been covered by medicare if provided in the 
United States and that began during the first sixty consecutive days 
of each trip outside the United States, subject to a calendar year de-
ductible of two hundred fifty dollars, and a lifetime maximum benefit 
of fifty thousand dollars. For purposes of this benefit, "emergency 
care" means care needed immediately because of an injury or an illness 
of sudden and unexpected onset.

(i) Preventive medical care benefit: Coverage for the following 
preventive health services not covered by medicare:

(i) An annual clinical preventive medical history and physical 
examination that may include tests and services from (ii) of this sub-
section and patient education to address preventive health care meas-
ures.

(ii) Preventive screening tests or preventive services, the se-
lection and frequency that is determined to be medically appropriate 
by the attending physician.

Reimbursement must be for the actual charges up to one hundred 
percent of the medicare-approved amount for each service, as if medi-
care were to cover the service as identified in American Medical Asso­
ciation Current Procedural Terminology (AMA CPT) codes, to a maximum 
of one hundred twenty dollars annually under this benefit. This bene-
fit may not include payment for any procedure covered by medicare.

(j) At-home recovery benefit: Coverage for services to provide 
short term, at-home assistance with activities of daily living for 
those recovering from an illness, injury, or surgery.
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(i) For purposes of this benefit, the following definitions ap-
ply:

(A) "Activities of daily living" include, but are not limited to 
bathing, dressing, personal hygiene, transferring, eating, ambulating, 
assistance with drugs that are normally self-administered, and chang-
ing bandages or other dressings.

(B) "Care provider" means a duly qualified or licensed home 
health aide/homemaker, personal care aide, or nurse provided through a 
licensed home health care agency or referred by a licensed referral 
agency or licensed nurses registry.

(C) "Home" means any place used by the insured as a place of res-
idence, provided that the place would qualify as a residence for home 
health care services covered by medicare. A hospital or skilled nurs-
ing facility is not considered the insured's place of residence.

(D) "At-home recovery visit" means the period of a visit required 
to provide at home recovery care, without limit on the duration of the 
visit, except each consecutive four hours in a twenty-four hour period 
of services provided by a care provider is one visit.

(ii) Coverage requirements and limitations.
(A) At-home recovery services provided must be primarily services 

that assist in activities of daily living.
(B) The insured's attending physician must certify that the spe-

cific type and frequency of at-home recovery services are necessary 
because of a condition for which a home care plan of treatment was ap-
proved by medicare.

(C) Coverage is limited to:
(I) No more than the number and type of at-home recovery visits 

certified as necessary by the insured's attending physician. The total 
number of at-home recovery visits may not exceed the number of medi-
care approved home health care visits under a medicare approved home 
care plan of treatment.

(II) The actual charges for each visit up to a maximum reimburse-
ment of forty dollars per visit.

(III) One thousand six hundred dollars per calendar year.
(IV) Seven visits in any one week.
(V) Care furnished on a visiting basis in the insured's home.
(VI) Services provided by a care provider as defined in this sec-

tion.
(VII) At-home recovery visits while the insured is covered under 

the policy or certificate and not otherwise excluded.
(VIII) At-home recovery visits received during the period the in-

sured is receiving medicare approved home care services or no more 
than eight weeks after the service date of the last medicare approved 
home health care visit.

(iii) Coverage is excluded for: Home care visits paid for by med-
icare or other government programs; and care provided by family mem-
bers, unpaid volunteers, or providers who are not care providers.

(5) Standardized medicare supplement benefit plan "K" must con-
sist of the following:

(a) Coverage of one hundred percent of the Part A hospital coin-
surance amount for each day used from the sixty-first through the 
ninetieth day in any medicare benefit period;

(b) Coverage of one hundred percent of the Part A hospital coin-
surance amount for each medicare lifetime inpatient reserve day used 
from the ninety-first through the one hundred fiftieth day in any med-
icare benefit period;
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(c) Upon exhaustion of the medicare hospital inpatient coverage, 
including the lifetime reserve days, coverage of one hundred percent 
of the medicare Part A eligible expenses for hospitalization paid at 
the applicable prospective payment system (PPS) rate, or other appro-
priate medicare standard of payment, subject to a lifetime maximum 
benefit of an additional three hundred sixty-five days. The provider 
must accept the issuer's payment as payment in full and may not bill 
the insured for any balance;

(d) Medicare Part A deductible: Coverage for fifty percent of the 
medicare Part A inpatient hospital deductible amount per benefit peri-
od until the out-of-pocket limitation is met as described in (j) of 
this subsection;

(e) Skilled nursing facility care: Coverage for fifty percent of 
the coinsurance amount for each day used from the twenty-first day 
through the one hundredth day in a medicare benefit period for post-
hospital skilled nursing facility care eligible under medicare Part A 
until the out-of-pocket limitation is met as described in (j) of this 
subsection;

(f) Hospice care: Coverage for fifty percent of cost sharing for 
all Part A medicare eligible expenses and respite care until the out-
of-pocket limitation is met as described in (j) of this subsection;

(g) Coverage for fifty percent, under medicare Part A or B, of 
the reasonable cost of the first three pints of blood (or equivalent 
quantities of packed red blood cells, as defined under federal regula-
tion) unless replaced in accordance with federal regulations until the 
out-of-pocket limitation is met as described in (j) of this subsec-
tion;

(h) Except for coverage provided in (i) of this subsection, cov-
erage for fifty percent of the cost sharing otherwise applicable under 
medicare Part B after the policyholder pays the Part B deductible un-
til the out-of-pocket limitation is met as described in (j) of this 
subsection;

(i) Coverage of one hundred percent of the cost sharing for medi-
care Part B preventive services after the policyholder pays the Part B 
deductible; and

(j) Coverage of one hundred percent of all cost sharing under 
medicare Parts A and B for the balance of the calendar year after the 
individual has reached the out-of-pocket limitation on annual expendi-
tures under medicare Parts A and B of four thousand dollars in 2006, 
indexed each year by the appropriate inflation adjustment specified by 
the Secretary of the U.S. Department of Health and Human Services.

(6) Standardized medicare supplement benefit plan "L" must con-
sist of the following:

(a) The benefits described in subsection (4)(a), (b), (c) and (i) 
of this section;

(b) The benefit described in subsection (4)(d), (e), (f) and (h) 
of this section but substituting seventy-five percent for fifty per-
cent; and

(c) The benefit described in subsection (4)(j) of this section 
but substituting two thousand dollars for four thousand dollars.
[Statutory Authority: RCW 48.02.060(3) and 48.66.165. WSR 11-17-077 
(Matter No. R 2010-11), § 284-66-063, filed 8/16/11, effective 
9/16/11. Statutory Authority: RCW 48.66.030 (3)(a), 48.66.041, and 
48.66.165. WSR 09-24-052 (Matter No. R 2009-08), § 284-66-063, filed 
11/24/09, effective 1/19/10. Statutory Authority: RCW 48.06.060 and 
48.66.165. WSR 07-06-014 (Matter No. R 2006-13), § 284-66-063, filed 
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2/26/07, effective 3/29/07. Statutory Authority: RCW 48.02.060 and 
48.66.165. WSR 05-17-019 (Matter No. R 2004-08), § 284-66-063, filed 
8/4/05, effective 9/4/05. Statutory Authority: RCW 48.02.060, 
48.66.041 and 48.66.165. WSR 96-09-047 (Matter No. R 96-2), § 
284-66-063, filed 4/11/96, effective 5/12/96. Statutory Authority: RCW 
48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 
48.44.050, 48.44.070, 48.46.030, 48.46.130 and 48.46.200. WSR 
92-06-021 (Order R 92-1), § 284-66-063, filed 2/25/92, effective 
3/27/92.]

WAC 284-66-064  Benefit standards for policies or certificates 
issued or delivered on or after June 1, 2010.  No policy or certifi-
cate may be advertised, solicited, delivered, or issued for delivery 
in this state as a medicare supplement policy or certificate unless it 
complies with these benefit standards. Benefit standards applicable to 
medicare supplement policies or certificates issued before June 1, 
2010, remain subject to the requirements of WAC 284-66-060 and 
284-66-063.

(1) General standards. The following standards apply to medicare 
supplement policies and certificates and are in addition to all other 
requirements of this regulation.

(a) A medicare supplement policy or certificate shall not exclude 
or limit benefits for losses incurred more than three months from the 
effective date of coverage because it involved a preexisting condi-
tion. The policy or certificate may not define a preexisting condition 
more restrictively than a condition for which medical advice was given 
or treatment was recommended by or received from a physician within 
three months before the effective date of coverage.

(b) A medicare supplement policy or certificate must provide that 
benefits designed to cover cost sharing amounts under medicare will be 
changed automatically to coincide with any changes in the applicable 
medicare deductible, copayment or coinsurance amounts. Premiums may be 
modified to correspond with such changes.

(c) No medicare supplement policy or certificate may provide for 
termination of coverage of a spouse solely because of the occurrence 
of an event specified for termination of coverage of the insured other 
than the nonpayment of premium.

(d) Each medicare supplement policy shall be guaranteed renewable 
and:

(i) The issuer may not cancel or nonrenew the policy solely on 
the ground of health status of the individual; and

(ii) The issuer may not cancel or nonrenew the policy for any 
reason other than nonpayment of premium or material misrepresentation.

(iii) If the medicare supplement policy is terminated by the 
group policyholder and is not replaced as provided under (d)(v) of 
this subsection, the issuer shall offer certificate holders an indi-
vidual medicare supplement policy which, at the option of the certifi-
cate holder:

(A) Provides for continuation of the benefits contained in the 
group policy; or

(B) Provides for benefits that otherwise meet the requirements of 
this subsection.

(iv) If an individual is a certificate holder in a group medicare 
supplement policy and the individual terminates membership in the 
group, the issuer must:

Certified on 2/20/2023 Page 14



(A) Offer the certificate holder the conversion opportunity de-
scribed in (d)(iii) of this subsection; or

(B) At the option of the group policyholder, offer the certifi-
cate holder continuation of coverage under the group policy.

(v) If a group medicare supplement policy is replaced by another 
group medicare supplement policy purchased by the same policyholder, 
the issue of the replacement policy must offer coverage to all persons 
covered under the old group policy on its date of termination.

(vi) Termination of a medicare supplement policy or certificate 
must be without prejudice to any continuous loss which commenced while 
the policy was in force, but the extension of benefits beyond the pe-
riod during which the policy was in force may be conditioned upon the 
continuous total disability of the insured, limited to the duration of 
the policy benefit period, if any, or payment of the maximum benefits. 
Receipt of medicare Part D benefits will not be considered in deter-
mining a continuous loss.

(vii)(A) A medicare supplement policy or certificate must provide 
that benefits and premiums under the policy or certificate are suspen-
ded at the request of the policyholder or certificate holder for the 
period not to exceed twenty-four months in which the policyholder or 
certificate holder has applied for and is determined to be entitled to 
medical assistance under Title XIX of the Social Security Act, but on-
ly if the policyholder or certificate holder notifies the issuer of 
the policy or certificate within ninety days after the date the indi-
vidual becomes entitled to assistance.

(B) If suspension occurs and if the policyholder or certificate 
holder loses entitlement to medical assistance, the policy or certifi-
cate shall be automatically reinstituted, effective as of the date of 
termination of entitlement within ninety days after the date of loss 
and pays the premium attributable to the period, effective as of the 
date of termination of entitlement.

(C) Each medicare supplement policy must provide that benefits 
and premiums under the policy must be suspended for any period that 
may be provided by federal regulation at the request of the policy-
holder if the policyholder is entitled to benefits under Section 
226(b) of the Social Security Act and is covered under a group health 
plan as defined in Section 1862 (b)(1)(A)(v) of the Social Security 
Act. If suspension occurs and if the policyholder or certificate hold-
er loses coverage under the group health plan, the policy must be au-
tomatically reinstituted effective as of the date of loss of coverage 
if the policyholder provides notice of loss of coverage within ninety 
days after the date of the loss and pays the premium attributable to 
the period, effective as of the date of termination of enrollment in 
the group health plan.

(viii) Reinstitution of coverages as described in this section:
(A) Must not provide for any waiting period with respect to 

treatment of preexisting conditions;
(B) Must provide for resumption of coverage that is substantially 

equivalent to coverage in effect before the date of suspension; and
(C) Must provide for classification of premiums on terms at least 

as favorable to the policyholder or certificate holder as the premium 
classification terms that would have applied to the policyholder or 
certificate holder had the coverage not been suspended.

(2) Every issuer of medicare supplement insurance benefit plans 
A, B, C, D, F, F with high deductible, G, M, and N must make available 
a policy or certificate including only the following basic "core" 
package of benefits to each prospective insured. An issuer may make 
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available to prospective insureds any of the other medicare supplement 
insurance plans in addition to the basic core package, but not in lieu 
of it.

(a) Coverage of Part A medicare eligible expenses for hospitali-
zation to the extent not covered by medicare from the 61st day through 
the 90th day in any medicare benefit period.

(b) Coverage of Part A medicare eligible expenses incurred for 
hospitalization to the extent not covered by medicare for each medi-
care lifetime inpatient reserve day used;

(c) Upon exhaustion of the medicare hospital inpatient coverage, 
including the lifetime reserve days, coverage of one hundred percent 
of the medicare Part A eligible expenses for hospitalization paid at 
the applicable prospective payment system rate or other appropriate 
medicare standard of payment, subject to a lifetime maximum benefit of 
an additional three hundred sixty-five days. The provider must accept 
the issuer's payment as payment in full and may not bill the insured 
for any balance;

(d) Coverage under medicare Parts A and B for the reasonable cost 
of the first three pints of blood or equivalent quantities of packed 
red blood cells, as defined under federal regulations, unless replaced 
in accordance with federal regulations;

(e) Coverage for the coinsurance amount, or in the case of hospi-
tal outpatient department services paid under a prospective payment 
system, the copayment amount, of medicare eligible expenses under Part 
B regardless of hospital confinement, subject to the medicare Part B 
deductible.

(f) Coverage of cost sharing for all Part A medicare eligible 
hospice care and respite care expenses.

(3) The following additional benefits must be included in medi-
care supplement benefit plans B, C, D, F, F with high deductible, G, 
M, and N as provided by WAC 284-66-066:

(a) Coverage for one hundred percent of the medicare Part A inpa-
tient hospital deductible amount per benefit period.

(b) Coverage for fifty percent of the medicare Part A inpatient 
hospital deductible amount per benefit period.

(c) Coverage for the actual billed charges up to the coinsurance 
amount from the 21st day through the 100th day in a medicare benefit 
period for posthospital skilled nursing facility care eligible under 
medicare Part A.

(d) Coverage for one hundred percent of the medicare Part B de-
ductible amount per calendar year regardless of hospital confinement.

(e) Coverage for all of the difference between the actual medi-
care Part B charges as billed, not to exceed any charge limitation es-
tablished by the medicare program or state law, and the medicare-ap-
proved Part B charge.

(f) Coverage to the extent not covered by medicare for eighty 
percent of the billed charges for medicare-eligible expenses for medi-
cally necessary emergency hospital, physician and medical care re-
ceived in a foreign country, which care would have been covered by 
medicare if provided in the United States and which care began during 
the first sixty consecutive days of each trip outside the United 
States, subject to a calendar year deductible of two hundred fifty 
dollars and a lifetime maximum benefit of fifty thousand dollars. For 
purposes of this benefit, "emergency care" means care needed immedi-
ately because of an injury or an illness of sudden and unexpected on-
set.
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(4)(a) Every issuer of a standardized medicare supplement plan B, 
C, D, F, F with high deductible, G, K, L, M, or N issued on or after 
June 1, 2010, must issue to an individual who was eligible for both 
medicare hospital and physician services prior to January 1, 2020, 
without evidence of insurability, coverage under a 2010 plan B, C, D, 
F, F with high deductible, G, G with high deductible, K, L, M, or N to 
any policyholder if the medicare supplement policy or certificate re-
places another medicare supplement policy or certificate B, C, D, F, F 
with high deductible, G, G with high deductible, K, L, M, or N or oth-
er more comprehensive coverage, including any standardized medicare 
supplement policy issued prior to June 1, 2010.

(b) Every issuer of a standardized medicare supplemental plan B, 
D, G, G with high deductible, K, L, M, or N issued on or after January 
1, 2020, must issue to an individual who was eligible for both medi-
care hospital and physician services on or after January 1, 2020, 
without evidence of insurability, coverage under a 2010 plan B, D, G, 
G with high deductible, K, L, M, or N to any policyholder if the medi-
care supplemental policy or certificate replaces another medicare sup-
plemental policy or certificate B, D, G, G with high deductible, K, L, 
M, or N or other more comprehensive coverage.

(c) Every issuer of a standardized medicare supplement plan A is-
sued on or after June 1, 2010, must issue, without evidence of insura-
bility, coverage under a 2010 plan A to any policyholder if the medi-
care supplement policy or certificate replaces another medicare sup-
plement plan A issued prior to June 1, 2010.
[Statutory Authority: RCW 48.02.060, 48.66.041, and 48.66.165. WSR 
19-17-074 (Matter R 2019-01), § 284-66-064, filed 8/20/19, effective 
9/20/19. Statutory Authority: RCW 48.02.060(3) and 48.66.165. WSR 
11-17-077 (Matter No. R 2010-11), § 284-66-064, filed 8/16/11, effec-
tive 9/16/11. Statutory Authority: RCW 48.66.030 (3)(a), 48.66.041, 
and 48.66.165. WSR 09-24-052 (Matter No. R 2009-08), § 284-66-064, 
filed 11/24/09, effective 1/19/10.]

WAC 284-66-066  Standard medicare supplement benefit plans. 
Standard medicare supplement benefit plans issued for delivery prior 
to June 1, 2010, must comply with this section.

(1) An issuer must make available to each prospective policyhold-
er and certificate holder a policy form or certificate form containing 
only the basic "core" benefits, as defined in WAC 284-66-063(2) of 
this regulation.

(2) No groups, packages, or combinations of medicare supplement 
benefits other than those listed in this section may be offered for 
sale in this state, except as permitted in WAC 284-66-066(7) and in 
WAC 284-66-073.

(3) Benefit plans must be uniform in structure, language, desig-
nation, and format to the standard benefit plans "A" through "L" lis-
ted in this subsection and conform to the definitions in WAC 
284-66-030 and 284-66-040. Each benefit must be structured according 
to the format provided in WAC 284-66-063 (2), (3), (4) or (5) and list 
the benefits in the order shown in this subsection. For purposes of 
this section, "structure, language, and format" means style, arrange-
ment, and overall content of benefit.

(4) An issuer may use, in addition to the benefit plan designa-
tions required in subsection (3) of this section, other designations 
to the extent permitted by law.
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(5) Make-up of benefit plans:
(a) Standardized medicare supplement benefit plan "A" must be 

limited to only the basic ("core") benefits common to all benefit 
plans, as defined in WAC 284-66-063(2).

(b) Standardized medicare supplement benefit plan "B" consists of 
only the following: The core benefit as defined in WAC 284-66-063(2), 
plus the medicare Part A deductible as defined in WAC 284-66-063 
(3)(a).

(c) Standardized medicare supplement benefit plan "C" consists of 
only the following: The core benefit as defined in WAC 284-66-063(2), 
plus the medicare Part A deductible, skilled nursing facility care, 
medicare Part B deductible and medically necessary emergency care in a 
foreign country as defined in WAC 284-66-063 (3)(a), (b), (c), and 
(h), respectively.

(d) Standardized medicare supplement plan "D" consists of only 
the following: The core benefit, as defined in WAC 284-66-063(2), plus 
the medicare Part A deductible, skilled nursing facility care, medi-
cally necessary emergency care in a foreign country and the at-home 
recovery benefit as defined in WAC 284-66-063 (3)(a), (b), (h), and 
(j), respectively.

(e) Standardized medicare supplement benefit plan "E" consists of 
only the following: The core benefit as defined in WAC 284-66-063(2), 
plus the medicare Part A deductible, skilled nursing facility care, 
medically necessary emergency care in a foreign country and preventive 
medical care as defined in WAC 284-66-063 (3)(a), (b), (h), and (i), 
respectively.

(f) Standardized medicare supplement benefit plan "F" consists of 
only the following: The core benefit as defined in WAC 284-66-063(2), 
plus the medicare Part A deductible, the skilled nursing facility 
care, the Part B deductible, one hundred percent of the medicare Part 
B excess charges, and medically necessary emergency care in a foreign 
country as defined in WAC 284-66-063 (3)(a), (b), (c), (e), and (h), 
respectively.

(g) Standardized medicare supplement benefit high deductible plan 
"F" consists of only the following: One hundred percent of covered ex-
penses following the payment of the annual high deductible plan "F" 
deductible. The covered expenses include the core benefit as defined 
in WAC 284-66-063(2), plus the medicare Part A deductible, skilled 
nursing facility care, the medicare Part B deductible, one hundred 
percent of the medicare Part B excess charges, and medically necessary 
emergency care in a foreign country as defined in WAC 284-66-063 
(3)(a), (b), (c), (e) and (h) respectively. The annual high deductible 
plan "F" deductible must consist of out-of-pocket expenses, other than 
premiums, for services covered by the medicare supplement plan "F" 
policy, and must be in addition to any other specific benefit deducti-
bles. The annual high deductible plan "F" deductible is one thousand 
seven hundred thirty dollars for 2005, and is based on the calendar 
year. The deductible will be adjusted annually by the secretary to re-
flect the change in the Consumer Price Index for all urban consumers 
for the twelve-month period ending with August of the preceding year, 
and rounded to the nearest multiple of ten dollars.

(h) Standardized medicare supplement benefit plan "G" consists of 
only the following: The core benefit as defined at WAC 284-66-063(2), 
plus the medicare Part A deductible, skilled nursing facility care, 
eighty percent of the medicare Part B excess charges, medically neces-
sary emergency care in a foreign country, and the at-home recovery 
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benefit as defined in WAC 284-66-063 (3)(a), (b), (d), (h), and (j), 
respectively.

(i) Standardized medicare supplement benefit plan "H" consists of 
only the following: The core benefit as defined in WAC 284-66-063(2), 
plus the medicare Part A deductible, skilled nursing facility care, 
basic prescription drug benefit, and medically necessary emergency 
care in a foreign country as defined in WAC 284-66-063 (3)(a), (b), 
(f), and (h), respectively. The outpatient prescription drug benefit 
may not be included in a medicare supplement policy sold after Decem-
ber 31, 2005.

(j) Standardized medicare supplement benefit plan "I" consists of 
only the following: The core benefit as defined in WAC 284-66-063(2), 
plus the medicare Part A deductible, skilled nursing facility care, 
one hundred percent of the medicare Part B excess charges, basic pre-
scription drug benefit, medically necessary emergency care in a for-
eign country, and at-home recovery benefit as defined in WAC 
284-66-063 (3)(a), (b), (e), (f), (h), and (j), respectively. The out-
patient prescription drug benefit may not be included in a medicare 
supplement policy sold after December 31, 2005.

(k) Standardized medicare supplement benefit plan "J" consists of 
only the following: The core benefit as defined in WAC 284-66-063(2), 
plus the medicare Part A deductible, skilled nursing facility care, 
medicare Part B deductible, one hundred percent of the medicare Part B 
excess charges, extended prescription drug benefit, medically necessa-
ry emergency care in a foreign country, preventive medical care, and 
at-home recovery benefit as defined in WAC 284-66-063 (3)(a), (b), 
(c), (e), (g), (h), (i), and (j), respectively. The outpatient pre-
scription drug benefit may not be included in a medicare supplement 
policy sold after December 31, 2005.

(l) Standardized medicare supplement benefit high deductible plan 
"J" consists of only the following: One hundred percent of covered ex-
penses following the payment of the annual high deductible plan "J" 
deductible. The covered expenses include the core benefit as defined 
in WAC 284-66-063(2), plus the medicare Part A deductible, skilled 
nursing facility care, medicare Part B deductible, one hundred percent 
of the medicare Part B excess charges, extended outpatient prescrip-
tion drug benefit, medically necessary emergency care in a foreign 
country, preventative medical care benefit and at-home recovery bene-
fit as defined in WAC 284-66-063 (3)(a), (b), (c), (e), (g), (h), (i) 
and (j) respectively. The annual high deductible plan "J" deductible 
must consist of out-of-pocket expenses, other than premiums, for serv-
ices covered by the medicare supplement plan "J" policy, and must be 
in addition to any other specific benefit deductibles. The annual de-
ductible is one thousand seven hundred thirty dollars for 2005, and is 
based on the calendar year. The deductible will be adjusted annually 
by the secretary to reflect the change in the Consumer Price Index for 
all urban consumers for the twelve-month period ending with August of 
the preceding year, and rounded to the nearest multiple of ten dol-
lars. The outpatient prescription drug benefit may not be included in 
a medicare supplement policy sold after December 31, 2005.

(6) Make-up of two medicare supplement plans mandated by The Med-
icare Prescription Drug, Improvement and Modernization Act of 2003 
(MMA):

(a) Standardized medicare supplement benefit plan "K" consists of 
only those benefits described in WAC 284-66-063(4).

(b) Standardized medicare supplement benefit plan "L" consists of 
only those benefits described in WAC 284-66-063(5).
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(7) New or innovative benefits: An issuer may, with the prior ap-
proval of the commissioner, offer policies or certificates with new or 
innovative benefits in addition to the benefits provided in a policy 
or certificate that otherwise complies with the applicable standards. 
The new or innovative benefits may include benefits that are appropri-
ate to medicare supplement insurance, new or innovative, not otherwise 
available, cost-effective, and offered in a manner which is consistent 
with the goal of simplification of medicare supplement policies. After 
December 31, 2005, the innovative benefits may not include an outpa-
tient prescription drug benefit.
[Statutory Authority: RCW 48.66.030 (3)(a), 48.66.041, and 48.66.165. 
WSR 09-24-052 (Matter No. R 2009-08), § 284-66-066, filed 11/24/09, 
effective 1/19/10. Statutory Authority: RCW 48.06.060 and 48.66.165. 
WSR 07-06-014 (Matter No. R 2006-13), § 284-66-066, filed 2/26/07, ef-
fective 3/29/07. Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 
05-17-019 (Matter No. R 2004-08), § 284-66-066, filed 8/4/05, effec-
tive 9/4/05. Statutory Authority: RCW 48.02.060. WSR 92-17-078 (Order 
R 92-7), § 284-66-066, filed 8/19/92, effective 9/19/92. Statutory Au-
thority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 
48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 48.46.200. 
WSR 92-06-021 (Order R 92-1), § 284-66-066, filed 2/25/92, effective 
3/27/92.]

WAC 284-66-067  Standard medicare supplement plans issued for de-
livery on or after June 1, 2010.  No policy or certificate delivered 
or issued for delivery in this state on or after June 1, 2010, as a 
medicare supplement policy or certificate may be advertised, solici-
ted, delivered or issued for delivery in this state as a medicare sup-
plement policy or certificate unless it complies with these benefit 
plan standards. Benefit plan standards applicable to medicare supple-
ment policies and certificates issued before June 1, 2010, remain sub-
ject to the requirements of WAC 284-66-066.

(1)(a) An issuer must make available to each prospective policy-
holder and certificate holder a policy form or certificate form con-
taining only the basic or core benefits, as defined in WAC 284-66-064.

(b) If an issuer makes available any of the additional benefits 
described in WAC 284-66-064 or offers standardized benefit plan K or L 
as described in subsection (5) of this section, then the issuer shall 
make available to each prospective policyholder and certificate hold-
er, in addition to a policy form or certificate form with only the ba-
sic or core benefits as described in (a) of this subsection, a policy 
form or certificate form containing either standardized benefit plan C 
or standardized benefit plan F.

(2) No groups, packages or combinations of medicare supplement 
benefits other than those listed in this section may be offered for 
sale in this state, except as may be permitted in WAC 284-66-064 and 
284-66-073.

(3) Benefit plans must be uniform in structure, language, desig-
nation and format to the standard benefit plans listed in this section 
and conform to the definitions in this chapter. Each benefit must be 
structured in accordance with the format found in WAC 284-66-064 or in 
the case of plans K or L, in subsection (5) of this section, and list 
the benefits in the order shown. For purposes of this section, "struc-
ture, language and format" means style, arrangement and overall con-
tent of a benefit.
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(4) In addition to the benefit plan designations required in sub-
section (3) of this section, an issuer may use other designations to 
the extent permitted by law.

(5) Make-up of 2010 standardized benefit plans:
(a) Standardized medicare supplement benefit plan A may include 

only the basic core benefits as defined in WAC 284-66-064.
(b) Standardized medicare supplement benefit plan B may include 

only the basic core benefit as defined in WAC 284-66-064 plus one hun-
dred percent of the medicare Part A deductible as defined in WAC 
284-66-064.

(c) Standardized medicare supplement benefit plan C may include 
only the basic core benefit as defined in WAC 284-66-064 plus one hun-
dred percent of the medicare Part A deductible, skilled nursing fa-
cility care, one hundred percent of the medicare Part B deductible and 
medically necessary emergency care in a foreign country as defined in 
WAC 284-66-064.

(d) Standardized medicare supplement benefit plan D may include 
only the basic core benefits as defined in WAC 284-66-064 plus one 
hundred percent of the medicare Part A deductible, skilled nursing fa-
cility care and medically necessary emergency care in a foreign coun-
try as defined in WAC 284-66-064.

(e) Standardized medicare supplement regular plan F may include 
only the basic core benefit as defined in WAC 284-66-064 plus one hun-
dred percent of the medicare Part A deductible, the skilled nursing 
facility care, one hundred percent of the medicare Part B deductible, 
one hundred percent of the medicare Part B excess charges, and medi-
cally necessary emergency care in a foreign country as defined in WAC 
284-66-064.

(f) Standardized medicare supplement plan F with high deductible 
may include only one hundred percent of covered expenses following the 
payment of the annual deductible set forth in (f)(ii) of this subsec-
tion.

(i) The basic core benefit as defined in WAC 284-66-064 plus one 
hundred percent of the medicare Part A deductible, skilled nursing fa-
cility care, one hundred percent of the medicare Part B deductible, 
one hundred percent of the medicare Part B excess charges, and medi-
cally necessary emergency care in a foreign country as defined in WAC 
284-66-064.

(ii) The annual deductible in plan F with high deductible must 
consist only of out-of-pocket expenses, other than premiums, for serv-
ices covered by regular plan F and must be in addition to any other 
specific benefit deductibles. The basis for the deductible must be one 
thousand five hundred dollars and will be adjusted annually from 1999 
by the Secretary of the U.S. Department of Health and Human Services 
to reflect the change in the consumer price index for all urban con-
sumers for the twelve-month period ending with August of the preceding 
year, and rounded to the nearest multiple of ten dollars.

(g) Standardized medicare supplement benefit plan G may include 
only the basic core benefit as defined in WAC 284-66-064, plus one 
hundred percent of the medicare Part A deductible, skilled nursing fa-
cility care, one hundred percent of the medicare Part B excess charges 
and medically necessary emergency care in a foreign country as defined 
in WAC 284-66-064. Effective January 1, 2020, the standardized benefit 
plans described in WAC 284-66-068 (1)(d) (redesignated plan G high de-
ductible) may be offered to any individual who was eligible for medi-
care prior to January 1, 2020.
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(h) Standardized medicare supplement benefit plan K is mandated 
by the Medicare Prescription Drug Improvement and Modernization Act of 
2003, and may include only the following:

(i) Coverage of one hundred percent of the Part A hospital coin-
surance amount for each day used from the 61st through the 90th day in 
any medicare benefit period;

(ii) Coverage of one hundred percent of the Part A hospital coin-
surance amount for each medicare lifetime inpatient reserve day used 
from the 91st through the 150th day in any medicare benefit period;

(iii) Upon exhaustion of the medicare hospital inpatient cover-
age, including the lifetime reserve days, coverage of one hundred per-
cent of the medicare Part A eligible expenses for hospitalization paid 
at the applicable prospective payment system rate or other appropriate 
medicare standard of payment, subject to a lifetime maximum benefit of 
an additional three hundred sixty-five days. The provider must accept 
the insurer's payment as payment in full and may not bill the insured 
for any balance;

(iv) Coverage for fifty percent of the medicare Part A inpatient 
hospital deductible amount per benefit period until the out-of-pocket 
limitation is met as described in (h)(x) of this subsection;

(v) Skilled nursing facility care coverage for fifty percent of 
the coinsurance amount for each day used from the 21st day through the 
100th day in a medicare benefit period for posthospital skilled nurs-
ing facility care eligible under medicare Part A until the out-of-
pocket limitation is met as described in (h)(x) of this subsection;

(vi) Coverage for fifty percent of cost sharing for all Part A 
medicare eligible expenses and respite care until the out-of-pocket 
limitation is met as described in (h)(x) of this subsection;

(vii) Coverage for fifty percent under medicare Part A or B of 
the reasonable cost of the first three pints of blood or equivalent 
quantities of packed red blood cells as defined under federal regula-
tions unless replaced in accordance with federal regulations until the 
out-of-pocket limitation is met as described in (h)(x) of this subsec-
tion;

(viii) Except for coverage provided in (h)(ix) of this subsec-
tion, coverage for fifty percent of the cost sharing otherwise appli-
cable under medicare Part B after the policyholder pays the Part B de-
ductible until the out-of-pocket limitation is met as described in 
(h)(x) of this subsection;

(ix) Coverage of one hundred percent of the cost sharing for med-
icare Part B preventive services after the policyholder pays the Part 
B deductible; and

(x) Coverage of one hundred percent of all cost sharing under 
medicare Parts A and B for the balance of the calendar year after the 
individual has reached the out-of-pocket limitation on annual expendi-
tures under medicare Parts A and B of four thousand dollars in 2006, 
indexed each year by the appropriate inflation adjustment specified by 
the Secretary of the U.S. Department of Health and Human Services.

(i) Standardized medicare supplement plan L as mandated by the 
Medicare Prescription Drug, Improvement and Modernization Act of 2003 
may include only the following:

(i) The benefits described in (h)(i) through (vi) and (ix) of 
this subsection; and

(ii) The benefit described in (h)(i) through (vi) and (vii) of 
this subsection but substituting seventy-five percent for fifty per-
cent; and
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(iii) The benefit described in (h)(x) of this subsection but sub-
stituting two thousand dollars for four thousand dollars.

(j) Standardized medicare supplement plan M may include only the 
basic core benefit as defined in WAC 284-66-064, plus fifty percent of 
the medicare Part A deductible, skilled nursing facility care and med-
ically necessary emergency care in a foreign country as defined in WAC 
284-66-064.

(k) Standardized medicare supplement plan N may include only the 
basic core benefit as defined in WAC 284-66-064, plus one hundred per-
cent of the medicare Part A deductible, skilled nursing facility care, 
and medically necessary emergency care in a foreign country as defined 
in subsection (3) of this section, with copayments in the following 
amounts:

(i) The lesser of twenty dollars or the medicare coinsurance or 
copayment for each covered health care provider office visit, includ-
ing visits to medical specialists Part B; and

(ii) The lesser of fifty dollars or the medicare Part B coinsur-
ance of copayment for each covered emergency room visit, however this 
copayment shall be waived if the insured is admitted to any hospital 
and the emergency visit is subsequently covered as a medicare Part A 
expense.

(6) An issuer may, with the prior approval of the commissioner, 
offer policies or certificates with new or innovative benefits in ad-
dition to the standardized benefits provided in a policy or certifi-
cate that otherwise complies with the applicable standards. The new or 
innovative benefits may include only benefits that are appropriate to 
medicare supplement insurance, are new or innovative, are not other-
wise available, and are cost-effective. Approval of new or innovative 
benefits must not adversely impact the goal of medicare supplement 
simplification. New or innovative benefits may not include an outpa-
tient prescription drug benefit. New or innovative benefits may not be 
used to change or reduce benefits, including a change of any cost-
sharing provision, in any standardized plan.
[Statutory Authority: RCW 48.02.060, 48.66.041, and 48.66.165. WSR 
19-17-074 (Matter R 2019-01), § 284-66-067, filed 8/20/19, effective 
9/20/19. Statutory Authority: RCW 48.66.030 (3)(a), 48.66.041, and 
48.66.165. WSR 09-24-052 (Matter No. R 2009-08), § 284-66-067, filed 
11/24/09, effective 1/19/10.]

WAC 284-66-068  Standard medicare supplemental plans issued for 
delivery to individuals newly eligible for medicare on or after Janu-
ary 1, 2020.  The Medicare Access and CHIP Reauthorization Act of 2015 
(MACRA) requires the following standards are applicable to all medi-
care supplemental policies or certificates delivered or issued for de-
livery in the state to individuals newly eligible for medicare on or 
after January 1, 2020. No policy or certificate that provides coverage 
of the medicare Part B deductible may be advertised, solicited, deliv-
ered or issued for delivery in this state as a medicare supplemental 
policy or certificate to individuals newly eligible for medicare on or 
after January 1, 2020. All policies must comply with the following 
benefit standards. Benefit plan standards to medicare supplemental 
policies and certificates issued to individuals eligible for medicare 
before January 1, 2020, remain subject to the requirements of WAC 
284-66-067.
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(1) Benefit requirements. The standards and requirements of WAC 
284-66-067 shall apply to all medicare supplemental policies or cer-
tificates delivered or issued for delivery to those newly eligible for 
medicare on or after January 1, 2020, with the following exceptions:

(a) Standardized medicare supplemental benefit plan C is redesig-
nated as plan D and must provide the benefits contained in WAC 
284-66-067 (5)(c) but shall not provide coverage for one hundred per-
cent or any portion of the medicare Part B deductible;

(b) Standardized medicare supplemental benefit plan F is redesig-
nated as plan G and must provide the benefits contained in WAC 
284-66-067 (5)(e) but shall not provide coverage for one hundred per-
cent or any portion of the medicare Part B deductible;

(c) Standardized medicare supplemental plans C, F, and F with 
high deductible may not be offered to individuals newly eligible for 
medicare on or after January 1, 2020;

(d) Standardized medicare supplemental benefit plan F with high 
deductible is redesignated as plan G with high deductible and must 
provide the benefits contained in WAC 284-66-067 (5)(f) but shall not 
provide coverage for one hundred percent or any portion of the medi-
care Part B deductible; provided further that, the medicare Part B de-
ductible paid by the beneficiary shall be considered an out-of-pocket 
expense in meeting the annual high deductible; and

(e) The reference to plans C or F contained in WAC 284-66-067 
(1)(b) is deemed a reference to plans D or G for purposes of this sec-
tion.

(2) Applicability to certain individuals. This section applies 
only to individuals that are newly eligible for medicare on or after 
January 1, 2020:

(a) By reason of attaining age sixty-five on or after January 1, 
2020; or

(b) By reason of entitlement to benefits under Part A under sec-
tion 226(b) or 226A of the Social Security Act, or who is deemed to be 
eligible for benefits under section 226(a) of the Social Security Act 
on or after January 1, 2020.

(3) Offer of redesignated plans to individuals other than newly 
eligible. On or after January 1, 2020, the standardized benefit plans 
described in subsection (1)(d) of this section may be offered to any 
individual who was eligible for medicare prior to January 1, 2020, in 
addition to the standardized plans described in WAC 284-66-067.
[Statutory Authority: RCW 48.02.060, 48.66.041, and 48.66.165. WSR 
19-17-074 (Matter R 2019-01), § 284-66-068, filed 8/20/19, effective 
9/20/19. Statutory Authority: RCW 48.66.165. WSR 09-05-004 (Matter No. 
R 2008-23), § 284-66-068, filed 2/4/09, effective 3/7/09.]

WAC 284-66-071  Prohibition against use of genetic information 
and requests for genetic testing.  Effective May 21, 2009, except as 
provided in subsection (3) of this section:

(1) An issuer of a medicare supplement insurance policy or cer-
tificate must not deny or condition the issuance of effectiveness of 
the policy or certificate and must not discriminate in the pricing of 
the policy or certificate of an individual on the basis of the genetic 
information with respect to any individual. This includes the imposi-
tion of any exclusion of benefits under the policy based on a preex-
isting condition or adjustment of premium rates based on genetic in-
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formation. This subsection shall not be construed to limit the ability 
of an issuer, to the extent otherwise permitted by law from:

(a) Denying or conditioning the issuance or effectiveness of the 
policy or certificate or increasing the premium based on the manifes-
tation of a disease or disorder of the insured or applicant; or

(b) Increasing the premium for any policy issued to an individual 
based on the manifestation of a disease or disorder of an individual 
who is covered under the policy. The manifestation of a disease or 
disorder in one individual must not be used as genetic information 
about other group members or to increase the premium for the group.

(2) An issuer of a medicare supplement insurance policy or cer-
tificate must not request or require an individual or a family member 
of the individual to undergo a genetic test. This subsection shall not 
be construed to preclude an issuer from obtaining and using the re-
sults of a genetic test in making a determination regarding payment 
consistent with subsection (1) of this section. For purposes of this 
section, "payment" has the meaning set forth in Part C of Title XI and 
Section 264 of the Health Insurance Portability and Accountability Act 
of 1996, as may be revised from time to time. An issuer may request 
only the minimum information necessary to accomplish the intended pur-
pose.

(3) An issuer may request, but must not require, that an individ-
ual or a family member of the individual undergo a genetic test only 
if all of the following conditions are met:

(a) The request is made for research that complies with Part 46 
of Title 45, Code of Federal Regulations, or its equivalent, or any 
other applicable state or local law or rule for the protection of hu-
man subjects in research;

(b) The issuer clearly indicates to each individual, or in the 
case of a minor child, to the legal guardian of the child, to whom the 
request is made that:

(i) Compliance with the request is voluntary; and
(ii) Noncompliance will have no effect on enrollment status or 

premium or contribution amounts;
(c) Genetic information collected or acquired under this subsec-

tion must not be used for underwriting, determination of eligibility 
to enroll or maintain enrollment status, premium rates, or the issu-
ance, renewal, or replacement of a policy or certificate;

(d) The issuer notifies the secretary of the United States De-
partment of Health and Human Services in writing that the issuer is 
conducting activities pursuant to the exception provided for under 
this subsection, including a description of the activities conducted;

(e) The issuer complies with all other conditions required by 
regulation by the secretary of the United States Department of Health 
and Human Services for activities conducted under this subsection;

(4) An issuer must not request, require, or purchase genetic in-
formation for underwriting purposes;

(5) An issuer shall not request, require, or purchase genetic in-
formation with respect to any individual prior to such individual's 
enrollment under the policy in connection with such enrollment; and

(6) If an issuer obtains genetic information incidental to the 
requesting, requiring, or purchasing of other information concerning 
any individual, the request, requirement, or purchase will not be con-
sidered a violation of subsection (5) of this section only if the re-
quest, requirement, or purchase is not in violation of subsection (4) 
of this section.

(7) For purposes of this section:
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(a) "Issuer" has the meaning set forth in WAC 284-66-030(4) and 
includes any third-party administrator or other person acting for or 
on behalf of the issuer.

(b) "Family member" means any individual who is a first-degree, 
second-degree, third-degree, or fourth-degree relative of the individ-
ual.

(c) "Genetic information" means information about the individu-
al's genetic tests, the genetic tests of family members of the indi-
vidual, and the manifestation of a disease or disorder in family mem-
bers. The term includes any requests for or receipt of genetic serv-
ices or participation in clinical research which includes genetic 
services by the individual or a family member. Any reference to genet-
ic information concerning an individual or family member who is a 
pregnant woman includes genetic information of any fetus carried by 
the pregnant woman, or with respect to an individual or family member 
utilizing reproductive technology, includes genetic information of any 
embryo legally held by an individual or family member. Genetic infor-
mation does not include information about the gender or age of any in-
dividual.

(d) "Genetic services" means a genetic test, genetic counseling 
(including obtaining, interpreting, or assessing genetic information), 
or genetic education.

(e) "Genetic test" means an analysis of human DNA, RNA, chromo-
somes, proteins, or metabolites that detect genotypes, mutations, or 
chromosomal changes. The term genetic test does not mean an analysis 
of proteins or metabolites that does not detect genotypes, mutations, 
or chromosomal changes or an analysis of proteins or metabolites that 
is directly related to a manifested disease, disorder, or pathological 
condition that could reasonably be detected by a health care profes-
sional with appropriate training and expertise in the field of medi-
cine involved.

(f) "Underwriting purposes" means:
(i) Rules for, or determination of, eligibility (including en-

rollment and continued eligibility) for benefits under the policy;
(ii) The computation of premium or contribution amounts under the 

policy;
(iii) The application of any preexisting condition exclusion un-

der the policy; and
(iv) Other activities related to the creation, renewal, or re-

placement of a policy of health insurance or health benefits.
[Statutory Authority: RCW 48.02.060, 48.66.041, and 48.66.165. WSR 
19-17-074 (Matter R 2019-01), § 284-66-071, filed 8/20/19, effective 
9/20/19.]

WAC 284-66-073  Medicare SELECT policies and certificates.  (1)(a) 
This section applies to medicare SELECT policies and certificates, as 
defined in this section.

(b) No policy or certificate may be advertised as a
medicare SELECT policy or certificate unless it meets the requirements 
of this section.

(2) For the purposes of this section:
(a) "Complaint" means any dissatisfaction expressed by an indi-

vidual concerning a medicare SELECT issuer or its network providers.
(b) "Grievance" means dissatisfaction expressed in writing by an 

individual insured under a medicare SELECT policy or certificate with 
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the administration, claims practices, or provision of services con-
cerning a medicare SELECT issuer or its network providers.

(c) "Medicare SELECT issuer" means an issuer offering, or seeking 
to offer, a medicare SELECT policy or certificate.

(d) "Medicare SELECT policy" or "medicare SELECT certificate" means 
respectively a medicare supplement policy or certificate that contains 
restricted network provisions.

(e) "Network provider" means a provider of health care, or a 
group of providers of health care, that has entered into a written 
agreement with the issuer to provide benefits insured under a medicare 
SELECT policy.

(f) "Restricted network provision" means any provision that con-
ditions the payment of benefits, in whole or in part, on the use of 
network providers.

(g) "Service area" means the geographic area approved by the com-
missioner where an issuer is authorized to offer a medicare SELECT pol-
icy.

(3) The commissioner may authorize an issuer to offer a medicare 
SELECT policy or certificate, under this section and section 4358 of 
the Omnibus Budget Reconciliation Act (OBRA) of 1990 if the commis-
sioner finds that the issuer has satisfied all of the requirements of 
this regulation.

(4) A medicare SELECT issuer may not issue a medicare SELECT policy 
or certificate in this state until its plan of operation has been ap-
proved by the commissioner.

(5) A medicare SELECT issuer must file a proposed plan of opera-
tion with the commissioner in a format prescribed by the commissioner. 
The plan of operation must contain at least the following information:

(a) Evidence that all covered services that are subject to re-
stricted network provisions are available and accessible through net-
work providers, including a demonstration that:

(i) The services can be provided by network providers with rea-
sonable promptness with respect to geographic location, hours of oper-
ation and after-hour care. The hours of operation and availability of 
after-hour care must reflect usual practice in the local area. Geo-
graphic availability must reflect the usual travel times within the 
community.

(ii) The number of network providers in the service area is suf-
ficient, with respect to current and expected policyholders, either:

(A) To deliver adequately all services that are subject to a re-
stricted network provision; or

(B) To make appropriate referrals.
(iii) There are written agreements with network providers de-

scribing specific responsibilities.
(iv) Emergency care is available twenty-four hours per day and 

seven days per week.
(v) In the case of covered services that are subject to a re-

stricted network provision and are provided on a prepaid basis, there 
are written agreements with network providers prohibiting the provid-
ers from billing or otherwise seeking reimbursement from or recourse 
against any individual insured under a medicare SELECT policy or cer-
tificate. This paragraph does not apply to supplemental charges or co-
insurance amounts as stated in the medicare SELECT policy or certifi-
cate.

(b) A statement or map providing a clear description of the serv-
ice area.

(c) A description of the grievance procedure to be used.
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(d) A description of the quality assurance program, including:
(i) The formal organizational structure;
(ii) The written criteria for selection, retention, and removal 

of network providers; and
(iii) The procedures for evaluating quality of care provided by 

network providers, and the process to initiate corrective action when 
warranted.

(e) A list and description, by specialty, of the network provid-
ers.

(f) Copies of the written information proposed to be used by the 
issuer to comply with subsection (9) of this section.

(g) Any other information requested by the commissioner.
(6)(a) A medicare SELECT issuer must file any proposed changes to 

the plan of operation, except for changes to the list of network pro-
viders, with the commissioner before implementing the changes. The 
changes will be considered approved by the commissioner after thirty 
days unless specifically disapproved.

(b) An updated list of network providers must be filed with the 
commissioner at least quarterly.

(7) A medicare SELECT policy or certificate may not restrict pay-
ment for covered services provided by nonnetwork providers if:

(a) The services are for symptoms requiring emergency care or are 
immediately required for an unforeseen illness, injury, or a condi-
tion; and

(b) It is not reasonable to obtain the services through a network 
provider.

(8) A medicare SELECT policy or certificate must provide payment 
for full coverage under the policy for covered services that are not 
available through network providers.

(9) A medicare SELECT issuer must make full and fair disclosure in 
writing of the provisions, restrictions, and limitations of the medi-
care SELECT policy or certificate to each applicant. This disclosure 
must include at least the following:

(a) An outline of coverage sufficient to permit the applicant to 
compare the coverage and premiums of the medicare SELECT policy or cer-
tificate with:

(i) Other medicare supplement policies or certificates offered by 
the issuer; and

(ii) Other medicare SELECT policies or certificates.
(b) A description (including address, phone number, and hours of 

operation) of the network providers, including primary care physi-
cians, specialty physicians, hospitals, and other providers. Except to 
the extent specified in the policy or certificate, expenses incurred 
when using out-of-network providers do not count toward the out-of-
pocket annual limit contained in plans K and L.

(c) A description of the restricted network provisions, including 
payments for coinsurance and deductibles when providers other than 
network providers are used.

(d) A description of coverage for emergency and urgently needed 
care and other out-of-service area coverage.

(e) A description of limitations on referrals to restricted net-
work providers and to other providers.

(f) A description of the policyholder's rights to purchase any 
other medicare supplement policy or certificate otherwise offered by 
the issuer.

(g) A description of the medicare SELECT issuer's quality assur-
ance program and grievance procedure.
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(10) Before the sale of a medicare SELECT policy or certificate, a 
medicare SELECT issuer must obtain from the applicant a signed and dat-
ed form stating that the applicant has received the information provi-
ded under subsection (9) of this section and that the applicant under-
stands the restrictions of the medicare SELECT policy or certificate.

(11) A medicare SELECT issuer must have and use procedures for 
hearing complaints and resolving written grievances from the subscrib-
ers. The procedures must be aimed at mutual agreement for settlement 
and may include arbitration procedures.

(a) The grievance procedure must be described in the policy and 
certificates and in the outline of coverage.

(b) At the time the policy or certificate is issued, the issuer 
must provide detailed information to the policyholder describing how a 
grievance may be registered with the issuer.

(c) Grievances must be considered in a timely manner and must be 
transmitted to appropriate decision-makers who have authority to fully 
investigate the issue and take corrective action.

(d) If a grievance is found to be valid, corrective action must 
be taken promptly.

(e) All concerned parties must be notified about the results of a 
grievance.

(f) The issuer must report no later than each March 31st to the 
commissioner regarding its grievance procedure. The report must be in 
a format prescribed by the commissioner and must contain the number of 
grievances filed in the past year and a summary of the subject, na-
ture, and resolution of the grievances.

(12) At the time of initial purchase, a medicare SELECT issuer 
must make available to each applicant for a medicare SELECT policy or 
certificate the opportunity to purchase any medicare supplement policy 
or certificate otherwise offered by the issuer.

(13)(a) At the request of an individual insured under a medicare 
SELECT policy or certificate, a medicare  SELECT issuer must make availa-
ble to the individual insured the opportunity to purchase a medicare 
supplement policy or certificate offered by the issuer that has compa-
rable or lesser benefits and does not contain a restricted network 
provision. The issuer must make the policies or certificates available 
without requiring evidence of insurability after the medicare supple-
ment policy or certificate has been in force for three months.

(b) For the purposes of this subsection, a medicare supplement 
policy or certificate will be considered to have comparable or lesser 
benefits unless it contains one or more significant benefits not in-
cluded in the medicare SELECT policy or certificate being replaced. For 
the purposes of this paragraph, a significant benefit means coverage 
for the medicare Part A deductible, coverage for at-home recovery 
services, or coverage for Part B excess charges.

(14) Medicare SELECT policies and certificates must provide for 
continuation of coverage in the event the Secretary of Health and Hu-
man Services determines that medicare SELECT policies and certificates 
issued under this section should be discontinued due to either the 
failure of the medicare SELECT program to be reauthorized under law or 
its substantial amendment.

(a) Each medicare SELECT issuer must make available to each indi-
vidual insured under a medicare SELECT policy or certificate the oppor-
tunity to purchase any medicare supplement policy or certificate of-
fered by the issuer that has comparable or lesser benefits and does 
not contain a restricted network provision. The issuer must make the 
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policies and certificates available without requiring evidence of in-
surability.

(b) For the purposes of this subsection, a medicare supplement 
policy or certificate will be considered to have comparable or lesser 
benefits unless it contains one or more significant benefits not in-
cluded in the medicare SELECT policy or certificate being replaced. For 
the purposes of this paragraph, a significant benefit means coverage 
for the medicare Part A deductible, coverage for at-home recovery 
services, or coverage for Part B excess charges.

(15) A medicare SELECT issuer must comply with reasonable requests 
for data made by state or federal agencies, including the United 
States Department of Health and Human Services, for the purpose of 
evaluating the medicare SELECT program.
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-073, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-073, filed 2/25/92, 
effective 3/27/92.]

WAC 284-66-080  Outline of coverage required.  (1) Issuers must 
provide an outline of coverage to all applicants at the time an appli-
cation is presented to the prospective applicant and, except for di-
rect response policies and certificates, must obtain an acknowledgment 
of receipt of the outline from the applicant.

(2) The "outline of coverage," is set forth on the commissioner's 
website, and incorporated by reference herein in this rule. The issu-
er's form of outline of coverage must be completed in substantially 
the form set forth on the commissioner's website, and filed with the 
commissioner before being used in this state.

(3) If an outline of coverage is provided at the time of applica-
tion and the medicare supplement policy or certificate is issued on a 
basis that would require revision of the outline, a substitute outline 
of coverage properly describing the policy or certificate must accom-
pany the policy or certificate when it is delivered and contain the 
following statement, in no less than twelve point type, immediately 
above the company name:  "NOTICE: Read this outline of coverage careful-
ly. It is not identical to the outline of coverage provided upon ap-
plication and the coverage originally applied for has not been is-
sued."

(4) The outline of coverage provided to applicants set forth in 
this section consists of four parts: A cover page, premium informa-
tion, disclosure pages, and charts displaying the features of each 
benefit plan offered by the issuer. The outline of coverage must be in 
the language and format prescribed in WAC 284-66-092 in no less than 
twelve point type. All plans A- N must be shown on the cover page, and 
the plan(s) that are offered by the issuer must be prominently identi-
fied. Premium information for plans that are offered must be shown on 
the cover page or immediately following the cover page and must be 
prominently displayed. The premium and mode must be stated for all 
plans that are offered to the prospective applicant. All possible pre-
miums for the prospective applicant must be illustrated.

(5) Where inappropriate terms are used, such as "insurance," 
"policy," or "insurance company," a fraternal benefit society, health 
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care service contractor, or health maintenance organization must sub-
stitute appropriate terminology.
[Statutory Authority: RCW 48.66.030 (3)(a), 48.66.041, and 48.66.165. 
WSR 09-24-052 (Matter No. R 2009-08), § 284-66-080, filed 11/24/09, 
effective 1/19/10. Statutory Authority: RCW 48.02.060 and 48.66.165. 
WSR 05-17-019 (Matter No. R 2004-08), § 284-66-080, filed 8/4/05, ef-
fective 9/4/05. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130 and 48.46.200. WSR 92-06-021 (Order R 92-1), § 
284-66-080, filed 2/25/92, effective 3/27/92. Statutory Authority: RCW 
48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 
48.44.050, 48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041, 
48.66.050, 48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150 and 
48.66.160. WSR 90-07-059 (Order R 90-4), § 284-66-080, filed 3/20/90, 
effective 4/20/90.]

WAC 284-66-110  Buyer's guide.  (1) Issuers of disability insur-
ance policies or certificates that provide hospital or medical expense 
coverage on an expense incurred or indemnity basis to persons eligible 
for medicare must provide to all such applicants the pamphlet "Guide 
to Health Insurance for People with Medicare," developed jointly by 
the National Association of Insurance Commissioners and the Centers 
for Medicare and Medicaid Services, (CMS), or any reproduction or of-
ficial revision of that pamphlet. The guide must be printed in a style 
and with a type character that is easily read by an average person el-
igible for medicare supplement insurance and in no case may the type 
size be smaller than 12-point type. (Specimen copies may be obtained 
from the Superintendent of Documents, United States Government Print-
ing Office, Washington, D.C.)

(2) Delivery of the guide must be made whether or not the poli-
cies or certificates are advertised, solicited, or issued as medicare 
supplement insurance policies or certificates.

(3) Except in the case of a direct response issuers, delivery of 
the guide must be made to the applicant at the time of application and 
acknowledgement of receipt of the guide must be obtained by the issu-
er. Direct response issuers must deliver the guide to the applicant 
upon request but not later than at the time the policy is delivered.

(4) The guide must be reproduced in a form that is substantially 
identical in language, format, type size, type proportional spacing, 
bold character, and line spacing to the guide developed jointly by the 
National Association of Insurance Commissioners and CMS.
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-110, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.66.041 and 48.66.165. WSR 
96-09-047 (Matter No. R 96-2), § 284-66-110, filed 4/11/96, effective 
5/12/96. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 
48.46.130 and 48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-110, 
filed 2/25/92, effective 3/27/92. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 
48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 
48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. 
WSR 90-07-059 (Order R 90-4), § 284-66-110, filed 3/20/90, effective 
4/20/90.]
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WAC 284-66-120  Notice regarding policies that are not medicare 
supplement policies.  Any disability insurance policy or certificate 
(other than a medicare supplement policy or certificate or a policy 
issued according to a contract under Section 1876 of the federal So-
cial Security Act (42 U.S.C. Section 1395 et seq.)), disability income 
protection policy or other policy identified in RCW 48.66.020(1), 
whether issued on an individual or group basis, that purports to pro-
vide coverage to residents of this state eligible for medicare, must 
notify policyholders or certificate holders that the policy is not a 
medicare supplement insurance policy or certificate. The notice must 
be printed or attached to the first page of the outline of coverage or 
equivalent disclosure form, and must be delivered to the policyholder 
or certificate holder. If no outline of coverage is delivered, the no-
tice must be attached to the first page of the policy or certificate 
delivered to insureds. The notice must be in no less than twelve point 
type and contain the following language:  "This (policy, certificate 
or subscriber contract) is not a medicare supplement (policy, certifi-
cate or subscriber contract). If you are eligible for medicare, review 
the "Guide to Health Insurance for People with Medicare" available 
from the company."
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-120, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.66.041 and 48.66.165. WSR 
96-09-047 (Matter No. R 96-2), § 284-66-120, filed 4/11/96, effective 
5/12/96. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 
48.46.130 and 48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-120, 
filed 2/25/92, effective 3/27/92. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 
48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 
48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. 
WSR 90-07-059 (Order R 90-4), § 284-66-120, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-130  Requirements for application forms and replace-
ment of medicare supplement insurance coverage.  (1) Application forms 
must include the following questions designed to elicit information as 
to whether, as of the date of the application, the applicant currently 
has another medicare supplement, medicare advantage, medicaid cover-
age, or another health insurance or other disability policy or certif-
icate in force or whether a medicare supplement insurance policy or 
certificate is intended to replace any other policy or certificate of 
a health care service contractor, health maintenance organization, 
disability insurer, or fraternal benefit society presently in force. A 
supplementary application or other form to be signed by the applicant 
and insurance producer containing the questions and statements, may be 
used: If the coverage is sold without an insurance producer, the sup-
plementary application must be signed by the applicant.

 

[Statements]
(1) You do not need more than one medicare supplement policy.
(2) If you purchase this policy, you may want to evaluate your 

existing health coverage and decide if you need multiple coverages.
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(3) If you are sixty-five or older, you may be eligible for bene-
fits under medicaid and may not need a medicare supplement policy.

(4) If, after purchasing this policy, you become eligible for 
medicaid, the benefits and premiums under your medicare supplement 
policy can be suspended if requested during your entitlement to bene-
fits under medicaid for twenty-four months. You must request this sus-
pension within ninety days of becoming eligible for medicaid. If you 
are no longer entitled to medicaid, your suspended medicare supplement 
policy (or, if that is no longer available, a substantially equivalent 
policy) will be reinstituted if requested within ninety days of losing 
medicaid eligibility. If the medicare supplement policy provided cov-
erage for outpatient prescription drugs and you enrolled in medicare 
Part D while your policy was suspended, the reinstituted policy will 
not have outpatient prescription drug coverage, but will otherwise be 
substantially equivalent to your coverage before the date of the sus-
pension.

(5) If you are eligible for, and have enrolled in a medicare sup-
plement policy by reason of disability and you later become covered by 
an employer or union-based group health plan, the benefits and premi-
ums under your medicare supplement policy can be suspended, if reques-
ted, while you are covered under the employer or union-based group 
health benefit plan. If you suspend your medicare supplement policy 
under these circumstances, and later lose your employer or union-based 
group health plan, your suspended medicare supplement policy (or, if 
that is no longer available, a substantially equivalent policy) will 
be reinstituted if requested within 90 days of losing your employer or 
union-based group health plan. If the medicare supplement policy pro-
vided coverage for outpatient prescription drugs and you enrolled in 
medicare Part D while your policy was suspended, the reinstituted pol-
icy will not have outpatient prescription drug coverage, but will oth-
erwise be substantially equivalent to your coverage before the date of 
the suspension.

(6) Counseling services may be available in your state to provide 
advice concerning your purchase of medicare supplement insurance and 
concerning medical assistance through the state medicaid program, in-
cluding benefits as a "Qualified Medicare Beneficiary" (QMB) and a 
"Specified Low-Income Medicare Beneficiary" (SLMB).

[Questions]
If you lost or are losing other health insurance coverage and received 
a notice from your prior insurer saying you were eligible for guaran-
teed issue of a medicare supplement insurance policy, or that you had 
certain rights to buy such a policy, you may be guaranteed acceptance 
in one or more of our medicare supplement plans. Please include a copy 
of the notice from your prior insurer with your application. PLEASE ANSWER 
ALL QUESTIONS.

[Please mark Yes or No below with an "X"]
To the best of your knowledge.

(1)(a) Did you turn age 65 in the last 6 months?
Yes □ No □

(b) Did you enroll in medicare Part B in the last 6 months?
Yes □ No □

(c) If yes, what is the effective date?
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(2) Are you covered for medical assistance through the state med-
icaid program?

[NOTE TO APPLICANT; If you are participating in a "Spend - Down Pro-
gram" and have not met your "Share of Cost," please answer NO to this 
question.]

Yes □ No □

If yes,
(a) Will medicaid pay your premiums for this medicare supplement 

policy?
Yes □ No □

(b) Do you receive any benefits from medicaid OTHER THAN payments 
toward your medicare Part B premium?

Yes □ No □

(3)(a) If you had coverage from any medicare plan other than 
original medicare within the past 63 days (for example, a medicare ad-
vantage plan, or a medicare HMO or PPO), fill in your start and end 
dates below. If you are still covered under this plan, leave "END" 
blank.

START / / END / /

(b) If you are still covered under the medicare plan, do you in-
tend to replace your current coverage with this new medicare supple-
ment policy?

Yes □ No □

(c) Was this your first time in this type of medicare plan?
Yes □ No □

(d) Did you drop a medicare supplement policy to enroll in the 
medicare plan?

Yes □ No □

(4)(a) Do you have another medicare supplement policy in force?
Yes □ No □

(b) If so, with what company and what plan do you have [optional 
for Direct Mailers]?

 
 

(c) If so, do you intend to replace your current medicare supple-
ment policy with this policy?

Yes □ No □

(5) Have you had coverage under any other health insurance within 
the past 63 days? (For example, an employer, union or individual 
plan.)

Yes □ No □

(a) If so, with what company and what kind of policy?
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(b) What are your dates of coverage under the other policy?
START / / END / /

(If you are still covered under the other policy, leave "END" 
blank.)

 

(2) Insurance producers must list any other medical or health in-
surance policies sold to the applicant.

(a) List policies sold that are still in force.
(b) List policies sold in the past five years that are no longer 

in force.
(3) Immediately adjacent to the section of the application on 

which the applicant chooses the plan type for which they are applying, 
the company must include the following language, in bold type: "Only 
those applicants who are initially eligible for Medicare before Janu-
ary 1, 2020 may apply for plans C, F, and high deductible F, if of-
fered."

(4) In the case of a direct response issuer, a copy of the appli-
cation or supplemental form, signed by the applicant, and acknowledged 
by the insurer, must be returned to the applicant by the insurer upon 
delivery of the policy.

(5) Upon determining that a sale will involve replacement of med-
icare supplement coverage, an issuer, other than a direct response is-
suer, or its appointed insurance producer, must furnish the applicant, 
before issuing or delivering the medicare supplement insurance policy 
or certificate, a notice regarding replacement of medicare supplement 
insurance coverage. One copy of the notice, signed by the applicant 
and the insurance producer (except where the coverage is sold without 
an insurance producer), must be provided to the applicant and an addi-
tional signed copy must be kept by the issuer. A direct response issu-
er must deliver to the applicant at the time of the issuance of the 
policy the notice regarding replacement of medicare supplement insur-
ance coverage.

(6) The notice required by subsection (5) of this section for an 
issuer, must be provided in substantially the form set forth in WAC 
284-66-142 in no smaller than twelve point type, and must be filed 
with the commissioner before being used in this state.

(7) The notice required by subsection (5) of this section for a 
direct response insurer must be in substantially the form set forth in 
WAC 284-66-142 and must be filed with the commissioner before being 
used in this state.

(8) A true copy of the application for a medicare supplement in-
surance policy issued by a health maintenance organization or health 
care service contractor for delivery to a resident of this state must 
be attached to or otherwise physically made a part of the policy when 
issued and delivered.

(9) Where inappropriate terms are used, such as "insurance," 
"policy," or "insurance company," a fraternal benefit society, health 
care service contractor or health maintenance organization may substi-
tute appropriate terminology.

(10) Paragraphs 1 and 2 of the replacement notice (applicable to 
preexisting conditions) may be deleted by an issuer if the replacement 
does not involve application of a new preexisting condition limita-
tion.
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[Statutory Authority: RCW 48.02.060, 48.66.041, and 48.66.165. WSR 
19-17-074 (Matter R 2019-01), § 284-66-130, filed 8/20/19, effective 
9/20/19. Statutory Authority: RCW 48.02.060 (3)(a) and 48.17.010(5). 
WSR 11-01-159 (Matter No. R 2010-09), § 284-66-130, filed 12/22/10, 
effective 1/22/11. Statutory Authority: RCW 48.02.060 and 48.66.165. 
WSR 05-17-019 (Matter No. R 2004-08), § 284-66-130, filed 8/4/05, ef-
fective 9/4/05. Statutory Authority: RCW 48.02.060, 48.66.041 and 
48.66.165. WSR 96-09-047 (Matter No. R 96-2), § 284-66-130, filed 
4/11/96, effective 5/12/96. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 
48.44.070, 48.46.030, 48.46.130 and 48.46.200. WSR 92-06-021 (Order R 
92-1), § 284-66-130, filed 2/25/92, effective 3/27/92. Statutory Au-
thority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 
48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130, 48.46.200, 
48.66.041, 48.66.050, 48.66.100, 48.66.110, 48.66.120, 48.66.130, 
48.66.150 and 48.66.160. WSR 90-07-059 (Order R 90-4), § 284-66-130, 
filed 3/20/90, effective 4/20/90.]

Reviser's note: The brackets and enclosed material in the text of the above section occurred in 
the copy filed by the agency.

WAC 284-66-135  Disclosure statements to be used with policies 
that are not medicare supplement policies.  Applications for the pur-
chase of disability or other medical insurance policies or certifi-
cates, that are provided to persons eligible for medicare, must dis-
close the extent to which the policy duplicates medicare. The disclo-
sure must be in the form provided by this section. The applicable dis-
closure statement must be provided as a part of, or together with, the 
application for the policy or certificate.

(1) Instructions for use of the disclosure statements for health 
insurance policies sold to medicare beneficiaries that duplicate medi-
care.

(a) Section 1882(d) of the federal Social Security Act [42 U.S.C. 
1395ss] prohibits the sale of a disability or other health insurance 
policy (the term "policy" or "policies" includes certificates and con-
tracts of all issuers) that duplicate medicare benefits unless it will 
pay benefits without regard to other disability or other health cover-
age and it includes the prescribed disclosure statement on or together 
with the application.

(b) All types of disability or other health insurance policies 
that duplicate medicare must include one of the attached disclosure 
statements, according to the particular policy type involved, on the 
application or together with the application. The disclosure statement 
may not vary substantially from the attached statements in terms of 
language or format (type size, type proportional spacing, bold charac-
ter, line spacing, and usage of boxes around text).

(c) State and federal law prohibits insurers from selling a medi-
care supplement policy to a person that already has a medicare supple-
ment policy except as a replacement.

(d) Property/casualty and life insurance policies are not consid-
ered disability or other health insurance.

(e) Disability income policies are not considered to provide ben-
efits that duplicate medicare.

(f) Long-term care insurance policies that coordinate with medi-
care and other health insurance are not considered to provide benefits 
that duplicate medicare.
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(g) The federal law does not preempt state laws that are more 
stringent than the federal requirements.

(h) The federal law does not preempt existing state form filing 
requirements.

(2) Disclosure statement to be used for policies that provide 
benefits for expenses incurred for accidental injury only.

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance
This insurance provides limited benefits, if you meet the policy con-
ditions, for hospital or medical expenses that result from accidental 
injury. It does not pay your medicare deductibles or coinsurance and 
is not a substitute for medicare supplement insurance.
This insurance duplicates medicare benefits when it pays:
• hospital or medical expenses up to the maximum stated in the pol-

icy
Medicare generally pays for most or all of these expenses.
Medicare pays extensive benefits for medically necessary services re-
gardless of the reason you need them. These include:
• hospitalization
• physician services
• [outpatient prescription drugs if you are enrolled in medicare 

Part D]
• other approved items and services

Before You Buy This Insurance

√ Check the coverage in all health insurance policies you already 
have.

√ For more information about medicare and medicare supplement in-
surance, review the Guide to Health Insurance for People with 
Medicare, available from the insurance company.

√ For help in understanding your health insurance, contact your 
state insurance department or state health insurance assistance 
program [SHIP].
(3) Disclosure statement to be used with policies that provide 

benefits for specified limited services.
IMPORTANT NOTICE TO PERSONS ON MEDICARE

THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance
This insurance provides limited benefits, if you meet the policy con-
ditions, for expenses relating to the specific services listed in the 
policy. It does not pay your medicare deductibles or coinsurance and 
is not a substitute for medicare supplement insurance.
This insurance duplicates medicare benefits when:
• any of the services covered by the policy are also covered by 

medicare
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Medicare pays extensive benefits for medically necessary services re-
gardless of the reason you need them. These include:
• hospitalization
• physician services
• [outpatient prescription drugs if you are enrolled in medicare 

Part D]
• other approved items and services

Before You Buy This Insurance

√ Check the coverage in all health insurance policies you already 
have.

√ For more information about medicare and medicare supplement in-
surance, review the Guide to Health Insurance for People with 
Medicare, available from the insurance company.

√ For help in understanding your health insurance, contact your 
state insurance department or state health insurance assistance 
program [SHIP].
(4) Disclosure statement to be used with policies that reimburse 

expenses incurred for specified disease(s) or other specified impair-
ment(s). This includes expense incurred cancer, specified disease and 
other types of health insurance policies that limit reimbursement to 
named medical conditions.

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance
This insurance provides limited benefits, if you meet the policy con-
ditions, for hospital or medical expenses only when you are treated 
for one of the specific diseases or health conditions listed in the 
policy. It does not pay your medicare deductibles or coinsurance and 
is not a substitute for medicare supplement insurance.
This insurance duplicates medicare benefits when it pays:
• hospital or medical expenses up to the maximum stated in the pol-

icy
Medicare generally pays for most or all of these expenses.
Medicare pays extensive benefits for medically necessary services re-
gardless of the reason you need them. These include:
• hospitalization
• physical services
• hospice
• [outpatient prescription drugs if you are enrolled in medicare 

Part D]
• other approved items and services

Before You Buy This Insurance

√ Check the coverage in all health insurance policies you already 
have.

√ For more information about medicare and medicare supplement in-
surance, review the Guide to Health Insurance for People with 
Medicare, available from the insurance company.
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√ For help in understanding your health insurance, contact your 
state insurance department or state health insurance assistance 
program [SHIP].
(5) Disclosure statement to be used with policies that pay fixed 

dollar amounts for specified diseases or other specified impairments. 
This includes cancer, specified disease, and other health insurance 
policies that pay a scheduled benefit or specific payment based on di-
agnosis of the conditions named in the policy.

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance
This insurance pays a fixed amount, regardless of your expenses, if 
you meet the policy conditions, for one of the specific diseases or 
health conditions named in the policy. It does not pay your medicare 
deductibles or coinsurance and is not a substitute for medicare sup-
plement insurance.
This insurance duplicates medicare benefits because medicare generally 
pays for most of the expenses for the diagnosis and treatment of the 
specific conditions or diagnoses named in the policy.
Medicare pays extensive benefits for medically necessary services re-
gardless of the reason you need them. These include:
• hospitalization
• physician services
• hospice
• [outpatient prescription drugs if you are enrolled in medicare 

Part D]
• other approved items and services

Before You Buy This Insurance

√ Check the coverage in all health insurance policies you already 
have.

√ For more information about medicare and medicare supplement in-
surance, review the Guide to Health Insurance for People with 
Medicare, available from the insurance company.

√ For help in understanding your health insurance, contact your 
state insurance department or state health insurance assistance 
program [SHIP].
(6) Disclosure statement to be used with indemnity policies and 

other policies that pay a fixed dollar amount per day, excluding long-
term care policies.

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance
This insurance pays a fixed dollar amount, regardless of your expen-
ses, for each day you meet the policy conditions. It does not pay your 
medicare deductibles or coinsurance and is not a substitute for medi-
care supplement insurance.
This insurance duplicates medicare benefits when:
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• any expenses or service covered by the policy are also covered by 
medicare

Medicare generally pays for most or all of these expenses.
Medicare pays extensive benefits for medically necessary services re-
gardless of the reason you need them. These include:
• hospitalization
• physician services
• [outpatient prescription drugs if you are enrolled in medicare 

Part D]
• hospice
• other approved items & services

Before You Buy This Insurance

√ Check the coverage in all health insurance policies you already 
have.

√ For more information about medicare and medicare supplement in-
surance, review the Guide to Health Insurance for People with 
Medicare, available from the insurance company.

√ For help in understanding your health insurance, contact your 
state insurance department or state health insurance assistance 
program [SHIP].
(7) Disclosure statement to be used with policies that provide 

benefits for both expenses incurred and fixed indemnity basis.
IMPORTANT NOTICE TO PERSONS ON MEDICARE

THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance
This insurance pays limited reimbursement for expenses if you meet the 
conditions listed in the policy. It also pays a fixed amount, regard-
less of your expenses, if you meet other policy conditions. It does 
not pay your medicare deductibles or coinsurance and is not a substi-
tute for medicare supplement insurance.
This insurance duplicates medicare benefits when:
• any expenses or service covered by the policy are also covered by 

medicare; or
• it pays the fixed dollar amount stated in the policy and medicare 

covers the same event
Medicare generally pays for most or all of these expenses.
Medicare pays extensive benefits for medically necessary services re-
gardless of the reason you need them. These include:
• hospitalization
• physician services
• [outpatient prescription drugs if you are enrolled in medicare 

Part D]
• hospice care
• other approved items & services

Before You Buy This Insurance
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√ Check the coverage in all health insurance policies you already 
have.

√ For more information about medicare and medicare supplement in-
surance, review the Guide to Health Insurance for People with 
Medicare, available from the insurance company.

√ For help in understanding your health insurance, contact your 
state insurance department or state health insurance assistance 
program [SHIP].
(8) Disclosure statement to be used with long-term care policies 

providing both nursing home and noninstitutional coverage.
IMPORTANT NOTICE TO PERSONS ON MEDICARE

THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance
Federal law requires us to inform you that this insurance duplicates 
medicare benefits in some situations.
• This is long term care insurance that provides benefits for cov-

ered nursing home and home care services.
• In some situations medicare pays for short periods of skilled 

nursing home care, limited home health services and hospice care.
• This insurance does not pay your medicare deductibles or coinsur-

ance and is not a substitute for medicare supplement insurance.
Neither medicare nor medicare supplement insurance provides benefits 
for most long-term care expenses.

Before You Buy This Insurance

√ Check the coverage in all health insurance policies you already 
have.

√ For more information about long term care insurance, review the 
Shopper's Guide to Long Term Care Insurance, available from the 
insurance company.

√ For more information about medicare and medicare supplement in-
surance, review the Guide to Health Insurance for People with 
Medicare, available from the insurance company.

√ For help in understanding your health insurance, contact your 
state insurance department or state health insurance assistance 
program [SHIP].
(9) Disclosure statement to be used with policies providing nurs-

ing home benefits only.
IMPORTANT NOTICE TO PERSONS ON MEDICARE

THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance
Federal law requires us to inform you that this insurance duplicates 
medicare benefits in some situations.
• This insurance provides benefits primarily for covered nursing 

home services.
• In some situations medicare pays for short periods of skilled 

nursing home care and hospice care.
• This insurance does not pay your medicare deductibles or coinsur-

ance and is not a substitute for medicare supplement insurance.
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Neither medicare nor medicare supplement insurance provides benefits 
for most nursing home expenses.

Before You Buy This Insurance

√ Check the coverage in all health insurance policies you already 
have.

√ For more information about long term care insurance, review the 
Shopper's Guide to Long Term Care Insurance, available from the 
insurance company.

√ For more information about medicare and medicare supplement in-
surance, review the Guide to Health Insurance for People with 
Medicare, available from the insurance company.

√ For help in understanding your health insurance, contact your 
state insurance department or state health insurance assistance 
program [SHIP].
(10) Disclosure statement to be used with policies providing home 

care benefits only.
IMPORTANT NOTICE TO PERSONS ON MEDICARE

THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance
Federal law requires us to inform you that this insurance duplicates 
medicare benefits in some situations.
• This insurance provides benefits primarily for covered home care 

services.
• In some situations, medicare will cover some health related serv-

ices in your home and hospice care which may also be covered by 
this insurance.

• This insurance does not pay your medicare deductibles or coinsur-
ance and is not a substitute for medicare supplement insurance.

Neither medicare nor medicare supplement insurance provides benefits 
for most services in your home.

Before You Buy This Insurance

√ Check the coverage in all health insurance policies you already 
have.

√ For more information about long term care insurance, review the 
Shopper's Guide to Long Term Care Insurance, available from the 
insurance company.

√ For more information about medicare and medicare supplement in-
surance, review the Guide to Health Insurance for People with 
Medicare, available from the insurance company.

√ For help in understanding your health insurance, contact your 
state insurance department or state health insurance assistance 
program [SHIP].
(11) Disclosure statement to be used with other health insurance 

policies not specifically identified in the previous statements.
IMPORTANT NOTICE TO PERSONS ON MEDICARE

THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance
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This insurance provides limited benefits if you meet the conditions 
listed in the policy. It does not pay your medicare deductibles or co-
insurance and is not a substitute for medicare supplement insurance.
This insurance duplicates medicare benefits when it pays:
• the benefits stated in the policy and coverage for the same event 

is provided by medicare
Medicare generally pays for most or all of these expenses.
Medicare pays extensive benefits for medically necessary services re-
gardless of the reason you need them. These include:
• hospitalization
• physician services
• [outpatient prescription drugs if you are enrolled in medicare 

Part D]
• hospice
• other approved items and services

Before You Buy This Insurance

√ Check the coverage in all health insurance policies you already 
have.

√ For more information about medicare and medicare supplement in-
surance, review the Guide to Health Insurance for People with 
Medicare, available from the insurance company.

√ For help in understanding your health insurance, contact your 
state insurance department or state health insurance assistance 
program [SHIP].

[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-135, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.66.041 and 48.66.165. WSR 
96-09-047 (Matter No. R 96-2), § 284-66-135, filed 4/11/96, effective 
5/12/96.]

Reviser's note:  The brackets and enclosed material in the text of the above section occurred in 
the copy filed by the agency.

WAC 284-66-142  Form of replacement notice.
NOTICE TO APPLICANT REGARDING REPLACEMENT OF MEDICARE SUPPLEMENT INSURANCE OR MEDICARE 

ADVANTAGE
[Insurance company's name and address]

SAVE THIS NOTICE!
IT MAY BE IMPORTANT TO YOU IN THE FUTURE.

According to [your application] [information you have 
furnished], you intend to terminate existing medicare 
supplement or medicare advantage insurance and replace 
it with a policy to be issued by [Company name] 
Insurance Company. Your new policy will provide thirty 
days within which you may decide without cost whether 
you desire to keep the policy.
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You should review this new coverage carefully. Compare 
it with all accident and sickness coverage you now have. 
If, after due consideration, you find that purchase of this 
medicare supplement coverage is a wise decision, you 
should terminate your present medicare supplement or 
medicare advantage coverage. You should evaluate the 
need for other disability coverage you have that may 
duplicate this policy.
STATEMENT TO APPLICANT BY ISSUER, [INSURANCE 
PRODUCER OR OTHER REPRESENTATIVE]:

I have reviewed your current medical or health insurance 
coverage. To the best of my knowledge, this medicare 
supplement policy will not duplicate your existing 
medicare supplement or, if applicable, medicare 
advantage coverage because you intend to terminate your 
existing medicare supplement coverage or leave your 
medicare advantage plan. The replacement policy is 
being purchased for the following reason(s) (check one):
 . . . . Additional benefits.
 . . . . No change in benefits, but lower premiums.
 . . . . Fewer benefits and lower premiums.
 . . . . My plan has outpatient prescription drug 

coverage and I am enrolling in Part D.
 . . . . Disenrollment from a medicare advantage plan.
 Please explain reason for disenrollment. 

[optional only for direct mailers]
 . . . . Other. (please specify)
1. NOTE: If the issuer of the medicare supplement 

policy being applied for does not, or is 
otherwise prohibited from imposing preexisting 
condition limitations, please skip to statement 2 
below. If you have had your current medicare 
supplement policy less than three months, health 
conditions which you may presently have 
(preexisting conditions) may not be immediately 
or fully covered under the new policy. This 
could result in denial or delay of a claim for 
benefits under the new policy, whereas a similar 
claim might have been payable under your 
present policy.

2. State law provides that your replacement policy 
or certificate may not contain new preexisting 
conditions, waiting periods, elimination periods 
or probationary periods. The insurer will waive 
any time periods applicable to preexisting 
conditions, waiting periods, elimination periods, 
or probationary periods in the new policy (or 
coverage) to the extent such time was spent 
(depleted) under original policy.
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3. If you still wish to terminate your present policy 
and replace it with new coverage, be certain to 
truthfully and completely answer all questions 
on the application concerning your medical and 
health history. Failure to include all material 
medical information on an application may 
provide a basis for the company to deny any 
future claims and to refund your premium as 
though your policy had never been in force. 
After the application has been completed and 
before you sign it, review it carefully to be 
certain that all information has been properly 
recorded. [If the policy or certificate is 
guaranteed issue, this paragraph need not 
appear.]

Do not cancel your present policy until you have 
received your new policy and are sure that you want to 
keep it.
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
(Signature of Insurance producer, or Other 
Representative)*

[Typed Name and Address of Issuer, or Insurance 
producer]
  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(Applicant's Signature)
  . . . . . . . . . . . . . . . . . . . .

(Date)
*Signature not required for direct response 
sales.

 

[Statutory Authority: RCW 48.02.060 (3)(a) and 48.17.010(5). WSR 
11-01-159 (Matter No. R 2010-09), § 284-66-142, filed 12/22/10, effec-
tive 1/22/11. Statutory Authority: RCW 48.06.060 and 48.66.165. WSR 
07-06-014 (Matter No. R 2006-13), § 284-66-142, filed 2/26/07, effec-
tive 3/29/07. Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 
05-17-019 (Matter No. R 2004-08), § 284-66-142, filed 8/4/05, effec-
tive 9/4/05. Statutory Authority: RCW 48.02.060, 48.66.041 and 
48.66.165. WSR 96-09-047 (Matter No. R 96-2), § 284-66-142, filed 
4/11/96, effective 5/12/96. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 
48.44.070, 48.46.030, 48.46.130 and 48.46.200. WSR 92-06-021 (Order R 
92-1), § 284-66-142, filed 2/25/92, effective 3/27/92.]

Reviser's note:  The brackets and enclosed material in the text of the above section occurred in 
the copy filed by the agency.

WAC 284-66-160  Adjustment notice to conform existing medicare 
supplement policies to changes in medicare.  As soon as practicable, 
but no later than thirty days before the effective date of any medi-
care benefit changes, every issuer providing medicare supplement in-
surance coverage to a resident of this state must notify its insureds 
of modifications it has made to medicare supplement policies. The ad-
justment notice is intended to be informational only and for the sole 
purpose of informing policyholders and certificate holders about 
changes in medicare benefits, indexed deductible and copayment provi-
sions, premium adjustments, and the like. The form of an adjustment 
notice provided to residents of this state must be filed with the com-
missioner before being used.
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(1) The notice must include a description of revisions to the 
medicare program and a description of each modification made to the 
coverage provided under the medicare supplement insurance policy.

(2) The notice must inform each covered person of the approximate 
date when premium adjustments due to changes in medicare benefits will 
be made.

(3) The notice of benefit modifications and any premium changes 
must be furnished in outline form and in clear and simple terms so as 
to facilitate comprehension.

(4) The notice must not contain or be accompanied by any solici-
tation.

(5) Issuers must comply with any notice requirements of the Medi-
care Prescription Drug, Improvement, and Modernization Act of 2003.
[Statutory Authority: RCW 48.06.060 and 48.66.165. WSR 07-06-014 (Mat-
ter No. R 2006-13), § 284-66-160, filed 2/26/07, effective 3/29/07. 
Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-160, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-160, filed 2/25/92, 
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 
90-07-059 (Order R 90-4), § 284-66-160, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-170  Prohibition against preexisting conditions, wait-
ing periods, elimination periods, and probationary periods in replace-
ment policies or certificates.  (1) If a medicare supplement policy or 
certificate replaces another medicare supplement policy or certifi-
cate, the replacing issuer must waive any time periods applicable to 
preexisting conditions, waiting periods, elimination periods and pro-
bationary periods in the new medicare supplement policy or certificate 
to the extent the time was spent under the original policy.

(2) If a medicare supplement policy or certificate replaces an-
other medicare supplement policy or certificate that has been in ef-
fect for at least three months, the replacing policy may not provide 
any time period applicable to preexisting conditions, waiting periods, 
elimination periods, and probationary periods.
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-170, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-170, filed 2/25/92, 
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 
90-07-059 (Order R 90-4), § 284-66-170, filed 3/20/90, effective 
4/20/90.]
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WAC 284-66-200  Standards for loss ratios.  The following stand-
ards apply to policies issued or delivered before July 1, 1992, unless 
the policies are approved under the standards of WAC 284-66-063 and 
284-66-203. Medicare supplement insurance policies must return to pol-
icyholders in the form of aggregated benefits under the policy, for 
the entire period for which rates are computed to provide coverage, 
loss ratios not less than those in this section. The loss ratios must 
be on the basis of incurred claims losses and earned premiums for such 
period according to accepted actuarial principles. The loss ratio 
standards of this section are more stringent and more appropriate than 
those imposed by RCW 48.66.100, and are necessary for the protection 
of the public interest.

(1) Where coverage is provided on a service rather than reim-
bursement basis, the loss ratios must be on the basis of incurred 
health care expenses and earned premiums for the period.

(2) All filings of rates and rating schedules must demonstrate 
that actual and expected losses in relation to premiums comply with 
the requirements of this chapter and are not excessive, inadequate or 
unfairly discriminatory.

(3) Every insurer providing medicare supplement policies in this 
state must annually file its rates, rating schedules, and supporting 
documentation including ratios of incurred losses to earned premiums 
demonstrating that it is in compliance with the applicable loss ratio 
standards and that the rating period for the policy is reasonable ac-
cording to accepted actuarial principles and experience. If the ini-
tial rating period for the policy is more than one year, ratios of in-
curred losses to earned premiums must be filed by number of years of 
policy duration. Supporting documentation must include the amounts of 
unearned premium reserve, policy reserves, and claim reserves and lia-
bilities, both nationally and for this state. This annual filing is in 
addition to filings made by insurers to establish initial rates or re-
quest rate adjustments required by WAC 284-66-240.

(4) Incurred losses must include claims paid and the change in 
claim reserves and liabilities. Incurred losses may not include policy 
reserves, home office or field overhead, acquisition and selling 
costs, taxes or other expenses, contributions to surplus, profit, or 
claims processing costs. Where coverage is provided by a health care 
service contractor or health maintenance organization, health care ex-
pense costs may not include home office and overhead costs, advertis-
ing costs, commissions and other acquisition costs, taxes, capital 
costs, administrative costs, and claims processing costs.

(5) The following criteria will be used to determine whether pol-
icy forms are in compliance with the loss ratio standards of this sec-
tion:

(a) For the most recent year, the ratio of the incurred losses to 
earned premiums is greater than or equal to the applicable percentages 
contained in this section; and

(b) The expected losses in relation to premiums over the entire 
rating period complies with the requirements of this section, relying 
on the judgment of the pricing actuary and acceptable to the commis-
sioner; and

(c) For purposes of rate making and rate adjustments, similar 
policy forms must be grouped together according to the rules set forth 
in WAC 284-60-040. All medicare supplement policies of an issuer is-
sued for delivery between January 1, 1989, and July 1, 1992, are con-
sidered "similar policy forms" except those forms specifically ap-
proved under the standards of WAC 284-66-063 and 284-66-203.
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(d) The commissioner may consider additional criteria including, 
but not limited to:

(i) Equitable treatment of policyholders; and
(ii) The amount of policy reserves as defined for the insurer's 

statutory annual statement.
(6) Medicare supplement insurance policies issued by authorized 

disability insurers and fraternal benefit societies are expected to 
return to a policyholder in the form of aggregated loss ratios under 
the policy, at least sixty-five percent of the earned premiums in the 
case of individual policies, and seventy-five percent in the case of 
group policies.

(7) The minimum anticipated loss ratio requirement for health 
maintenance organizations and health care service contractors is sev-
enty percent for individual forms and eighty percent for group con-
tract forms. The minimum anticipated loss ratios are deemed to be met 
if the health care expense costs of the health maintenance organiza-
tion or health care service contractor are seventy percent or more of 
the earned premium charged individual subscribers, or eighty percent 
or more of the earned premium charged subscribers covered under a 
group contract.
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-200, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-200, filed 2/25/92, 
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 
90-07-059 (Order R 90-4), § 284-66-200, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-203  Loss ratio and rating standards and refund or 
credit of premium.  (1) Loss ratio and rating standards. For policies 
issued on or after July 1, 1992, and those policies specifically ap-
proved by the commissioner under WAC 284-66-063 before July 1, 1992:

(a) A medicare supplement policy form or certificate form must be 
rated on an issue-age level premium basis or community rated basis, as 
described in WAC 284-66-243(7).

(b) A medicare supplement policy form or certificate form may not 
be delivered or issued for delivery unless the policy form or certifi-
cate form can be expected, as estimated for the entire period for 
which rates are computed to provide coverage, to return to policyhold-
ers and certificate holders in the form of aggregate benefits (not in-
cluding anticipated refunds or credits) provided under the policy form 
or certificate form:

(i) At least seventy-five percent of the aggregate amount of pre-
miums earned in the case of group policies; or

(ii) At least sixty-five percent of the aggregate amount of pre-
miums earned in the case of individual policies, calculated on the ba-
sis of incurred claims experience or incurred health care expenses 
where coverage is provided by a health maintenance organization or 
health care service contractor on a service rather than reimbursement 
basis and earned premiums for the period, according to accepted actua-
rial principles and practices.
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(c) All filing of rates and rating schedules must demonstrate 
that expected claims in relation to premiums comply with the require-
ments of this section when combined with actual experience to date. 
Filings of rate revisions must also demonstrate that the anticipated 
loss ratio over the entire future period for which the revised rates 
are computed to provide coverage can be expected to meet the appropri-
ate loss ratio standards.

(d) For purposes of applying subsection (1)(b) of this section 
and WAC 284-66-243 (3)(c) only, policies issued as a result of solici-
tations of individuals through the mails or by mass media advertising 
(including both print and broadcast advertising) shall be deemed to be 
individual policies.

(e) For policies issued before April 28, 1996, expected claims in 
relation to premiums must meet:

(i) The originally filed anticipated loss ratio when combined 
with the actual experience since inception;

(ii) The appropriate loss ratio requirement from WAC 284-66-203 
(1)(b)(i) and (ii) when combined with actual experience beginning with 
April 28, 1996, to date; and

(iii) The appropriate loss ratio requirement from WAC 284-66-203 
(1)(b)(i) and (ii) over the entire future period for which the rates 
are computed to provide coverage.

(iv) In meeting the tests in (e)(i), (ii), and (iii) of this sub-
section, and for purposes of attaining credibility, with the prior 
written approval of the commissioner, an issuer may combine experience 
under policy forms that provide substantially similar coverage. Once a 
combined form is adopted, the issuer may not separate the experience, 
except with the prior written approval of the commissioner.

(2) Refund or credit calculation.
(a) An issuer must collect and file with the commissioner by May 

31 of each year the data contained in the reporting form contained in 
WAC 284-66-232 for each type in a standard medicare supplement benefit 
plan.

(b) If on the basis of the experience as reported, the benchmark 
ratio since inception (ratio 1) exceeds the adjusted experience ratio 
since inception (ratio 3) in year three or later, then a refund or 
credit calculation is required. The refund calculation must be done on 
a statewide basis for each type in a standard medicare supplement ben-
efit plan. For purposes of the refund or credit calculation, experi-
ence on policies issued within the reporting year must be excluded. 
This subsection applies only to annual experience reporting. Any revi-
sion of premium rates must be filed with and approved by the commis-
sioner according to WAC 284-66-243.

(c) For policies or certificates issued before July 1, 1992, the 
issuer must make the refund or credit calculation separately for all 
individual policies (including all group policies subject to an indi-
vidual loss ratio standard when issued) combined and all other group 
policies combined for experience after the effective date of this sec-
tion. The first report is due by May 31, 1998.

(d) A refund or credit may be made only when the benchmark loss 
ratio exceeds the adjusted experience loss ratio and the amount to be 
refunded or credited exceeds a de minimis level. The refund must in-
clude interest from the end of the calendar year to the date of the 
refund or credit at a rate specified by the Secretary of Health and 
Human Services, but in no event may it be less than the average rate 
of interest for 13-week Treasury notes. A refund or credit against 
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premiums due must be made by September 30 following the experience 
year that is the basis for the refund or credit.

(3) Annual filing of premium rates.
On or before May 31 of each calendar year, an issuer of standar-

dized medicare supplement policies and certificates issued according 
to WAC 284-66-063, must file its rates, rating schedule, and support-
ing documentation including ratios of incurred losses to earned premi-
ums by policy duration for approval by the commissioner on the form 
provided at subsection (6) of this section. The supporting documenta-
tion must also demonstrate, according to actuarial standards of prac-
tice using reasonable assumptions, that the appropriate loss ratio 
standards can be expected to be met over the entire period for which 
rates are computed. The demonstration must exclude active life re-
serves. An expected third-year loss ratio that is greater than or 
equal to the applicable percentage must be demonstrated for policies 
or certificates in force less than three years.

(4) As soon as practicable, but before the effective date of en-
hancements in medicare benefits, every issuer of medicare supplement 
policies or certificates in this state must file with the commission-
er, according to the applicable filing procedures of this state:

(a)(i) Appropriate premium adjustments necessary to produce loss 
ratios as anticipated for the current premium for the applicable poli-
cies or certificates. The supporting documents as necessary to justify 
the adjustment must accompany the filing.

(ii) An issuer must make any premium adjustments as are necessary 
to produce an expected loss ratio under the policy or certificate to 
comply with minimum loss ratio standards for medicare supplement poli-
cies and that are expected to result in a loss ratio at least as great 
as that originally anticipated in the rates used to produce current 
premiums by the issuer for the medicare supplement policies or certif-
icates. No premium adjustment that would modify the loss ratio experi-
ence under the policy other than the adjustments described in this 
section may be made with respect to a policy at any time other than 
upon its renewal date or anniversary date.

(iii) If an issuer fails to make premium adjustments acceptable 
to the commissioner, the commissioner may order premium adjustments, 
refunds, or premium credits deemed necessary to achieve the loss ratio 
required by this section.

(b) Any appropriate riders, endorsements, or policy forms needed 
to accomplish the medicare supplement policy or certificate modifica-
tions necessary to eliminate benefit duplications with medicare. The 
riders, endorsements, or policy forms must provide a clear description 
of the medicare supplement benefits provided by the policy or certifi-
cate.

(5) Public hearings.
(a) The commissioner may conduct a public hearing to gather in-

formation concerning a request by an issuer for an increase in a rate 
for policy form or certificate form if the experience of the form for 
the previous reporting period is not in compliance with the applicable 
loss ratio standard. The determination of compliance is made without 
consideration of any refund or credit for the reporting period. Public 
notice of the hearing must be furnished in a manner deemed appropriate 
by the commissioner.

(b) This section does not in any way restrict a commissioner's 
statutory authority to approve or disapprove rates.

(6) Annual medicare supplement insurance reporting form:
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 Annual Filing of Premium Rates and Experience

To be filed on or before May 31 of each calendar year
 

 

   
 Experience from January 1 to December 31, of          (year)          reported by duration for all business from inception to December 31, 

20        .
 

 

 Company Name    
       
 Address    
       
  

NAIC Group Code
 
                                  
 

  
NAIC Company Code
 
                                  

  
CIC Code
 
                               

  

       
  

Plan                              
 

  
Type                              

  
Form No.                         

 

       
 Premium Rates [Attach schedule]  
   
 Insurance is [check one] Group                             or, Individual                              
   
 Washington Experience. [Show all experience for the reported calendar year (separately for each duration).]  
       
 
 

Policy
Duration

Incurred
Losses

Earned
Premiums

Loss
Ratio

Claim
Reserves

 
 

       
       
 I hereby certify that I have supervised the preparation of this experience exhibit, that all durational information has been furnished, and to the 

best of my knowledge, the data is accurate and is in compliance with RCW 48.66.150 and WAC 284-66-203.
 

      
 Signature of Officer  Date   
      
 Name and Title of Officer  Prepared by   
      
 Phone Number  Phone Number   
   

[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-203, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.66.041 and 48.66.165. WSR 
96-09-047 (Matter No. R 96-2), § 284-66-203, filed 4/11/96, effective 
5/12/96. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 
48.46.130 and 48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-203, 
filed 2/25/92, effective 3/27/92.]

Reviser's note: The brackets and enclosed material in the text of the above section occurred in 
the copy filed by the agency.

WAC 284-66-210  Policy reserves required.  This section applies 
to every group and individual policy of an issuer that relates its 
benefits to medicare. The term "policy reserve" is intended to apply 
to all types and forms of insurance equally, whether they are called 
policies, contracts, or certificates. For all forms that are issued on 
a level premium basis, policy reserves will be required. The policy 
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reserve is in addition to claim reserves and premium reserves. The 
definition of the date of incurral must be the same for both claim re-
serves and policy reserves. Policy reserves must be based upon the 
following minimum standards:

(1) Morbidity should be based upon a reasonable expectation of 
future claim costs for the benefits being provided. At time of policy 
issue this would be the morbidity assumptions used to price the con-
tract. For later durations the morbidity should reflect the experience 
that emerges including the effects of inflation and utilization. All 
morbidity assumptions must be reasonable in the view of the commis-
sioner.

(2) The interest rate used may not exceed the maximum rate per-
mitted by statute in the valuation of life insurance issued on the 
same date as the medicare supplement policy.

(3) Termination rates must be on the same basis as the mortality 
table permitted by statute in the valuation of life insurance issued 
on the same date as the medicare supplement policy or on another basis 
satisfactory to the commissioner.

(4) The minimum reserve is that calculated on the one-year full 
preliminary term method. This method produces a terminal reserve of 
zero at the first policy anniversary. The preliminary term method may 
be applied only in relation to the date of issue of a policy. Reserve 
adjustments introduced later as a result of rate increases, revisions 
in assumptions, or for other reasons, are to be applied immediately as 
of the effective date of adoption of the adjusted basis. The adjust-
ments must be determined as follows:

(a) Present value of future payments of claim costs for benefits, 
determined using revised assumptions based on anticipated experience;

(b) Less the present value of future net premiums, determined us-
ing revised assumptions based on anticipated experience;

(c) Less the liability for contract reserves at the valuation 
date.

(5) Negative reserves on any benefit may be offset against posi-
tive reserves for other benefits in the same policy or contract, but 
the total policy reserve with respect to all benefits combined may not 
be less than zero.

(6) The minimum policy reserve must include a reasonable margin 
for the risk of adverse selection.
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-210, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-210, filed 2/25/92, 
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 
90-07-059 (Order R 90-4), § 284-66-210, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-220  Medicare supplement refund calculation form re-
quired.  The form provided in WAC 284-66-232 must be filed with the 
commissioner annually by May 31st of each calendar year beginning May 
31, 1993. The form is to be filed in addition to the NAIC experience 
exhibit and not in lieu thereof.
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[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-220, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060. WSR 92-17-078 (Order R 92-7), § 
284-66-220, filed 8/19/92, effective 9/19/92. Statutory Authority: RCW 
48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 
48.44.050, 48.44.070, 48.46.030, 48.46.130 and 48.46.200. WSR 
92-06-021 (Order R 92-1), § 284-66-220, filed 2/25/92, effective 
3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 
48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 48.66.110, 
48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 90-07-059 (Order R 
90-4), § 284-66-220, filed 3/20/90, effective 4/20/90.]

WAC 284-66-232  Form for medicare supplement refund calculation.
MEDICARE SUPPLEMENT REFUND CALCULATION FORM

FOR CALENDAR YEAR                     
  
TYPE   SMSBP(w) 
For the State of 
Washington Policy or Certificate Form No(s). 
Company Name 
NAIC Group Code   NAIC Company Code 
Person Completing This Exhibit 
Title   Telephone Number 

Line

(a)
Earned 

Premium (x)

(b) 
Incurred 

Claims (y)
1. Current Year's Experience

a. Total (all policy years)
b. Current year's issues (z)
c. Net (for reporting purposes = 1a - 1b)

  

2. Past Years' Experience
(All Policy Years)

  

3. Total experience (Net Current Year + Past Years' Experience)   
4. Refunds Last year (Excluding Interest)   
5. Previous Since Inception (Excluding Interest)   
6. Refunds Since Inception (Excluding Interest)   
7. Benchmark Ratio Since Inception

(SEE WORKSHEET FOR RATIO 1)
  

8. Experienced Ratio Since Inception
Total Actual Incurred Claims (line 3, col b)
Total Earned Premium (line 3, col a) - Refunds Since Inception (line 6)

 =  Ratio 2
  

9. Life Years Exposed Since Inception
If the Experienced Ratio is less than the Benchmark Ratio, and there are more than 500 life years exposure, then 
proceed to calculation of refund.

  

10. Tolerance Permitted (obtained from credibility table)   
11. Adjustment to incurred Claims for Credibility

Ratio 3 = Ratio 2 + Tolerance
If Ratio 3 is more than benchmark ratio (ratio 1), a refund or credit to premium is not required.
If Ratio 3 is less than the benchmark ratio, then proceed.

  

12. Adjust Incurred Claims =
      [Total Earned Premium (line 3, col. a) - Refunds Since Inception (line 6)]
      X Ratio 3 (line 11)
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13. Refund = Total Earned Premiums (line 3, col a) - 
Refunds Since Inception (line 6) - 
Adjusted Incurred Claims (line 12)
Benchmark Ratio (Ratio 1)

If the amount on line 13 is less than .005 times the annualized premium in force as of December 31 of the reporting 
year, then no refund is made. Otherwise, the amount on line 13 is to be refunded or credited, and a description of the 
refund and/or credit against premiums to be used must be attached to this form.

  

Medicare Supplement Credibility Table

Life Year Exposed Since Inception Tolerance
10,000+ 0.0%
5,000 - 9,999 5.0%
2,500 - 4,999 7.5%
1,000 - 2,499 10.0%
500 - 999 15.0%
If Less than 500 No credibility

MEDICARE SUPPLEMENT REFUND CALCULATION FORM
FOR CALENDAR YEAR                    

TYPE   SMSBP(w) 
For the State of 
Washington Policy or Certificate Form No(s). 
Company Name 
NAIC Group Code   NAIC Company Code 
Person Completing This Exhibit 
Title   Telephone Number 

(w)  "SMSBP" = Standardized Medicare Supplement Benefit Plan
(x)  Includes modal loadings and fees charged.
(y)  Excludes Active Life Reserves.
(z)  This is to be used as "Issue Year Earned Premium" for Year 1 of next year's "Worksheet for Calculation of 

Benchmark Ratios"

I certify that the above information and calculations are true and accurate to the best of my knowledge and belief.
   
 Signature  
   
 Name - Please Type  
   
 Title  
   
 Date  

WORKSHEET #1 - INDIVIDUAL POLICIES

REPORTING FORM FOR TIME CALCULATION OF
BENCHMARK RATIO SINCE INCEPTION

FOR INDIVIDUAL POLICIES
FOR CALENDAR YEAR                     

  
TYPE   SMSBP (P) 
FOR THE STATE OF WASHINGTON 
Washington Policy or Certificate Form No. 
Company Name 
NAIC Group Code   NAIC Company Code  
Address 
Person Completing This Exhibit 
Title   Telephone Number 
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(a)
Year

(b)
Earned

Premium

(c)
Factor

(d)
(b) x (c)

(e)
Cumulative
 Loss Ratio

(f)
(d) x (e)

(g)
Factor

(h)
(b) x (g)

(i)
Cumulative
Loss Ratio

(j)
(h) x (i)

(o)
Policy Year
Loss Ratio

1    2.770    0.442    0.000    0.000    0.40
2    4.175    0.493    0.000    0.000    0.55
3    4.175    0.493    1.194    0.659    0.65
4    4.175    0.493    2.245    0.669    0.67
5    4.175    0.493    3.170    0.678    0.69
6    4.175    0.493    3.998    0.686    0.71
7    4.175    0.493    4.754    0.695    0.73
8    4.175    0.493    5.445    0.702    0.75
9    4.175    0.493    6.075    0.708    0.76
10    4.175    0.493    6.650    0.713    0.76
11    4.175    0.493    7.176    0.717    0.76
12    4.175    0.493    7.655    0.720    0.77
13    4.175    0.493    8.093    0.723    0.77
14    4.175    0.493    8.493    0.725    0.77

15+1    4.175    0.493    8.684    0.725    0.77

  Total:   (k):  (1):  (m):  (n):  

FN for 15+1: To include the earned premium for all years prior to as well as the 15th year prior to the 
current year.

Benchmark Ratio Since Inception: (1 + n) / (k + m):     
(a): Year 1 is the current calendar year - 1

Year 2 is the current calendar year - 2 (etc.)
(Example: If the current year is 1991, then:
Year 1 is 1990: Year 2 is 1989; etc.)

(b): For the calendar year on the 
appropriate line in column (a), 
the premium earned during that 
year for policies issued in that 
year.

k =
1 =
m =
n =

Total of Column "d"
Total of Column "f"
Total of Column "h"
Total of Column "j"

(o): These loss ratios are not explicitly used in computing the 
benchmark loss ratios. They are the loss ratios, on a policy year 
basis, which result in the cumulative loss ratio displayed on this 
worksheet. They are shown here for informational purposes 
only.

(p) "SMSBP" = Standardized 
Medicare Supplement Benefit 
Plan

  

WORKSHEET #1 - GROUP POLICIES

REPORTING FORM FOR TIME CALCULATION OF
BENCHMARK RATIO SINCE INCEPTION

FOR GROUP POLICIES
FOR CALENDAR YEAR                     

  
TYPE   SMSBP (P) 
FOR THE STATE OF WASHINGTON 
Washington Policy or Certificate Form No. 
Company Name 
NAIC Group Code   NAIC Company Code 
Address 
Person Completing This Exhibit 
Title   Telephone Number 

(a)
Year

(b)
Earned

Premium

(c)
Factor

(d)
(b) x (c)

(e)
Cumulative
Loss Ratio

(f)
(d) x (e)

(g)
Factor

(h)
(b) x (g)

(i)
Cumulative
Loss Ratio

(j)
(h) x (i)

(o)
Policy Year
Loss Ratio

1    2.770    0.507    0.000    0.000    0.46
2    4.175    0.567    0.000    0.000    0.63
3    4.175    0.567    1.194    0.759    0.75
4    4.175    0.567    2.245    0.771    0.77
5    4.175    0.567    3.170    0.782    0.8
6    4.175    0.567    3.998    0.792    0.82
7    4.175    0.567    4.754    0.802    0.84
8    4.175    0.567    5.445    0.811    0.87
9    4.175    0.567    6.075    0.818    0.88
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(a)
Year

(b)
Earned

Premium

(c)
Factor

(d)
(b) x (c)

(e)
Cumulative
Loss Ratio

(f)
(d) x (e)

(g)
Factor

(h)
(b) x (g)

(i)
Cumulative
Loss Ratio

(j)
(h) x (i)

(o)
Policy Year
Loss Ratio

10    4.175    0.567    6.650    0.824    0.88
11    4.175    0.567    7.176    0.828    0.88
12    4.175    0.567    7.655    0.831    0.88
13    4.175    0.567    8.093    0.834    0.89
14    4.175    0.567    8.493    0.837    0.89

15+    4.175    0.567    8.684    0.838    0.89
  Total:   (k):  (1):  (m):  (n):  

FN for 15+: To include the earned premium for all years prior to as well as the 15th year prior to the 
current year.

Benchmark Ratio Since Inception: (1 + n) / (k + m):     
(a): Year 1 is the current calendar year - 1

Year 2 is the current calendar year - 2 (etc.)
(Example: If the current year is 1991, then:
Year 1 is 1990: Year 2 is 1989; etc.)

(b): For the calendar year on the 
appropriate line in column (a), 
the premium earned during that 
year for policies issued in that 
year.

k =
1 =
m =
n =

Total of Column "d"
Total of Column "f"
Total of Column "h"
Total of Column "j"

(o): These loss ratios are not explicitly used in computing the 
benchmark loss ratios. They are the loss ratios, on a policy year 
basis, which result in the cumulative loss ratio displayed on this 
worksheet. They are shown here for informational purposes 
only.

(p) "SMSBP" =  Standardized 
Medicare Supplement Benefit 
Plan

  

[Statutory Authority: RCW 48.66.030 (3)(a), 48.66.041, and 48.66.165. 
WSR 09-24-052 (Matter No. R 2009-08), § 284-66-232, filed 11/24/09, 
effective 1/19/10. Statutory Authority: RCW 48.02.060. WSR 93-01-048 
(Order 92-25), § 284-66-232, filed 12/10/92, effective 1/10/93. Statu-
tory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-232, filed 2/25/92, 
effective 3/27/92.]

WAC 284-66-240  Filing requirements and premium adjustments.  (1) 
All policy forms issued or delivered on or after January 1, 1990, and 
before July 1, 1992, as well as any future rate adjustments to such 
forms, must demonstrate compliance with the loss ratio requirements of 
WAC 284-66-200 and policy reserve requirements of WAC 284-66-210, un-
less the forms meet the standards of WAC 284-66-063 and 284-66-203. 
All filings of rate adjustments must be accompanied by the proposed 
rate schedule and an actuarial memorandum completed and signed by a 
qualified actuary as defined in WAC 284-05-060. In addition to the ac-
tuarial memorandum, the following supporting documentation must be 
submitted to demonstrate to the satisfaction of the commissioner that 
rates are not excessive, inadequate, or unfairly discriminatory and 
otherwise comply with the requirements of this chapter. If any of the 
items listed below are inappropriate due to the pricing methodology 
used by the pricing actuary, the commissioner may waive the require-
ments upon request of the issuer.

(a) Filings of issue age level premium rates must be accompanied 
by the following:

(i) Anticipated loss ratios stated on a policy year basis for the 
period for which the policy is rated. Filings of future rate adjust-
ments must contain the actual policy year loss ratios experienced 
since inception;

(ii) Anticipated total termination rates on a policy year basis 
for the period for which the policy is rated. The termination rates 
should be stated as a percentage and the source of the mortality as-
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sumption must be specified. Filings of future rate adjustments must 
include the actual total termination rates stated on a policy year ba-
sis since inception;

(iii) Expense assumptions including fixed and percentage expenses 
for acquisition and maintenance costs;

(iv) Schedule of total compensation payable to insurance produc-
ers and other producers as a percentage of premium, if any;

(v) Specimen copy of the compensation agreements or contracts be-
tween the issuer and any insurance producers, or others whose compen-
sation is based in whole or in part on the sale of medicare supplement 
insurance policies, the agreements demonstrating compliance with WAC 
284-66-350 (where appropriate);

(vi) Other data necessary in the reasonable opinion of the com-
missioner to substantiate the filing.

(b) Filings of community rated forms must be accompanied by the 
following:

(i) Anticipated loss ratio for the accounting period for which 
the policy is rated. The duration of the accounting period must be 
stated in the filing, established based on the judgment of the pricing 
actuary, and must be reasonable in the opinion of the commissioner. 
Filings for rate adjustment must demonstrate that the actual loss ra-
tios experienced during the three most recent accounting periods, on 
an aggregated basis, have been equal to or greater than the loss ra-
tios required by WAC 284-66-200.

(ii) Expense assumptions including fixed and percentage expenses 
for acquisition and maintenance costs;

(iii) Schedule of total compensation payable to insurance produc-
ers and other producers as a percentage of premium, if any;

(iv) Specimen copy of the compensation agreements or contracts 
between the insurer and any insurance producers or others whose com-
pensation is based in whole or in part on the sale of medicare supple-
ment insurance policies, the agreements demonstrating compliance with 
WAC 284-66-350 (where appropriate);

(v) Other data necessary in the reasonable opinion of the commis-
sioner to substantiate the filing.

(2) Every issuer must make premium adjustments that are necessary 
to produce an expected loss ratio under the policy that will conform 
with the minimum loss ratio standards of WAC 284-66-200.

(3) No premium adjustment that would modify the loss ratio expe-
rience under the policy, other than the adjustments described in this 
section, may be made with respect to a policy at any time other than 
upon its renewal or anniversary date.

(4) Premium refunds or premium credits must be made to the premi-
um payer no later than upon renewal if a credit is given, or within 
sixty days of the renewal or anniversary date if a refund is provided.

(5) For purposes of rate making and requests for rate increases, 
all individual medicare supplement policy forms of an issuer are con-
sidered "similar policy forms" including forms no longer being marke-
ted.
[Statutory Authority: RCW 48.02.060 (3)(a) and 48.17.010(5). WSR 
11-01-159 (Matter No. R 2010-09), § 284-66-240, filed 12/22/10, effec-
tive 1/22/11. Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 
05-17-019 (Matter No. R 2004-08), § 284-66-240, filed 8/4/05, effec-
tive 9/4/05. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 
48.46.130 and 48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-240, 
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filed 2/25/92, effective 3/27/92. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 
48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 
48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. 
WSR 90-07-059 (Order R 90-4), § 284-66-240, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-243  Filing and approval of policies and certificates 
and premium rates.  (1) An issuer may not deliver or issue for deliv-
ery a policy or certificate to a resident of this state unless the 
policy form or certificate form has been filed with and approved by 
the commissioner according to the filing requirements and procedures 
prescribed by the commissioner.

(2) An issuer may not use or change premium rates for a medicare 
supplement policy or certificate unless the rates, rating schedule, 
and supporting documentation have been filed with and approved by the 
commissioner according to the filing requirements and procedures pre-
scribed by the commissioner.

(3)(a) Except as provided in (b) of this subsection, an issuer 
may not file for approval more than one form of a policy or certifi-
cate of each type for each standard medicare supplement benefit plan.

(b) An issuer may offer, with the approval of the commissioner, 
up to four additional policy forms or certificate forms of the same 
type for the same standard medicare supplement benefit plan, one for 
each of the following cases:

(i) The inclusion of new or innovative benefits;
(ii) The addition of either direct response or insurance producer 

marketing methods;
(iii) The addition of either guaranteed issue or underwritten 

coverage;
(iv) The offering of coverage to individuals eligible for medi-

care by reason of disability. The form number for products offered to 
enrollees who are eligible by reason of disability must be distinct 
from the form number used for a corresponding standardized plan of-
fered to an enrollee eligible for medicare by reason of age.

(c) For the purposes of this section, a "type" means an individu-
al policy, a group policy, an individual medicare SELECT policy, or a 
group medicare SELECT policy.

(4)(a) Except as provided in (a)(i) of this subsection, an issuer 
must continue to make available for purchase any policy form or cer-
tificate form issued after the effective date of this regulation that 
has been approved by the commissioner. A policy form or certificate 
form is not considered to be available for purchase unless the issuer 
has actively offered it for sale in the previous twelve months.

(i) An issuer may discontinue the availability of a policy form 
or certificate form if the issuer provides to the commissioner in 
writing its decision at least thirty days before discontinuing the 
availability of the form of the policy or certificate. After receipt 
of the notice by the commissioner, the issuer may no longer offer for 
sale the policy form or certificate form in this state.

(ii) An issuer that discontinues the availability of a policy 
form or certificate form under (a)(i) of this subsection, may not file 
for approval a new policy form or certificate form of the same type 
for the same standard medicare supplement benefit plan as the discon-
tinued form for a period of five years after the issuer provides no-
tice to the commissioner of the discontinuance. The period of discon-
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tinuance may be reduced if the commissioner determines that a shorter 
period is appropriate.

(b) The sale or other transfer of medicare supplement business to 
another issuer is considered a discontinuance for the purposes of this 
subsection.

(c) A change in the rating structure or methodology is considered 
a discontinuance under (a) of this subsection, unless the issuer com-
plies with the following requirements:

(i) The issuer provides an actuarial memorandum, in a form and 
manner prescribed by the commissioner, describing the manner in that 
the revised rating methodology and resultant rates differ from the ex-
isting rating methodology and resultant rates.

(ii) The issuer does not subsequently put into effect a change of 
rates or rating factors that would cause the percentage differential 
between the discontinued and subsequent rates as described in the ac-
tuarial memorandum to change. The commissioner may approve a change to 
the differential that is in the public interest.

(5)(a) Except as provided in (b) of this subsection, the experi-
ence of all policy forms or certificate forms of the same type in a 
standard medicare supplement benefit plan must be combined for purpo-
ses of the refund or credit calculation prescribed in WAC 284-66-203.

(b) Forms assumed under an assumption reinsurance agreement may 
not be combined with the experience of other forms for purposes of the 
refund or credit calculation.

(6) An issuer may set rates only on a community rated basis or on 
an issue-age level premium basis for policies issued prior to January 
1, 1996, and may set rates only on a community rated basis for poli-
cies issued after December 31, 1995.

(a) For policies issued prior to January 1, 1996, community rated 
premiums must be equal for all individual policyholders or certifica-
teholders under a standardized medicare supplement benefit form. Such 
premiums may not vary by age or sex. For policies issued after Decem-
ber 31, 1995, community rated premiums must be set according to RCW 
48.66.045(3).

(b) Issue-age level premiums must be calculated for the lifetime 
of the insured. This will result in a level premium if the effects of 
inflation are ignored.

(7) All filings of policy or certificate forms must be accompa-
nied by the proposed application form, outline of coverage form, pro-
posed rate schedule, and an actuarial memorandum completed, signed and 
dated by a qualified actuary as defined in WAC 284-05-060. In addition 
to the actuarial memorandum, the following supporting documentation 
must be submitted to demonstrate to the satisfaction of the commis-
sioner that rates are not excessive, inadequate, or unfairly discrimi-
natory and otherwise comply with the requirements of this chapter:

(a) Anticipated loss ratios stated on a calendar year basis by 
duration for the period for which the policy is rated. Filings of fu-
ture rate adjustments must contain the actual calendar year loss ra-
tios experienced since inception, both before and after the refund re-
quired, if any and the actual loss ratios in comparison to the expec-
ted loss ratios stated in the initial rate filing on a calendar year 
basis by duration if applicable;

(b) Anticipated total termination rates on a calendar year basis 
by duration for the period for which the policy is rated. The termina-
tion rates should be stated as a percentage and the source of the mor-
tality assumption must be specified. Filings of future rate adjust-
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ments must include the actual total termination rates stated on a cal-
endar year basis since inception;

(c) Expense assumptions including fixed and percentage expenses 
for acquisition and maintenance costs;

(d) Schedule of total compensation payable to insurance producers 
and other producers as a percentage of premium, if any;

(e) A complete specimen copy of the compensation agreements or 
contracts between the issuer and its insurance producers, as well as 
the contracts between any insurance producers or others whose compen-
sation is based in whole or in part on the sale of medicare supplement 
insurance policies. The agreements must demonstrate compliance with 
WAC 284-66-350 (where appropriate);

(f) Other data necessary in the reasonable opinion of the commis-
sioner to substantiate the filing.
[Statutory Authority: RCW 48.02.060 (3)(a) and 48.17.010(5). WSR 
11-01-159 (Matter No. R 2010-09), § 284-66-243, filed 12/22/10, effec-
tive 1/22/11. Statutory Authority: RCW 48.66.030 (3)(a), 48.66.041, 
and 48.66.165. WSR 09-24-052 (Matter No. R 2009-08), § 284-66-243, 
filed 11/24/09, effective 1/19/10. Statutory Authority: RCW 48.02.060 
and 48.66.165. WSR 05-17-019 (Matter No. R 2004-08), § 284-66-243, 
filed 8/4/05, effective 9/4/05. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 
48.44.070, 48.46.030, 48.46.130 and 48.46.200. WSR 92-06-021 (Order R 
92-1), § 284-66-243, filed 2/25/92, effective 3/27/92.]

WAC 284-66-250  Filing requirements for out-of-state group poli-
cies.  Every issuer providing group medicare supplement insurance ben-
efits to a resident of this state must file with the commissioner, 
within thirty days of its use in this state, a copy of the master pol-
icy and any certificate used in this state, according to the filing 
requirements and procedures that apply to medicare supplement policies 
issued in this state.
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-250, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-250, filed 2/25/92, 
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 
90-07-059 (Order R 90-4), § 284-66-250, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-260  Riders and endorsements.  (1) Effective January 
1, 1990, subject to RCW 48.66.050(2), and except for riders or en-
dorsements issued according to subsection (2) of this section, no rid-
er, endorsement, waiver, or any other means of modifying contractual 
benefits may be used by an issuer to exclude, limit, or reduce the 
coverage or benefits of a medicare supplement insurance policy or cer-
tificate issued to a resident of this state. Only riders or endorse-
ments that increase benefits or coverage may be used in this state.
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(2) Effective January 1, 1990, except for riders or endorsements 
issued to bring a policy into compliance with changes to the minimum 
benefit standards or other contractual benefits required by this chap-
ter or as amended:

(a) An amendment to a medicare supplement insurance policy or 
certificate that increases the premium must be requested or accepted 
by the policyholder in writing; and

(b) Where separate additional premium is charged for a rider, en-
dorsement or other amendment to the contractual benefits of a medicare 
supplement insurance policy or certificate, the premium charged must 
be set forth in the policy.
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-260, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-260, filed 2/25/92, 
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 
90-07-059 (Order R 90-4), § 284-66-260, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-270  Standards for claims payment: Compliance with Om-
nibus Budget Reconciliation Act of 1987.  (1) An issuer must comply 
with Section 1882 (c)(3) of the Social Security Act (as enacted by 
Section 4081 (b)(2)(C) of the Omnibus Budget Reconciliation Act of 
1987 (OBRA'87), P.L. 100-203) by:

(a) Accepting a notice from a medicare carrier on dually assigned 
claims submitted by participating physicians and suppliers as a claim 
for benefits in place of any other claim form otherwise required and 
making a payment determination on the basis of the information con-
tained in that notice;

(b) Notifying the participating physician or supplier and the 
beneficiary of the payment determination;

(c) Paying the participating physician or supplier directly;
(d) Furnishing, at the time of enrollment, each enrollee with a 

card listing the policy name, number, and a central mailing address to 
which notices from a medicare carrier may be sent;

(e) Paying user fees for claim notices that are transmitted elec-
tronically or otherwise; and

(f) Providing to the Secretary of Health and Human Services, at 
least annually, a central mailing address that all claims may be sent 
by medicare carriers.

(2) Compliance with the requirements set forth in subsection (1) 
of this section must be certified on the medicare supplement insurance 
experience reporting form.
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-270, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-270, filed 2/25/92, 
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
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48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 
90-07-059 (Order R 90-4), § 284-66-270, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-300  Requirements for advertising.  (1) At least thir-
ty days before use in this state, every issuer who provides medicare 
supplement insurance coverage to a resident of this state must provide 
the commissioner with a copy of any medicare supplement advertisement 
(as advertisement is defined in WAC 284-50-030) intended for use in 
this state whether through written, radio, or television medium. In 
the case of radio or television advertising, an audio cassette or VHS 
cassette must be supplied on request of the commissioner.

(2) Advertising must comply with the standards of the Washington 
disability advertising regulation (WAC 284-50-010 through 284-50-230), 
and must identify the name in full of the issuer and the location of 
its home office or principal office in the United States (if an alien 
issuer).
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-300, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-300, filed 2/25/92, 
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 
90-07-059 (Order R 90-4), § 284-66-300, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-310  Attained age rating prohibited.  The commissioner 
has found and defines it to be an unfair act or practice and an unfair 
method of competition, and a prohibited practice, for any issuer, di-
rectly or indirectly, to use the increasing age of an insured, sub-
scriber, or participant as the basis for increasing premiums or pre-
payment charges with respect to medicare supplement insurance. Accord-
ingly, the rating practice commonly referred to as "attained age rat-
ing" is prohibited.
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-310, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-310, filed 2/25/92, 
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 
90-07-059 (Order R 90-4), § 284-66-310, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-320  Reporting of multiple policies.  (1) On or before 
March 1st of each year, an issuer must report to the commissioner the 
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following information for every individual resident of this state for 
which the issuer has in force more than one medicare supplement policy 
or certificate on a form approved by the commissioner, substantially 
in the form provided in WAC 284-66-323:

(a) Policy and certificate number; and
(b) Date of issuance.
(2) The items set forth above must be grouped by individual poli-

cyholder.
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-320, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-320, filed 2/25/92, 
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 
90-07-059 (Order R 90-4), § 284-66-320, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-323  Form for reporting multiple medicare supplement 
policies and certificates.

Medicare Supplement Regulation
FORM FOR REPORTING

MEDICARE SUPPLEMENT POLICIES

Company Name:   
Address:   
   
Phone Number:   
  Due: March 1, annually

The purpose of this form is to report the following information on each resident of 
this state with more than one medicare supplement policy or certificate in force. 
The information is to be grouped by individual policyholder.

Policy and
Certificate #

Date of
Issuance

  
  
  
  

  
 Signature
  
 Name and Title (please type)
  
 Date

[Statutory Authority: RCW 48.66.030 (3)(a), 48.66.041, and 48.66.165. 
WSR 09-24-052 (Matter No. R 2009-08), § 284-66-323, filed 11/24/09, 
effective 1/19/10. Statutory Authority: RCW 48.02.060, 48.20.450, 
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48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130 and 48.46.200. WSR 92-06-021 (Order R 92-1), § 
284-66-323, filed 2/25/92, effective 3/27/92.]

WAC 284-66-330  Standards for marketing.  (1) Every issuer mar-
keting medicare supplement insurance coverage in this state, directly 
or through its producers, must:

(a) Establish marketing procedures to assure that any comparison 
of policies or certificates by its insurance producers will be fair 
and accurate.

(b) Establish marketing procedures to assure excessive insurance 
is not sold or issued.

(c) Display prominently by type, stamp or other appropriate 
means, on the first page of the policy or certificate the following:

"NOTICE TO BUYER: THIS (POLICY, CONTRACT OR CERTIFICATE) MAY NOT COVER ALL OF 
YOUR MEDICAL EXPENSES."

(d) Inquire and otherwise make every reasonable effort to identi-
fy whether a prospective applicant or enrollee for medicare supplement 
insurance already has disability insurance and the types and amounts 
of any such insurance.

(e) Establish auditable procedures for verifying compliance with 
this section.

(2) In addition to the acts and practices prohibited in chapter 
48.30 RCW, chapters 284-30 and 284-50 WAC, and this chapter, the com-
missioner has found and hereby defines the following to be unfair acts 
or practices and unfair methods of competition, and prohibited practi-
ces for any issuer, or their respective appointed insurance producers 
either directly or indirectly:

(a) Twisting. Making misrepresentations or misleading comparisons 
of any insurance policies or issuers for the purpose of inducing, or 
tending to induce, any person to lapse, forfeit, surrender, terminate, 
keep, or convert any insurance policy.

(b) High pressure tactics. Employing any method of marketing hav-
ing the effect of or tending to induce the purchase of insurance 
through force, fright, threat whether explicit or implied, or other-
wise applying undue pressure to coerce the purchase of, or recommend 
the purchase of, insurance.

(c) Cold lead advertising. Making use directly or indirectly of 
any method of marketing that fails to disclose in a conspicuous manner 
that a purpose of the method of marketing is solicitation of insurance 
and that contact will be made by an insurance producer or insurance 
company.
[Statutory Authority: RCW 48.02.060 (3)(a) and 48.17.010(5). WSR 
11-01-159 (Matter No. R 2010-09), § 284-66-330, filed 12/22/10, effec-
tive 1/22/11. Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 
05-17-019 (Matter No. R 2004-08), § 284-66-330, filed 8/4/05, effec-
tive 9/4/05. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 
48.46.130 and 48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-330, 
filed 2/25/92, effective 3/27/92. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 
48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 
48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. 
WSR 90-07-059 (Order R 90-4), § 284-66-330, filed 3/20/90, effective 
4/20/90.]
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WAC 284-66-340  Appropriateness of recommended purchase and ex-
cessive insurance.  (1) In recommending the purchase or replacement of 
any medicare supplement policy or certificate an insurance producer 
must make reasonable efforts to determine the appropriateness of a 
recommended purchase or replacement.

(2) Any sale of a medicare supplement policy or certificate that 
will provide an individual more than one medicare supplement policy or 
certificate is prohibited.

(3) An issuer may not issue a medicare supplement policy or cer-
tificate to an individual enrolled in medicare Part C unless the ef-
fective date of the coverage is after the termination date of the in-
dividual's Part C coverage.
[Statutory Authority: RCW 48.02.060 (3)(a) and 48.17.010(5). WSR 
11-01-159 (Matter No. R 2010-09), § 284-66-340, filed 12/22/10, effec-
tive 1/22/11. Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 
05-17-019 (Matter No. R 2004-08), § 284-66-340, filed 8/4/05, effec-
tive 9/4/05. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 
48.46.130 and 48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-340, 
filed 2/25/92, effective 3/27/92. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 
48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 
48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. 
WSR 90-07-059 (Order R 90-4), § 284-66-340, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-350  Permitted compensation arrangements.  (1)(a) The 
commissioner has found and hereby defines it to be an unfair act or 
practice and an unfair method of competition, and a prohibited prac-
tice, for any issuer, directly or indirectly, to provide commission to 
an insurance producer or other representative for the solicitation, 
sale, servicing, or renewal of a medicare supplement policy or certif-
icate that is delivered or issued for delivery to a resident within 
this state unless the commission is identical as to percentage of pre-
mium for every policy year as long as the coverage under the policy or 
certificate remains in force with premiums being paid, or waived by 
the issuer, for the coverage.

(b) Each commission payment must be made by the issuer no later 
than sixty days following the date on which the applicable premiums, 
that are the basis of the commission calculation, were paid. Each pay-
ment must be paid to either the producing insurance producer who orig-
inally sold the policy or to a successor insurance producer designated 
by the issuer to replace the producing insurance producer, or shared 
between them on some basis. The distribution of the commission pay-
ments must be designated by the issuer in its various insurance produ-
cers' commission agreements and it may not terminate, reduce or keep 
the commission payment as long as the policy or certificate remains in 
force with premiums being paid, or waived by the issuer, for the cov-
erage thereunder.

(c) Where an issuer provides a portion of the total commission 
for the solicitation, sale, servicing, or renewal of a medicare sup-
plement policy or certificate to an insurance producer, sales manager, 
district representative or other supervisor who has marketing respon-
sibilities (other than a producing or successor insurance producer), 
while such portion of total commissions continues to be paid it must 
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be identical as to percentage of premium for every policy year as long 
as coverage under the policy or certificate remains in force with pre-
miums being paid, or waived by the issuer, for the coverage.

(2) For purposes of this section, "commission" includes pecuniary 
or nonpecuniary remuneration of any kind relating to the solicitation, 
sale, servicing, or renewal of the policy or certificate, including 
but not limited to bonuses, gifts, prizes, advances on commissions, 
awards and finders fees.

(3) This section does not apply to salaried employees of an issu-
er who have marketing responsibilities if the salaried employee is not 
compensated, directly or indirectly, on any basis dependent upon the 
sale of insurance being made, including but not limited to considera-
tions of the number of applications submitted, the amount or types of 
insurance, or premium volume.
[Statutory Authority: RCW 48.02.060 (3)(a) and 48.17.010(5). WSR 
11-01-159 (Matter No. R 2010-09), § 284-66-350, filed 12/22/10, effec-
tive 1/22/11. Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 
05-17-019 (Matter No. R 2004-08), § 284-66-350, filed 8/4/05, effec-
tive 9/4/05. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 
48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 
48.46.130 and 48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-350, 
filed 2/25/92, effective 3/27/92. Statutory Authority: RCW 48.02.060, 
48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 
48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 
48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. 
WSR 90-07-059 (Order R 90-4), § 284-66-350, filed 3/20/90, effective 
4/20/90.]

WAC 284-66-400  Chapter not exclusive.  Nothing contained in this 
chapter may be construed to limit the authority of the commissioner to 
regulate medicare supplement insurance policies or certificates under 
other sections of Title 48 RCW.
[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-400, filed 8/4/05, effective 9/4/05. 
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-400, filed 2/25/92, 
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 
90-07-059 (Order R 90-4), § 284-66-400, filed 3/20/90, effective 
4/20/90.]
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