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JUNE 1994

CHAPTER 45-10-02

45-10-02-01. Definitions. For the purposes of this chapter, the
following definitions apply in addition to the definitions set forth in
section 2 of chapter 299 of the 1991 Session Laws:

1.
2.

History:

"Antifreeze" is not a petroleum product.

"Farm tank" means a tank located on a tract of land devoted to
the production of crops or for raising animals and associated
residences and improvements. A farm tank must be located on
the farm property.

"Portable tank" means any storage tank, along with its piping
and wiring, that is not stationary or affixed including, but
not limited to, tanks which are on skids.

"Residential tank" means a tank located on property used
primarily for dwelling purposes.

"Surface impoundment" means a natural topographic depression,
manmade excavation, or diked area formed primarily of earthen
materials.

Storage tanks used for collecting crude oil are considered
flowthrough process tanks and are excluded from coverage.

Effective November 25, 1991; amended effective'June 1, 1994.

General Authority: NDCC 28-32-02; S.L. 1991, ch. 299, § 5
Law Implemented: S.L. 1991, ch. 299
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45-10-02-02. Tank registration. On an annual basis (fiscal year
July first through June thirtieth), the administrator will mail to all
prior fund registrants and any other known petroleum tank owners and
operators in North Dakota a registration letter and billing notice. The
letter will explain the function of the fund and the requirement that
the tank owner or operator reeeive-prier-registratien-ef must have all
tanks owned or operated registered and all fees paid prior to a
petroleum release in order to be eligible for payment-in-the-event-ef--a
petrotedm--retease reimbursement. In the event of a petroleum release,
no payment will be made to an owner or operator of a registered tank
unless the owner or operator has eempiited complied with all other state
and federal regulations regarding petroleum tanks.

History: Effective November 25, 1991; amended effective June 1, 1994.
General Authority: NDCC 28-32-02; S.L. 1991, ch. 299, § 5
Law Implemented: S.L. 1991, ch. 299, § 17

45-10-02-03. Registration fee.

1. An annual registration fee of seventy-five dollars for each
aboveground tank and one hundred twenty-five dollars for each
underground tank is due and payable on July 1, 1991, and on
July first of each successive year thereafter. Registration
fees must be paid from April 1991, or from the date a new tank
was installed if it was after April 1991, to be in compliance
with this section. The period of registration must run from
July first to June thirtieth to coincide with the fiscal year
of North Dakota.

2. No reregistration or fee modification will be made during any
" registration year when an owner or operator removes a tank or
replaces an underground tank with an aboveground tank within a
registration year. The-fee-eorrection-wi}l--be--made--at--the
rerewal--date: The renewal billing will reflect the tank
status change. However, a prorated registration fee is
required for the installation of an additional tank within any
registration year.

3. In the event the legislative assembly may make any alterations
or modifications of the registration fee, the administrator
shall prorate the annual registration fee accordingly.

History: Effective November 25, 1991; amended effective June 1, 1994.
General Authority: NDCC 28-32-02; S.L. 1991, ch. 299, § 5
Law Implemented: S.L. 1991, ch. 299, § 17

45-10-02-04. Notification of release procedures. Once the
administrator has received from the department written notification of a
release, the administrator shall undertake or cause to be undertaken the
~ following procedures as applicable:
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History:

Enter the release information into the claim register.

Verify that the tank owner or operator has registered the tank
involved in the release, and all other tanks owned or
operated. Verification must be made by comparing the
registration 1ist and the original registration form on file
with 'the administrator. .

If not registered, send a letter of denial to inform the owner
or operator of the requirements with a carbon copy to the
department and close the claim.

If the tank is registered, call the owner to explain how the
fund works and send the tank owner or operator an application
for reimbursement. Upon receipt of the completed application,
the administrator shall investigate the release through the
use of one of the following:

a. A fund employee;
b. Employ an independent adjuster; or
c. Coordinate with an insurance company.

Review and summarize all final claims reports with the
advisory board.

Reimburse the owner or operator or make payment to the owner's
or operator's assigned representative.

Effective November 25, 1991; amended effective June 1, 1994.

General Authority: NDCC 28-32-02; S.L. 1991, ch. 299, § 5
Law Implemented: S.L. 1991, ch. 299, §§ 10, 19

45-10-02-06. Payment.

1.

No payment may be made from the fund unless the subject tank
has been properly registered and the registration fee paid
prior to the discovery of the release.

No payment will be made from the fund unless a compieted
application form has been received by the administrator. The
application must contain at least the following information:
a. Name and address of the owner or operator.

b. Street or highway description of the petroleum release
location.

c. The legal description of the release location.

d. The substance released.
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e. The date the release was discovered.
f. Name, address, and telephone number of the contact person.
g. A narrative description of the release.

Payment must be made for eligible costs as determined by the
administrator. The fund must make payment to an eligible
owner or operator whose tanks were properly registered prior
to discovery of the release for ninety percent of the eligible
costs between five thousand dollars and one hundred fifty-five
thousand dollars for corrective action including the
investigation, and one hundred percent of the costs of
corrective action between one hundred fifty-five thousand
dollars and one million dollars per occurrence and two million
dollars in the annual aggregate.

Eligible costs for a corrective action include, but are not
limited to, the following:

a. Labor.

b. Testing.

c. Use of machinery.

d. Materials and supplies.
e. Professional services.

f. Costs incurred by order of federal, state, or local
government.

g. Any other costs the administrator and the advisory board
deem to be reasonable and necessary to remedy cleanup of
the release and satisfy liability to any third party.

h. Consultant fees if authorized by the North Dakota
department of health and consolidated Tlaboratories or
other federal or state agency approving the cleanup
procedures.

The following will not be considered eligible costs under this
regulation:

a. The cost of replacement, repair, and maintenance of
affected tanks and associated piping.

b. Pumping out of any product, including water, from any
tanks which need to be removed.

c. The «cost of upgrading existing affected tanks and
associated piping.
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d. The loss of income, profits, or petroleum product.
e. Decreased property value.

f. Bodily injuries or property damages except for injuries or
damages suffered by third parties.

g. Attorney's fees.

h. Costs associated with preparing, filing, and prosecuting
an application for reimbursement or assistance under this
regulation.

i. The costs of making improvements to the facility beyond
those that are required for corrective action.

j. Any cleanup costs resulting from negligence or misconduct
on the part of the owner or operator.

k. Costs in excess of those considered reasonable by the
fund.

1. Fines or penalties imposed by order of federal, state, or
local government.

m. Finance charges, interest charges, or late payment
charges.

In order to determine what expenses are "reasonable", the
owner or operator has to bid the work out. When the lowest or
best bid is accepted, that will be deemed by the fund to be

the reasonable cost for that project. The bid needs to be
broken out into unit costs for each piece of equipment or
laborer. This can be done by the owner or operator requesting
bids according to the fund's worksheets. Any additional work
over and above the original bid will be reimbursed according
to unit costs on the original bid.

In making the determination of the amount and type of costs
eligible for payment from the fund, the administrator shall
review the written report of the claims representative, if one
is contracted, and all other correspondence and expense
documentation (including itemized bills), and shall also
review the final report from the department.

At the discretion of the administrator and after review by the
advisory board, the fund may provide partial payments prior to
the final determination of the amount of the loss, if it is
determined the cleanup is proceeding according to the proposed
work plan for the site assessment as required by the
department. The payment may be made to the owner or operator
or the owner's or operator's assigned representative if the
appropriate assignment form, as approved by the fund, is
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160: 11

11: 12.

completed and submitted to the fund administrator with
appropriate invoices establishing-time-and-materials-expended,
receipts, and canceled checks verifying the work has been

completed by the assignee.

A1l claims for payment are subject to the availability of
funds in the petroleum tank release compensation fund.

Subrogation. Prior to payment for any loss, the owner or
operator shall subrogate to the fund all rights, claims, and
interest which the owner or operator has or may have against
any party, person, persons, property, corporation, or other
entity liable for the subject loss, and shall authorize the
fund to sue, compromise, or settle in the name of the owner or
operator or otherwise, all such claims. The subrogation
agreement required by this section must be prescribed and
produced by the administrator.

No payment will be made until the owner or operator has

submitted complete excavation or consultant worksheets along

with legible copies of invoices, providing a description of:

a. Any work performed.

b. Who performed the work.

c. Where the work was performed.

d. The dates the work was performed.

e. The unit cost.

f. The total amount.

The owner or operator must submit, prior to any payment,

evidence that the amounts shown on the invoices for which the

payment is requested were either paid in full by the owner or

operator or, if the owner or operator has assigned the right

to receive payment from the fund, that a contractor hired by

the owner or operator has expended time and materials for

which payment must be made. The evidence must be accompanied

by either: :

a. Business receipts indicating payments received;

b. Canceled checks;

c. The certification of a certified public accountant that
the expenses for which reimbursement is requested have
been paid in full; or

d. Unpaid invoices from a contractor for time and materials
expended broken out by unit costs.

698



12 13.

History:

Prior to payment, the fund must be satisfied that the
corrective action taken has met all state, federal, and Tlocal
laws or regulations concerning such a cleanup and that the
corrective action has adequately addressed the release in
terms of public health, welfare, and.the environment.

Effective November 25, 1991; amended effective June 1, 1994,

General Authority: NDCC 28-32-02; S.L. 1991, ch. 299, § 5
Law Implemented: S.L. 1991, ch. 299, §§ 18, 20, 23, 24
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STAFF COMMENT: Article 45-12 contains all new material but is not
underscored so as to improve readability.

ARTICLE 45-12
NORTH DAKOTA BOILER RULES

Chapter
45-12-01 Definitions
45-12-02 Administration
45-12-03 General Requirements
45-12-04 Power Boilers - New Installations
45-12-05 Power Boilers - Existing Installations
45-12-06 Miniature Boilers - New Installations
45-12-07 Miniature Boilers - Existing Installations
45-12-08 Heating, Low Pressure, and Hot Water Supply Boilers -
New Installations
45-12-09 Heating, Low Pressure, and Hot Water Supply Boilers -
Existing Installations
45-12-10 Unfired Pressure Vessels
CHAPTER 45-12-01
DEFINITIONS
Section
45-12-01-01 Definitions

45-12-01-01. Definitions. As used in this article:

1.

"Alteration" means a structural modification of or a departure
from an original or existing construction.

"Apartments” means all multiple dwellings, including
condominiums. :

"Approved" means approved by the commissioner.

"A.S.M.E. Code" means the Boiler and Pressure Vessel
Construction Code of the American society of mechanical
engineers of which sections I, II, IV, V, VIII (divisions 1
and 2), and IX, 1992 edition, are hereby adopted by the
commissioner and 1incorporated by reference as a part of this
article. A copy of the American Society of ‘Mechanical
Engineers Code is on file at the office of the boiler
inspection program. The American Society of Mechanical
Engineers Code may be obtained from the American society of
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10.

11.

12.

13.

14.

15.

mechanical engineers headquarters at 345 east forty-seventh
street, New York, New York 10017.

“Boiler" means a closed vessel in which water is heated, steam
is generated, steam is superheated, or any combination
thereof, under pressure or vacuum for use externally to itself
by the direct application of heat from the combustion of fuels
or from electricity or nuclear energy. The term boiler
includes fired units for heating or vaporizing liquids other
than water where these units are separate from processing
systems and are compiete within themselves, as provided under
North Dakota Century Code section 26.1-22.1-01.

"Certificate inspection" means an inspection, the report of
which is used by the chief boiler inspector to decide whether
a certificate may be issued under North Dakota Century Code
section 26.1-22.1-10.

"Certificate of competency" means a certificate issued by a
jurisdiction indicating that a person has passed an
examination prescribed by the national board of boiler and
pressure vessel inspectors.

"Chief 1inspector" means the chief boiler inspector appointed
by the commissioner to serve in the capacity as stated by law.

"Commissioner" means the commissioner of insurance of North
Dakota.

"Condemned boiler" means a boiler that has been inspected and
declared unsafe or disqualified by legal requirements by an
inspector qualified to take such action who has app11ed a
stamping or marking designating its rejection.

"Deputy inspector" means a boiler inspector or inspectors
employed by the commissioner to assist the chief inspector in
making inspections of boilers.

"Existing installations" includes any boiler constructed,
installed, or placed in operation before July 1, 1973.

"External inspection” means an inspection made when a boiler
is in operation.

"Fusion welding" means a process of welding metals in a molten
or molten and vaporous state, without the application of
mechanical pressure or blows. Such  welding may be
accomplished by the oxyacetylene or oxyhydrogen flame or by
the electric arc. Thermic welding is also classed as fusion.

"High pressure, high temperature water boiler" means a water

boiler operating at pressures exceeding one hundred sixty
pounds per square inch gauge [1103.17 kilopascals] or
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16.

17.

18.

19.

20.

21.

22.

23.

temperatures exceeding two hundred fifty degrees Fahrenheit
[121.16 degrees Celsius]. For practical purposes it must be
deemed the same as a power boiler.

"Hot water supply boiler" means a fired boiler used
exclusively to supply hot water for purposes other than space
heating and includes all service and domestic-type water
heaters not otherwise exempt by North Dakota Century Code
section 26.1-22.1-06.

"Inspector" means the chief boiler inspector or any deputy
inspector or special inspector.

"Internal inspection" means an inspection made when a boiler
is shut down and handholes and manholes are opened for
inspection of the interior.

"Low pressure and heating boiler" means a boiler operated at
pressures not exceeding fifteen pounds per square inch gauge
[103 kilopascals] for steam or at pressures not exceeding one
hundred sixty pounds per square inch gauge [1103.17
kilopascals] and temperatures not exceeding two hundred fifty
degrees Fahrenheit [121.1 degrees Celsius] for water.

"Major repair" means a repair upon which the strength of a
boiler would depend. Major repairs are those that are not of
a routine nature as described in chapter III of the National
Board Inspection Code. The National Board Inspection Code,
1992 edition, 1is hereby adopted by the commissioner and
incorporated by reference as a part of this article.

"Miniature boiler" means any boiler that does not exceed any
of the following limits:

a. Sixteen-inch [40.64-centimeter] inside diameter of shell.
b. Twenty square feet [1.86 square meter] heating surface.

c. Five cubic feet [.142 cubic meter] gross volume, exclusive
of casing and insulation.

d. One hundred pounds per square inch gauge [689.48
kilopascals] maximum allowable working pressure.

"National board" means the national board of boiler and
pressure vessel inspectors, 1055 crupper avenue, Columbus,
Ohio 43229, whose membership is composed of the chief
inspectors of government jurisdictions who are charged with
the enforcement of the provisions of the American Society of
Mechanical Engineers Code.

"National Board Inspection Code" means the manual for boiler
and pressure vessel inspectors supplied by the national board.
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24.

25.

26.

27.

28.

29.

30.
31.

32.

33.

Copies of this code may be obtained from the national board at
1055 crupper avenue, Columbus, Ohio 43229.

"New boiler installations" includes all boilers constructed,
installed, or placed in operation after July 1, 1973.

"Nonstandard boiler" means a boiler that does not bear the
state stamp, the national board stamping, the American society
of mechanical engineers stamp or the stamp of any state or
political subdivision which has adopted a standard of
construction equivalent to that required by this article.

"Owner or user" means any person, firm, corporation, state, or
political subdivision owning or operating any boiler which is
not specifically exempt under North Dakota Century Code
section 26.1-22.1-06 within North Dakota.

"Power boiler" means a closed vessel in which steam or other
vapor (to be used externally to itself) is generated at a
pressure of more than fifteen pounds per square inch gauge
[103 kilopascals] by the direct application of heat.

"Reciprocal commission" means a commission issued by the
commissioner to persons who have passed a written examination
prescribed by the national board and who hold a national board
commission issued by the national board, or to persons who
have passed the written examination prescribed by the national
board and are employed by a self-insured corporation making
their own inspections.

"Reinstalled boiler" means a boiler removed from its original
setting and reerected at the same location or erected at a new
location without change of ownership.

"Repair" 1is a restoration of any damaged or impaired part to
an effective and safe condition.

“Secondhand boiler" means a boiler of which both the location
and ownership have been changed after primary use.

"Service-type or domestic-type water heater" means a fired
water heater of either instantaneous or storage type, used for
heating or combined heating and storage of hot water to be
used exclusively for domestic or sanitary purposes, with
temperatures not exceeding two hundred ten degrees Fahrenheit
[98.68 degrees Celsius], and a heat input not in excess of two
hundred thousand British thermal units [2.11 x 10 to the 8th
power joules] per hour, and pressure not to exceed one hundred
sixty pounds per square inch [1103.17 kilopascals].

"Special inspector” means an inspector regularly employed by

an insurance company authorized to insure against 1loss from
explosion of boilers in this state or an inspector who has
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34,

35.

36.

History:

passed the national board examination and is employed by a
self-insured corporation.

"Standard boiler" means a boiler that bears the stamp of North
Dakota or of another state that has adopted a standard of
construction equivalent to that required by this article or a
boiler that bears the national board stamping or American
society of mechanical engineers stamp.

"State of North Dakota Boiler Construction Code" is used to
designate the accepted reference for construction,
installation, operation, and inspection of boilers and will be
referred to as this article. Anything not amended or
specifically covered in this article must be considered the
same as the American Society of Mechanical Engineers Code.

"Steam traction engines" means boilers on wheels which are
used solely for show at state fairs and other exhibitions in
which the public is invited to attend.

Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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CHAPTER 45-12-02
ADMINISTRATION
Section S
45-12-02-01 Inspection Reports to be Submitted
45-12-02-02 Insurance Companies to Notify the Chief
Inspector of New, Canceled, or Suspended Risks
45-12-02-03 Insurance Companies to Notify the Chief Inspector
of Defective Boilers and Boiler Accidents
45-12-02-04 Self-Insured Corporations Making Own Inspections
45-12-02-05 Defective Conditions Disclosed at Time of
External Inspections
45-12-02-06 Owner or User to Notify the Chief Inspector
~in Case of Accident
45-12-02-07 Operating Without an Inspection Certificate
45-12-02-08 Validity of Inspection Certificate for Boilers
45-12-02-09 Restamping Boilers
45-12-02-10 Condemned Boilers and Condemned Pressure Vessels
45-12-02-11 Owner and Installer to Notify Chief Boiler Inspector
of Boilers to be Installed in North Dakota or
Brought Into North Dakota for Temporary Use
45-12-02-12 Owner to Notify the Chief Boiler Inspector of
Businesses Closed or Reopened
45-12-02-13 Removal of Used Boilers From the State
45-12-02-14 Nonstandard Boilers
45-12-02-15 - Installing Used or Secondhand Boilers
45-12-02-16 Reinstalled Boilers
45-12-02-17 Reporting Repairs to be Made
45-12-02-18 Reports of Welded Repair or Alterations
45-12-02-19 Stamping of Boilers
45-12-02-20 Welders' Requirements
45-12-02-21 Alterations to Boilers
45-12-02-22 Major Repairs to Boilers
45-12-02-01. Inspection reports to be submitted.
1. Power boilers. Each insurance company or self-insured

corporation, to which a special inspector commission has been
issued, shall submit to the chief boiler inspector complete
data of each high pressure boiler insured by it in North
Dakota on form NB-5 or other approved form for boilers. Each
internal inspection must be reported to the chief boiler
inspector within fifteen days after inspection on form NB-6 or
other approved form for boilers. External inspections on high
pressure boilers must be reported on form NB-6 or other
approved form only when hazardous conditions affecting the
safety of the boiler are found to exist.

2. Low pressure, hot water heating, and hot water supply boilers.

Within one year from effective date of this article, each
insurance company or self-insured corporation shall submit to
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the chief boiler inspector complete data of each boiler
insured by it in North Dakota on form NB-5 or other approved
form for boilers. All required certificate inspections must
be reported on form NB-6 or other approved form.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-02. Insurance companies to notify the chief inspector of
new, canceled, or suspended risks. Each insurance company shall notify
the chief inspector within thirty days of each boiler insured, canceled,
not renewed, or suspended because of unsafe conditions.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-03. Insurance companies to notify the chief inspector of
defective hoilers and boiler accidents. If a special inspector, upon
the first inspection of a new risk, finds that the boiler or any of the
appurtenances are in such condition that the inspector's company refuses
insurance, the company shall submit a report of the defects to the chief
inspector. When an accident occurs to an insured boiler which requires
major repairs as defined in subsection 20 of section 45-12-01-01, or
which results in the boiler being removed from service, that accident
must be reported to the chief boiler inspector within thirty days of the
insuring company first becoming aware of the accident.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-04. Self-insured corporations making own inspections.
The chief inspector will not be required to inspect boilers in any
establishment owned and operated by a self-insured corporation provided
an annual boiler inspection program is established and maintained by
such corporation and all boilers and appurtenances are constructed,
installed, operated, and repaired in accordance with the provisions of
this article. When boilers are inspected by an employee of a
self-insured corporation, such inspector must hold a certificate of
competency or a commission-issued by North Dakota or a state that has
adopted the American Society of Mechanical Engineers Code. A complete
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report of each boiler inspection must be filed with the chief inspector
on national board or other approved forms within fifteen days of

inspection.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-05. Defective conditions disclosed at time of external
inspections. If upon an external inspection there is evidence of a leak
or crack, enough of the covering of the boiler must be removed to
satisfy the inspector, in order that the inspector may determine the
safety of the boiler. If the covering cannot be removed at that time,
the inspector may order the operation of the boiler stopped until the
covering can be removed and proper examination can be made.

History: Effective June 1, 1994,
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-06. Owner or user to notify the chief inspector in case
of accident. When an accident occurs which requires major repairs as
defined in subsection 20 of section 45-12-01-01, the owner or user shall
immediately notify the chief inspector and submit a detailed report of
the accident. In case of an explosion, notice must be given immediately
by telephone, telegraph, or messenger and the parts of the boiler may
not be removed or disturbed before an inspection has been made by an
inspector, unless for the purpose of saving human 1ife or property.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-07. Operating without an inspection certificate. The
owner or user who causes a boiler to be operated after inspections
without possessing a valid certificate of inspection is subject to the
penalty under North Dakota Century Code section 26.1-22.1-11.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-08. Validity of inspection certificate for hoilers. An
inspection certificate, issued in accordance with this article, is valid
until expiration (not more than twelve months for power boilers and
twenty-four months for Jlow pressure, hot water supply and heating
boilers) unless some defect or condition affecting the safety of the
boiler is disclosed. (Exception: Steam traction engines and certain
boilers over one hundred thousand pounds of steam per hour as allowed by
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North Dakota Century Code sections 26.1-22.1-67 and 26.1-22.1-10.) A
certificate issued for a boiler inspected by a special inspector is
valid only if the boiler for which it was issued continues to be insured
by a duly authorized insurance company or self-insured corporation. A
two-month grace period must be extended for any certificate.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-09. Restamping hoilers. When the stamping on a boiler
becomes indistinct, the inspector shall instruct the owner or user to
have it restamped. Request for permission to restamp the boiler must be
made to the chief inspector and proof of the original stamping must
accompany the request before authorization by the chief inspector.
Restamping authorized by the chief inspector may be done only by an
inspector, and must be identical with the original stamping, except that
it is not required to restamp the American Society of Mechanical
Engineers Code symbol. Notice of completion of such restamping must be
filed with the chief inspector by the inspector who stamped the boiler
or pressure vessel, together with a facsimile of the stamping.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-10. Condemned hoilers and condemned pressure vessels.
Any boiler having been inspected and declared unsafe by the chief
inspector or the inspector's deputy must be stamped by the inspector
with the Tetter X and the letters ND as shown on the following facsimile
which will be designated a condemned boiler: XX ND XX.

Histofy: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-11. Owner and installer to notify chief hoiler inspector
of hoilers to bhe installed in North Dakota or brought into North Dakota
for temporary use.

1. The owner shall notify the chief boiler inspector before any
new or secondhand boiler may be operated in North Dakota,
giving its location and operating pressure.

2. The 1installer shall notify the chief boiler inspector before
any new or secondhand boiler may be installed in North Dakota,
giving its location and operating pressure.

3. The owner shall notify the chief boiler inspector of boilers
removed from location, junked, or sold.
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4. The owner shall notify the chief boiler inspector within
fifteen days of removing a boiler from its location as to
whether it has been junked or sold. If it has been sold, the
name and address of the purchaser must be given.

5. When a boiler is brought into the state on a temporary basis
and is to be removed from the state, a notice must be given as
to the date it will be removed from North Dakota.

Histofy: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-12. Owner to notify the chief boiler inspector of
businesses closed or reopened.

1. It is the responsibility of the owner of a building complex or

- owner of a boiler to notify the chief boiler inspector of
plans to discontinue use of a boiler due to business being
permanently closed.

2. If a business is destroyed by fire, flood, or windstorm, the
owner shall notify the chief boiler inspector as to plans
developed for the disposition of the boiler.

History: Effective June 1, 1994,
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-13. Removal of used boilers from the state. When a
nonportable standard boiler located in this state is moved to another
state for wuse or repair, the owner shall apply to the chief boiler
inspector before the boiler may be reinstalled in North Dakota.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Impiemented: NDCC 26.1-22.1-14

45-12-02-14. Nonstandard boilers. A nonstandard boiler used in
this state, if moved outside of the state, cannot be reinstalled in this
state without permission of the chief boiler inspector.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-15. Installing used or secondhand boilers. Before a
used or secondhand boiler may be installed in this state, an inspection
must be made by an inspector. (Note: It is recommended that before a
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used or secondhand boiler is shipped for installation or operation in
this state, that it be inspected by a North Dakota inspector, or by a
national board commissioned inspector, and data submitted by the
inspector filed by the buyer or owner or user with the chief boiler
inspector for the chief inspector's approval. Otherwise hardships may
be encountered should the boiler be condemned after installation.)

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-16. Reinstalled bhoilers. When a stationary boiler is
moved and reinstalled, the fittings and appliances must comply with all
requirements for new installations.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-17. Reporting repairs to be made.

1. The owner or person in charge of a boiler repair shop making
major repairs to a boiler shall notify the chief boiler
inspector of each major repair or alteration to be made to a
boiler, and the anticipated repair must be approved before
work is started; or

2. If the boiler is insured or owned by a self-insured
corporation, the special inspector may authorize the repair.
After such repairs are made, they are subject to the approval
of an inspector.

History: Effective June 1, 1994,
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-18. Reports of welded repair or alterations. All
alterations and major repairs made to boilers in North Dakota must be
reported on the national board report of welded repair or alteration
form R-1 and this form must be completely filled out. The completed
form must be sent by the repair concern effecting the repair to the
chief boiler inspector within thirty days of the completion of the
repair or alteration.

Subject to the administrative procedures of the boiler inspection

program and the approval of the inspector, repairs of a routine nature
may be given prior approval or the requirement for the repair report may

710



be waived. The National Board Inspection Code must be used as a
guideline in determining repairs of a routine nature.

History: Effective June 1, 1994,
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-19. Stamping of hoilers.

1. Every boiler built for use in North Dakota must conform in
every detail to the boiler laws and rules of North Dakota.
When correctly constructed in accordance with these laws and
rules it must be stamped with a state stamp of North Dakota
and assigned a state number.

2. A boiler may not be operated in North Dakota unless it is
stamped with the American society of mechanical engineers
stamp and registered with the national board or can qualify
for a North Dakota stamp. A request for a North Dakota stamp
must be accompanied by a manufacturer's data report with
supporting evidence that the boiler meets all requirements of
the laws of North Dakota.

3. Upon completion of the installation, all boilers must be
inspected by an inspector. Initial certificate inspections
may only be made by the chief inspector or deputy inspectors.
At the time of this inspection, each boiler must be stamped
with a serial number of North Dakota preceded by the letters
N.D. The Jletters and figures must not be Tless than
five-sixteenths inch [7.94 millimeters] in height. If
construction will not permit stamping, a numbered metal tag
must be attached in a conspicuous place. The stamping may not
be concealed by lagging or paint and must be exposed at all
times.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-20. Welders' requirements. Any person welding on new or
existing boilers shall register with the chief boiler inspector
sufficient data to show a satisfactory performance qualification test
for American society of mechanical engineers position "6G" or
equivalent. This data must be documented on a current American society
of mechanical engineers section IX "QW-484" form. Tests of welded
specimens must be made by a certified testing laboratory.

History: Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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45-12-02-21. Alterations of bhoilers. Alterations, as defined in
this article, must be made by a firm in possession of a valid national
board "R" certificate of authorization, with alterations included within
its scope of activity.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-02-22. Major repairs to hoilers. Major repairs, as defined
in this article, must be made by:

1. A firm in possession of a valid national board "R" certificate
of authorization for the type of vessel to be repaired;

2. Any self-insured company that has employees for the purpose of
inspecting its own boilers in this state and these employees
have been issued special inspector commissions under North
Dakota Century Code section 26.1-22.1-08; or

3. A firm authorized by the commissioner to do repairs to
boilers. Such authorization may only be issued upon a
successful review of that firm's repair capabilities by the
chief inspector. Such a review must be based on the National
Board Inspection Code and must be made on a frequency
determined by the chief inspector. Such authorization may be
revoked or not renewed by the chief inspector for cause.

The requirements of this section are effective December 1, 1994.
History: Effective June 1, 1994,

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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.

CHAPTER 45-12-03
GENERAL REQUIREMENTS

Section

45-12-03-01 Inspection of Boilers

45-12-03-01. Boiler Inspection Fees

45-12-03-02 Preparation for Internal Inspection

45-12-03-03 Boiler Improperly Prepared for Inspection

45-12-03-04 Removal of Covering to Permit Inspection

45-12-03-05 Lap Seam Crack

45-12-03-06 Hydrostatic Pressure Tests

45-12-03-07 Automatic Low-Water Fuel Cutoff or
Water-Feeding Device

45-12-03-08 Safety Appliances

45-12-03-09 Blowoff Tanks

45-12-03-10 Blowoff Piping

45-12-03-11 Location of Blowoffs and Vents

45-12-03-12 Underground Instailations

45-12-03-13 Supports

45-12-03-14 Pressure Reducing Valves

45-12-03-15 Ladders and Runways

45-12-03-16 Boiler Logs

45-12-03-17 Major Repairs

45-12-03-18 Same Material to be Used

45-12-03-19 Repairs to Boilers

45-12-03-20 Removal of Safety Appliances

45-12-03-21 Repairs and Renewals of Boiler Fittings
and Appliances

45-12-03-22 Return Pump

45-12-03-23 Shop Inspection - Manufacturing

45-12-03-24 Commissioner to Arrange for Examinations

45-12-03-25 Conditions not Covered by this Article

45-12-03-26 Inspection of Boilers

45-12-03-27 Steam Traction Engines

45-12-03-28 Safety Valves

45-12-03-01. Inspection of boilers. The owner or user shall
prepare a boiler subject to regular inspections for such inspections or
hydrostatic tests when notified by the inspector. The owner or user
shall prepare each boiler for internal inspection and shall prepare for
and apply the hydrostatic test whenever necessary, on the date specified
by the inspector, which may not be less than seven days after the date
of notification.

History: Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-01.1. Boiler inspection fees. The following will be
charged for boiler inspections:
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1.

High pressure boilers.
a. Internal inspections. Fee

- 50 square feet [4.65 square meters]

or less of heating surface $46.00
- Over 50 square feet [4.65 square meters]

and not over 500 square feet

[46.45 square meters] 50.00
- Over 500 square feet [46.45 square meters]

and not over 4,000 square feet

[371.61 square meters] 60.00
- Over 4,000 square feet [371.61 square meters]
of heating surface 70.00

b. External inspections.

- 50 square feet [4.65 square meters] of

heating surface or less; 100KW or less $30.00
- Over 50 square feet [4.65 square meters] of
heating surface; over 100 KW 40.00

Low pressure boilers.
a. Internal inspections.

- Without manway $40.00
- With manway 50.00

b. External inspections.

- Hot water heat and Tow pressure steam $30.00
- Hot water supply 15.00
- Additional boilers at same account for

same day inspection (account = same owner,

management firm, user, etc.) 20.00

Steam traction engines.

- Internal $40.00
- External 35.00
- Hydrostatic test 45.00
- Ultrasonic survey, per hour 30.00

Multiple boiler fee cap. Inspection fees for the same
account, per day, must be as stated in this fee schedule, or
at the flat rate of two hundred fifty dollars, whichever is
less. This is in addition to the state certificate fee noted
in subsection 5.

State certificate fee,
per certificate. $15.00
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History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-02. Preparation for internal inspection. The owner or
user shall prepare a boiler for internal inspection in the following
manner:

}1. Water must be drawn off and the boiler thoroughly washed.

2. A1l manholes and handhole plates, washout plugs, and plugs in
water column connections must be removed, the furnace and
combustion chambers thoroughly cooled and cleaned, at the
discretion of the inspector.

3. All grates of internally fired boilers must be removed, at the
discretion of the inspector.

4. At each annual inspection, brickwork must be removed as
required by the inspector in order to determine the condition
of the boiler, headers, furnace, supports, or other parts.

5. The steam gauge must be removed for testing, at the discretion
of the inspector.

6. Any leakage of steam or hot water into the boiler must be cut
off by disconnecting the pipe or value at the most convenient
point.

7. Any low-water fuel cutoff float chamber must be opened and
cleaned.

8. Safety concerns such as asbestos and confined space entry must
be addressed by the owner to provide for the safety of the
inspector. Applicable state or federal regulations must be
used to decide if safety measures must be taken.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-03. Boiler improperly prepared for inspection. If a
boiler has not been properly prepared for an internal inspection or the
owner or user fails to comply with the requirements for hydrostatic test
as set forth in this article, the inspector may decline to make the
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inspection or test and withhold the certificate of inspection until the
owner or user complies with the requirements.

History: Effective June 1, 1994,
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-04. Removal of covering to permit inspection. If the
boiler is jacketed so that the longitudinal seams of shells, drums, or
domes cannot be seen, enough of the jacketing, setting wall, or other
form of casing or housing must be removed, at the discretion of the
inspector, so that the size of the rivets, pitch of the rivets, and
other data necessary to determine the safety of the boiler may be
obtained, provided such information cannot be determined by other means.

History: Effective June 1, 1994,
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-05. Lap seam crack. The shell or drum of a boiler in
which a lap seam crack is discovered along a longitudinal riveted joint
must be immediately discontinued from use. If the boiler is not more
than fifteen years of age, a complete new course of the original
thickness may be installed at the discretion of the chief inspector.
Patching is prohibited. "Lap seam crack" means the typical crack
frequently found in lap seams, extending parallel to the longitudinal
joint and located either between or adjacent to rivet holes.

History: Effective June 1, 1994.
_General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-06. Hydrostatic pressure tests. A hydrostatic pressure
test, when applied to boilers of riveted or welded construction, except
locomotive boilers, may not exceed one and one-half times the maximum
allowable working pressure. Hydrostatic pressure applied to locomotive
boilers may not exceed one and one-quarter times the maximum allowable
working pressure. During the hydrostatic pressure test, the safety
valve or valves must be removed or each valve disk must be held down by
means of a testing clamp and not by applying the additional load to the
spring with the compression screw. The minimum temperature of the water
used to apply a hydrostatic test must not be less than seventy degrees
Fahrenheit [25 degrees Celsius], nor shall it exceed one hundred twenty
degrees Fahrenheit [49.3 degrees Celsjus]. (Note: For all cases

716



involving the question of tightness, the pressure may be equal to the
release pressure of the safety valve or valves having the lowest release
setting.)

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-07. Automatic Tlow-water fuel cutoff or water-feeding
device.

1. Each automatically fired steam or vapor system boiler must be
equipped with an automatic low-water cutoff located to
automatically cut off the fuel supply when the surface of the
water falls to the lTowest safe waterline. Each automatically
fired high pressure boiler must be equipped with at least two
Jow-water fuel cutoffs, one of which must be of the float
type. A high pressure boiler regularly attended by a
full-time operator is not considered as automatically fired,
and is not required to be equipped with Tlow-water fuel
cutoffs. For other than electric boilers, the primary
Tow-water fuel cutoff for Tow pressure steam boilers must be a
float type that can be readily tested.

2. If a water-feeding device is installed, it must be constructed
so that the water inlet valve cannot feed water into the
boiler through the float chamber and 1located to supply
requisite feedwater. The lowest safe waterline should not be
lower than the lowest visible part of the water glass.

3. Such fuel or feedwater control device may be attached directly
to a boiler or to the tapped openings provided for attaching a
water glass directly to a boiler, provided that for low
pressure boilers such connections from the boiler are
nonferrous tees or Y's not less than one-half-inch
[12.7-mi1limeter] pipe size between the boiler and the water
glass, so that the water glass is attached directly and as
close as possible to the boiler; the straightway tapping of
the Y or tee to take the water glass fittings, and the side
outlet of the Y or tee to take the fuel cutoff or
water-feeding device. The ends of all nipples must be reamed
to full-size diameter.

4. Designs embodying a float and float bowl must have a vertical
straightaway drainpipe at the Tlowest point in the water
equalizing pipe connections by which the bowl and the
equalizing pipe can be flushed and the device tested.

History: Effective June 1, 1994,

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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45-12-03-08. Safety appliances.

1.

History:

A person may not remove, tamper with, or render inoperative
any safety appliances prescribed by these rules except for the
purpose of making repairs. The resetting of safety appliances
may not exceed the accepted working pressure of the unit.

Repairs or adjustments made to safety or safety relief valves
must be done by the manufacturer of the valve or an approved
testing facility equipped to do such repairs or adjustments.
The resetting of safety valves or safety relief valves may not
exceed the accepted working pressure for the unit.

An approved testing facility must be one of the following:

a. A facility holding a valid certificate of authorization
and "VR" symbol stamp issued by the national board of
boiler and pressure vessel inspectors.

b. An owner or user "VR" program, the full equivalent of the
national board "VR" program, reviewed and accepted by the
chief boiler inspector, and a representative of the owner
or user's authorized inspection agency responsible for the
inservice inspection of the owner or user's bhoilers.

c. An owner or user program for doing adjustments to set
pressure or blowdown, or both, to boiler pressure relief
valves owned by them, provided the adjusted settings or
capacities, or both, and the date of the adjustments are
recorded on a metal tag secured to the seal wire. All
external adjustments must be sealed showing the
identification of the organization making the adjustments.
The chief boiler inspector shall review the training,
qualifications, and procedures used to implement this
program.

Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-09. Blowoff tanks.

1.

Blowoff piping from a boiler may not discharge directly into a
sewer. A biowoff tank, constructed to the provisions of
section VIII of the American Society of Mechanical Engineers
Code, must be used where conditions do not provide an adequate
and safe open discharge.

Blowoff tanks hereinafter installed, if of metal, must be

designed for a minimum working pressure of fifty pounds per
square inch [344.74 kilopascals].
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History:

The outlet from the blowoff tank must be twice the area of the
inlet pipe, and made to extend internally within eight 1inches
[203.2 millimeters] from the bottom of the tank.

Vent pipe at least four times the area of the inlet pipe must
lead to the outer atmosphere.

Vents must be as direct as possible to the outer air and
discharge at a safe location. There may be no valve or other
possible obstructions such as water pockets between the tank
and the discharge end of the vent pipe.

A1l pipe connections between the tank and the boiler must be
as direct as possible and must conform to the American Society
of Mechanical Engineers Code.

For convenience in cleaning the tank, a manhole or an access
opening must be provided.

If a blowoff tank is not vented as specified above, it must be
constructed for a pressure equal to that allowed on the boiler
to which it is attached or must be equipped with a safety
valve or valves of sufficient capacity to prevent the pressure
from exceeding the safe working pressure of the tank.

Boiler blowoff systems constructed in accordance with the
national board rules and recommendations for the design and
construction of boiler blowoff systems must be considered as
complying with this section.

Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-10. Blowoff piping.

1.

The construction of the setting must be done in such a manner
that it does not restrict the movement of the blowoff piping.

A1l blowoff piping, when exposed to furnace heat, must be
protected by firebrick or other heat-resisting material so
constructed that the piping may be readily inspected.

Each boiler must have a blowoff pipe, fitted with a valve
cock, in direct connection with the lowest water space. Cocks
must be of the gland or guard type and suitable for the
pressure allowed. The use of globe-type valves is not
permitted unless complying with the American Society of
Mechanical Engineers Code. When the maximum allowabie working
pressure exceeds one hundred pounds per square inch gauge
[689.48 kilopascals] each blowoff pipe must be provided with
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two valves or a valve and a cock, such valves and cocks to be
of the extra heavy type.

4, When the maximum allowable working pressure exceeds one
hundred pounds per square inch gauge [689.48. kilopascals],
blowoff piping must be extra heavy from the boiler to the
valve or valves and must be run full size without use of
reducers or bushings. The piping must be at Teast extra heavy
duty wrought iron or steel and may not be galvanized.

5. A1l fittings between the boiler and blowoff valve must be
steel or extra heavy fittings of malleable iron. In case of
renewal of blowwoff pipe or fittings, they must be installed
in accordance with the rules and regulations for new
installations. ‘

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-11. Location of blowoffs and vents. The discharge of
safety valves, blowoff pipes, and other outlets must be located so as to
prevent injury to personnel. For high pressure bhoilers, vents from
blowoff tanks, condensate tanks, and the discharge piping from safety
valves must be as short and straight as possibie and so arranged as to
avoid undue stresses on the safety valve or valves. Safety valve
discharge piping must be so designed and constructed as to prevent
excessive back pressure, while not affecting safety valve capacity and
performance.

History: Effective June 1, 1994,
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-12. Underground installations. Where necessary to
install a blowoff tank underground, it must be enclosed in a concrete or
brick pit with a removable cover so that inspection of the entire shell
and heads of the tank can be made.

History: Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-13. Supports. Each boiler must be supported by masonry
or structural supports of sufficient strength and rigidity to safely
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support the boiler and its contents. There must be a minimum of
vibration in the boiler and its connecting piping.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

. 45-12-03-14. Pressure reducing valves.

1. Where pressure reducing valves are used, one or more relief or
safety valves must be provided on the low pressure side of the
reducing valve in case the piping or equipment on the low
pressure side does not meet the requirements for the full
initial pressure. The relief of safety valves must be located
adjoining or as close as possible to the reducing valve.
Proper protection must be provided to prevent injury or damage
caused by the escaping steam from the discharge. Capacity of
the relief valves must be such that the pressure rating of the
Tower pressure piping or equipment shall not be exceeded in
case the reducing valve sticks open.

2. The wuse of hand-controlled bypasses around reducing valves is
permissible. The bypass if used around a reducing valve may
not be greater in capacity than the reducing valve unless the
piping or equipment is adequately protected by relief valves
or meets the requirements of the high pressure system.

3. A pressure gauge must be installed on the low pressure side of
a reducing valve.

4. A1l Tow pressure headers and their outlets must be protected
by a safety valve or valves whose combined capacity is
equivalent to the total amount of steam that can pass from the
high pressure system to the lower pressure system.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-15. Ladders and runways. To ensure safe access to
batteries of boilers, a steel platform or runway at Tleast eighteen
inches [457.2 millimeters] 1in width must be provided, complete with
standard railing and toeboards on either side, across the tops of
adjacent boilers. Wherever arrangement and location permit, all runways
must provide for two means of egress remotely located with respect to
the other and connected to a permanent stairway or fixed ladder leading
to the floor level. The inspector shall notify the chief inspector of
the owners or users who must provide for these requirements and the
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chief inspector shall give written notice to the owner or user that the
installation be made.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-16. Boiler 1logs. A log must be kept as to all repairs
made, unusual incidents, accidents, water tests, amounts, types, and
dates of water treatment.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-17. Major repairs. [f a major repair is necessary, an
inspector must be called for consultation and advice as to the best
method of making such repair. After such repair is made it is subject
to the approval of the inspector.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-18. Same material to be used.

1. No repair to any boiler or steampipe nor any of the
connections thereto may be approved which is made in whole or
in part of unsuitable material or is unsafe from any cause.
Nothing herein may be construed to prevent the use of any
boiler constructed of riveted iron or steel plates when the
inspector has satisfactory evidence that such boiler or steam
generator 1is equal in strength to and as safe from explosion
as boilers constructed of the best quality of materials.

2. Quality of the material used in boiler construction and repair
demands critical attention because in performing its function
a steam boiler is continually subjected to disruptive
stresses. These are due to high internal pressures and to
changes in  temperature. Disastrous consequences will
inevitably follow if the material fails under these stresses.

3. The quality of the material used in the different parts of a
boiler should be selected with special reference to the
stresses and disruptive influences which each part encounters
in service.

4. Galvanized pipe may not be used on any boiler or boiler system

subject to this article, as this may cause deterioration of
the boiler.

722



5. Sweated or soldered copper Jjoints may not be used in steam
piping and connections.

6. Repair material having a lesser tensile strength than that
used in the original construction may not be used.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-19. Repairs to hoilers.

1. Rejection of repair. Any riveted or welded repair made to a
boiler in North Dakota which does not meet this article's
requirements will be cause for rejection of the repair by an
inspector.

2. Rejection of welds. Any weld found to contain heavy slag
inclusions or to be porous or found to be cracked will be
reason for rejection of the weld and either part or all of the
weld must be removed by grinding or shipping and the weld must
be replaced.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-20. Removal of safety appliances.

1. A person may not attempt to remove or do any work upon a
safety appliance, prescribed by these rules, while a boiler is
in operation. Should any of these safety appliances be
repaired during an outage of a boiler, they must be
reinstalled and in proper working order before the object is
again placed in service. This provision does not apply to the
removal and replacement of a gauge glass.

2. A person may not in any manner load the safety valve or valves
to maintain a working pressure in excess of that stated on the
certificate of inspection.

History: Effective June 1, 1994,

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-21. Repairs and renewals of boiler fittings and
appliances. Whenever repairs are made to fittings or appliances or it
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becomes necessary to replace them, the work must comply with all
requirements for new installations.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26,1-22.1-14

45-12-03-22. Return pump. Each condensate return pump where
practicable must be provided with an automatic water level control set
to maintain the water level within the limits of two gauge cocks.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-23. Shop inspection - Manufacturing. Any new boiler
being constructed-in North Dakota must be shop-inspected by an inspector
holding a North Dakota reciprocal commission and a national board
commission. The boiler inspection program may function as an authorized
inspection agency. The boiler inspection program may cooperate with the
national board and American society of mechanical engineers in making
shop reviews and audits.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-24. Commissioner to arrange for examinations. The
commissioner shall cause examinations to be conducted at such times as
is necessary for the qualification of inspectors.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-25. Conditions not covered by this article.

1. In any conditions not covered by this article, the American
Society of Mechanical Engineers Code for new installations
applies.

2. If any section, subsection, sentence, clause, phrase,
provision, or exemption of this article is declared
unconstitutional or invalid for any reason, such invalidity
does not affect the remaining portion of this article.

History: Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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45-12-03-26. Inspection of hoilers.

1.

Each boiler used or proposed to be used within this state,
except boilers exempt in North Dakota Century Code section
26.1-22.1-06, must be thoroughly inspected as to their
construction, installation, condition, and operation as
follows:

a. Power boilers must be inspected annually both internally
and externally while not under pressure and must also be
inspected annually externally while under pressure.
However, any power boiler or steam generator, the
operation of which is an integral part of or a necessary
adjunct to other continuous processing operations, must be
inspected internally at such intervals as are permitted by
the shutting down of the processing operation. The chief
boiler inspector may provide for extension of time between
internal inspections, but an external inspection must be
made, and report submitted, for purposes of issuing a
certificate. In all other instances the certificate
inspection must be an internal inspection when
construction permits.

b. Low pressure steam boilers must be inspected annually.
Low pressure steam boilers of steel construction must be
inspected alternately internally and externally. The
issuance of a certificate must normally be based on the
internal inspection.

c. Hot water heating and hot water supply boilers must be
inspected biennially unless they are located in a nursing
home, school, nursery school, or kindergarten, in which
case they must be inspected annually. Internal
inspections will be required when deemed necessary by the
inspector.

d. A grace period of two months beyond the period specified
in the above subdivisions may elapse between inspections.

The only reports normally required by the chief boiler
inspector will be reports of inspections made as a certificate
inspection. Certificate inspections must be made during the
period of thirty days prior to and thirty days after the
expiration date of the certificate. Noncertificate
inspections, when required by the provisions of this section,
must be documented in such a manner that reports of these
inspections may be furnished to the state insurance department
upon the request of the chief boiler inspector. The chief
boiler inspector encourages reports to be made at any time
adverse conditions are found, or when difficulty is
encountered getting cooperation from the owner or user.
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3. The inspections required under this section must be made by
the chief boiler inspector, or by a deputy inspector, or by a
special inspector provided for in this article.

4. If at any time a hydrostatic test is deemed necessary by the
inspector, it must be made by the owner or user in the
presence of, and under the supervision of the inspector, and
must be approved by the inspector.

5. Cast iron boilers must be considered as boilers that do not
lend themselves to internal inspections. Internal inspections
of electric boilers must be made when deemed necessary by the
inspector. :

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-27. Steam traction engines. All steam traction engines
must conform to at least one of the following: chapter 45-12-04,
45-12-05, 45-12-06, or 45-12-07.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-03-28. Safety valves.

1. Boiler safety valves and safety relief valves must be placed
on, or as close as physically possible, to the boiler proper.

2. Safety valves or safety relief valves may not be placed on the
feedline except when installed to provide control for
feedwater pressure or to protect a feed pump against
overpressure.

History: Effective June 1, 1994,

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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CHAPTER 45-12-04
POWER BOILERS - NEW INSTALLATIONS

Section

45-12-04-01 Requirements

45-12-04-02 ~ Appurtenances - Piping and Tests
45-12-04-03 Exits From Boilerrooms
45-12-04-04 Boiler Clearances

45-12-04-01. Requirements.

1.

History:

A1l new boilers, except those exempt by law, to be installed
in North Dakota must be reported to the chief boiler inspector
by the owner or user and by the installer.

After July 1, 1973, power boilers that are not exempt by law
may not be installed in this state unless they have been
constructed, inspected, and stamped 1in conformity with the
applicable edition of the American Society of Mechanical
Engineers Code for power boilers and are approved, registered,
and inspected in accordance with the requirements of this
article.

A boiler having the standard stamping of another state that
has adopted a standard of construction equivaient to the
standard of North Dakota may be accepted by the chief boiler
inspector if the person desiring to install the boiler makes
application for the installation and files with the
application the manufacturer's data report covering the
construction of the boiler.

Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-04-02. Appurtenances - Piping and tests.

1.

The inspector shall inspect all boilers and connected
appurtenances for their safe operation and all pressure piping
connecting them to the appurtenances and all piping up to and
including the first stop valve, or the second stop valve when
two are required.

Any pressure piping to the boiler, such as water column,
blowoff valve, feedwater regulator, super heater, economizer,
stop valves, etc., which are shipped connected to the boiler
as a unit, must be hydrostatically tested with the boiler and
witnessed by an inspector.
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3. All economizers and superheaters, whether separately fired or
not, and whether located within the scope of boiler external
piping or not, must be constructed to section I of the
American Society of Mechanical Engineers Code.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-04-03. Exits from boilerrooms.

1. To Tlessen the hazard of being trapped within the boilerroom,
ash pit aisles, or other locations, there must be at least two
means of exit as may be considered necessary by the inspector.
Each elevation must be provided with at least two means of
egress, each to be remotely located from the other.

2. A1l inspectors shall notify the chief inspector of the owners
or users who must provide for these requirements. The chief
inspector shall then give written notice to the owner or user
that the necessary work must be completed within six months
from the date of notification.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-04-04. Boiler clearances.

1. A1l new boiler installations must be designed to allow for
normal operation, cleaning, and inspections, and must have at
Teast three feet [.91 meters] of clearance on each side of the
boiler with no obstructions and boilers operated in battery
may not be installed closer than four feet [1.22 meters] from
each other.

2. A1l boilers must be installed to allow for removal of tubes
without removing walls or other structures. The front or rear
of any boiler may not be located any nearer than three feet
[.91 meters] from any wall or structure.

3. On all boilers equipped with a manhole, at least seven feet

[2.1336 meters] of clearance must be maintained from the top
of the boiler manhole to the ceiling of the boilerroom.
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4., Boilers without manholes must have a minimum of at least three
feet [.91 meters] from the top of the boiler to the Towest
point of the boilerroom ceiling.

History: Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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CHAPTER 45-12-05

POWER BOILERS - EXISTING INSTALLATIONS

Section

45-12-05-01 Maximum Allowable Working Pressure for
Standard Boilers

45-12-05-02 Maximum Allowable Working Pressure for
Nonstandard Boilers

45-12-05-03 Age Limit of Existing Boilers

45-12-05-04 Welded Boilers

45-12-05-05 Pressure on 01d Boilers

45-12-05-06 Cast Iron Headers and Mud Drums

45-12-05-07 Pressure on Cast Iron Boilers

45-12-05-08 Safety Valves and Safety Relief Valves

45-12-05-09 Superheater Safety Valve Requirements

45-12-05-10 Capacity

45-12-05-11 Mounting

45-12-05-12 - Operation

45-12-05-13 Steam Stop Valves

45-12-05-14 Feedwater Valves and Piping

45-12-05-15 Blowoff Valves and Piping

45-12-05-16 Factors of Safety

45-12-05-17 Inspection of Inaccessible Parts

45-12-05-18 Repairs and Renewals of Fittings and Appliances

45-12-05-19 Fusible Plugs

45-12-05-20 Water Columns, Gauge Glasses, and Gauge Cocks

45-12-05-21 Steam Pressure Gauge

45-12-05-22 Pressure on Nonstandard Traction Engines

45-12-05-23 Duties of Owners

45-12-05-01. Maximum allowable working pressure for standard
boilers. The maximum allowable working pressure for standard boilers
must be determined in accordance with the applicable provisions of the
edition of the American Society of Mechanical Engineers Code under which
they were constructed and stamped.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-02. Maximum allowable working pressure for nonstandard
boilers.

1. The maximum allowable working pressure on the shell of a
nonstandard boiler must be determined by the strength of the
weakest section of the structure, computed from the thickness
of the plate, the tensile strength of the plate, the
efficiency of the longitudinal joint or tube ligaments, the
inside diameter of the weakest course and the factor of safety
allowed by this article.
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Maximum allowable working pressure, per
TStE = square inch gauge where:

RFS
TS = Ultimate tensile strength of shell plates per
square inch
t = Minimum thickness of shell plate, in weakest
course, inches
E = Efficiency of longitudinal joint:
For tube ligaments and riveted construction, E shall
be determined by the rules given in section I,
part PR, of the American Society of Mechanical
Engineers Code for power boilers. For seamless
construction, E shall be considered one hundred
percent.
R = Inside radius of the weakest course of the
shell, in inches
FS = Factor of safety permitted

When the tensile strength of steel or wrought iron shell plate
is not known, it must be taken as fifty-five thousand pounds
per square inch [386.11 megapascals] for steel and forty-five
thousand pounds per square inch [310.26 megapascals] for
wrought iron.

The resistance to crushing of mild steel must be taken at
ninety-five thousand pounds per square inch [655 megapascals]
of the cross-sectional area.

When computing the ultimate strength of rivets in shear, the
following values, in pounds per square inch [megapascals] of
the cross-sectional area of the rivet shank must be used:

Pounds per

Square Inch Megapascals
Iron rivets in singie shear 38,000 262.
Iron rivets in double shear 76,000 524.
Steel rivéts in single shear 44,000 303.
Steel rivets in double shear 88,000 606.

When the diameter of the rivet holes in the longitudinal
joints of a boiler is not known, the diameter and
cross-sectional area of rivets, after driving, may be selected
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from the following table, or as ascertained by cutting out one
rivet in the body of the joint.

SIZES OF RIVETS BASED ON PLATE THICKNESS

Thickness of ' “
plate, inches 1/4 9/32 5/16 11/32 3/8 13/32
Diameter of rivet

after driving,
inches 11/16 11/16 3/4 3/4 13/16 13/16

Thickness of .
~plate, inches 7/16 15/32 1/2 9/16 5/8
Diameter of rivet ‘

after driving,
inches 15/16 15/16 15/16 1-1/16 1-1/16

5. The following factors of safety must be increased by the
inspector if the condition and safety of the boiler demand it:

The 1lowest factor of safety permissible on existing
installations is four and five-tenths, except for
horizontal-return-tubular boilers having continuous
Tongitudinal lap seams more than twelve feet [3.66 meters]
in Tength, when the factor of safety is eight; when this
latter type boiler is removed from its existing setting,
it may not be reinstalled for pressures in excess of
fifteen pounds per square inch gauge [103 kilopascals].

Reinstalled or secondhand boilers must have a minimum
factor of safety of six when the longitudinal seams are of
lap-riveted construction, and a minimum factor of safety
of five when the longitudinal seams are . of
butt-and-double-strap construction. Seam traction engines
must be considered as secondhand boilers for purposes of
determining their factors of safety.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-03. Age limit of existing boilers.

1. The age 1limit of any boiler of nonstandard construction is
thirty years except that after a thorough internal and
external inspection and a hydrostatic pressure test of one and
one-half times the allowable working pressure held for a
period of at least thirty minutes during which no distress or
leakage develops, any boiler having other than a Tlap-riveted
longitudinal Jjoint may be continued in operation without
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reduction in working pressure. The age 1imit of any boiler
having Tlap-riveted longitudinal Jjoints and operating at a
pressure in excess of fifty pounds per square inch [344.74
kilopascals] 1is twenty years; this type of boiler, when
removed from an existing setting, may not be reinstalled for a
pressure in excess of fifteen pounds per square inch [103
kilopascals]. A reasonable time for replacement, not to
exceed one year, may be given at the discretion of the chief
boiler inspector.

2. The shell or drum of a boiler in which a typical lap seam
crack is discovered along a longitudinal riveted joint for
either butt seam or Tlap Jjoints must be permanently
discontinued for use under steam pressure. "lLap seam crack"
means the typical crack frequently found in lap seams
extending parallel to the longitudinal Jjoint and Tlocated
either between or adjacent to rivet holes.

3. The age 1limit of boilers of standard construction installed
prior to the date this law becomes effective is dependent on
thorough internal and external inspection and hydrostatic
pressure test of one and one-half times the allowable working
pressure for a period of thirty minutes. If the boiler under
these test conditions exhibits no distress or leakage, it may
be continued in operation at the same working pressure.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-65-04. Welded hoilers. Boilers that have either
longitudinal or circumferential seams of fusion welded construction must
have been constructed and stamped in accordance with the rules and
regulations of the American Society of Mechanical Engineers Code or must
have the standard stamping of another state that has adopted a standard
of construction equivalent to the standards of the American Society of
Mechanical Engineers Code.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-05. Pressure on old boilers. The maximum working
pressure of an old boiler may not be increased to a greater pressure
than would be allowed for a new boiler of the same construction.

History: Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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45-12-05-06. Cast iron headers and mud drums. The maximum
allowable working pressure on a watertube boiler, the tubes of which are
secured to a cast iron or malleable iron header, or which have cast iron
mud drums, may not exceed one hundred sixty pounds per square inch gauge
[1103.17 kilopascals].

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-07. Pressure on cast iron boilers. The maximum
allowable working pressure for any cast iron boiler, except hot water
boilers, is fifteen pounds per square inch gauge [103 kilopascals].

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-08. Safety valves and safety relief valves.

1. Each boiler must have at Tleast one American society of
mechanical engineers approved safety valve and if it has more
than five hundred square feet [46.45 square meters] of water
heating surface, or if an electric boiler it has a power input
of more than eleven hundred kilowatts, it must have two or
more American society of mechanical engineers approved safety
valves.

2. The safety valve capacity for each boiler must be such that
the safety valve, or valves will discharge all the steam that
can be generated by the boiler without allowing the pressure
to rise more than six percent above the highest pressure at
which any valve is set and in no case to more than six percent
above the maximum allowable working pressure. The safety
valve capacity of new units may not be less than the maximum
designed steaming capacity as determined by the manufacturer.

3. The required steam relieving capacity in pounds per hour, of
the safety relief valves on a high temperature water boiler
must be determined by dividing the maximum output in British
thermal units at the boiler nozzie obtained by the firing of
any fuel for which the unit is designed by one thousand {one
Britis? thermal unit equals 1.055 x 10 to the 3rd power
joules).

4, One or more safety valves on the boiler proper must be set at
or below the maximum allowable working pressure. If
additional valves are used, the highest pressure setting may
not exceed the maximum allowable working pressure by more than
three percent. The complete range of pressure settings of all
the saturated steam safety valves on a boiler may not exceed
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ten percent of the highest pressure to which any valve is set.
Pressure setting of safety relief valves on high temperature
water boilers may exceed this ten percent range.

For a forced-flow steam generator with no fixed steamline and
waterline, equipped with automatic controls and protective
interlocks responsive to steam pressure, safety valves may be
installed in accordance with the following, as an alternative:

a.

One or more power-actuated pressure-relieving valves must
be provided in direct communication with the boiler when
the boiler 1is under pressure and must receive a control
impulse to open when the maximum allowable working
pressure at the superheater outlet is exceeded. The total
combined relieving capacity of the power-actuated
pressure-relieving valves may be not less than ten percent
of the maximum design steaming capacity of the boiler
under any operating condition as determined by the
manufacturer. The valves must be located in the pressure
part system where they will relieve the overpressure.

An isolating stop valve of the outside-screw-and-yoke type
may be installed between the power-actuated
pressure-relieving valve and the boiler to permit repairs
provided an alternate power-actuated pressure-relieving
valve of the same capacity is so installed as to be in
direct communication with the boiler.

Spring-loaded safety valves must be provided having a
total combined relieving capacity, including that of the
power-actuated pressure-relieving valve installed under
subdivision a of subsection 5, of not Tless than one
hundred percent of the maximum designed steaming capacity
of the boiler, as determined by the manufacturer. In this
total credit in excess of thirty percent of the total
relieving capacity may not be allowed for the
power-actuated pressure-relieving valves actually
installed. Any or all of the spring-loaded safety valves
may be set above the maximum allowable working pressure of
the parts to which they are connected but the set
pressures must be such that when all these valves
(together with the power-actuated pressure-relieving
valves) are in operation the pressure will not rise more
than twenty percent above the maximum allowable working
pressure of any part of the boiler, except for the
steampiping between the boiler and the prime mover.

When stop valves are installed in the water-steam flow
path between any two sections of a forced-flow steam
generator with no fixed steamline and waterline:

(1) The power-actuated pressure-relieving valve required
by subdivision a of subsection 5 must also receive a
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10.

History:

control impulse to open when the maximum allowable
working pressure of the component, having the lowest
pressure level upstream to the stop valve, is
exceeded.

(2) The spring-loaded safety valve must be Tocated to
provide the pressure protection requirements of
subdivision b or ¢ of subsection 5.

(3) A reliable pressure-recording device must always be
in service and records kept to provide evidence of
conformity to the above requirements.

A1l  safety valves or safety relief valves must be so
constructed that the failure of any part cannot obstruct the
free and full discharge of steam and water from the valve.
Safety valves must be of the direct spring-loaded pop type,
with seat inclined at any angie between forty-five and ninety
degrees; inclusive, to the centerline of the spindle. The
coefficient of discharge of safety valves must be determined
by actual steam-flow measurements at a pressure not more than
three percent above the pressure at which the valve is set to
blow.

Safety valves or safety relief valves may be used which give
any opening up to the full discharge capacity of the area of
the opening of the inlet of the valve, provided the movement
of the valve is such as not to induce 1ifting of water in the
boiler.

Deadweight or weighted-lever safety valves or safety relief
valves may not be used.

For high temperature water boilers safety relief valves must
be used. Such valves must have a closed bonnet. For purposes
of selection, the capacity rating of such safety relief valves
must be expressed in terms of actual steam flow determined on
the same basis as for safety valves. In addition, the safety
relief valves must be capable of satisfactory operation when
relieving water at the saturation temperature corresponding to
the pressure at which the valve is set to blow.

A safety valve or safety relief valve over three inches [76.20
millimeters] in size, used for pressure greater than fifteen
pounds per square inch gauge [103 kilopascals], must have a
flange inlet connection or a welding-end inlet connection.
The dimensions of flanges subjected to boiler pressure must
conform to the applicable American national standards.

Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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45-12-05-09. Superheater safety valve requirements.

1.

Every attached superheater must have one or more safety valves
near the outlet. If the superheater outlet header has a full,
free, steam passage from end to end and is so constructed that
steam 1is supplied to it at practically equal intervals
throughout its length so that there is a uniform flow of steam
through the superheater tubes and the header, the safety valve
or valves may be located anywhere in the length of the header.

The discharge capacity of the safety valve or valves on an
attached superheater may be included in determining the number
and size of the safety valves for the boiler provided there
are no intervening valves between the superheater safety valve
and the boiler, and provided the discharge capacity of the
safety valve or valves, on the boiler, as distinct from the
superheater, is at least seventy-five percent of the aggregate
valve capacity required.

Every independently fired superheater that may be shut off
from the boiler and permit the superheater to become a fired
pressure vessel must have one or more safety valves having a
discharge capacity equal to six pounds of steam per square
foot [2.72 kilograms per square meter] of superheater surface
measured on the side exposed to the hot gases. The number of
safety valves installed must be such that the total capacity
is at least equal to that required.

Every reheater must have one or more safety valves, such that
the total relieving capacity is at least equal to the maximum
steam flow for which the reheater is designed. At least one
valve must be located on the reheater outlet. The relieving
capacity of the valve on the reheater outlet may not be less
than fifteen percent of the required total. The capacity of
reheater safety valves may not be included in the required
relieving capacity for the boiler and superheater.

A soot-blower connection may be attached to the same outlet
from the superheater or reheater that is used for the safety
valve connection.

Every safety valve used on a superheater or reheater
discharging superheated steam at a temperature over four
hundred fifty degrees Fahrenheit [232.2 degrees Celsius}, must
have a casing, including the base, body, bonnet, and spindle.
Construction must be of steel, steel alloy, or equivalent
heat-resistant material.

The valve must have a flanged inlet connection or a

welding-end inlet connection. It must have the seat and disk
of suitable heat-erosive and corrosive-resistant material, and
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History:

the spring fully exposed outside of the valve casing so that
it is protected from contact with the escaping steam.

Effective June 1, 1994,

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-10. Capacity.

1.

The minimum safety valve or safety relief valve relieving
capacity for other than electric boilers, and forced-flow
steam generators with no fixed steamline and waterline, must
be determined on the basis of the pounds of steam generated
per hour per square foot of boiler heating surface and
waterwall heating surface, as given in the following table:

MINIMUM POUNDS OF STEAM
PER HOUR PER SQUARE FOOT OF SURFACE

Firetube Watertube
Boilers Boilers

Boiler heating surface

Hand-fired 5 6
Stoker-fired 7 8
0il-, gas-, or pulverized-

fuel-fired 8 10

Waterwall heating surface

Hand-fired 8 8
Stoker-fired 8 8
0il-, gas-, or pulverized-

fuel-fired 14 16

When a boiler is fired only by a gas having a heat value not
in excess of two hundred British thermal units [745.58 x 10 to
the 4th power joules] per cubic foot [cubic meter], the
minimum safety valve or safety relief valve relieving capacity
may be based on the values given for hand-fired boilers above.

The minimum safety valve or safety relief valve relieving
capacity for electric bojlers is three and one-half pounds
[3692.5 joules] per hour per kilowatt input.

In any cases a greater relieving capacity of safety valves or
safety relief valves will have to be provided than the minimum
specified by this rule, and in every case the requirements of
section 45-12-05-08 must be met.
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The heating surface must be computed for that side of the
boiler surface exposed to the products of combustion,
exclusive of the superheating surface. In computing the
heating surface for this purpose, only the tubes, fireboxes,
shells, tube sheets, and the projected area of headers need be
considered, except that for vertical firetube steam boilers,
only that portion of the tube surface up to the middle gauge
cock is to be computed. The minimum number and size of safety
valves or safety relief valves required must be determined on
the basis of the aggregate relieving capacity and the
relieving capacity marked on the valves by the manufacturer.
If the operating conditions are changed, or additional heating
surface such as water screens or waterwalls is connected to
the boiler circulation, the safety valve or safety relief
valve capacity must be increased, if necessary, to meet the
new conditions and be 1in accordance with subsection 2 of
section 45-12-05-08. The additional valves required on
account of changed conditions may be installed on the
steamline or waterline between the boiler and the main stop
valve except when the boiler is equipped with a superheater or
other apparatus, in which case they may be installed on the
steampipes between the boiler drum and the inlet to the
superheater or other apparatus, provided that the steam main
between the boiler and points where a safety valve or valves
may be attached has a cross-sectional area at least three
times the combined areas of the inlet connections to the
safety valves applied to it.

If the safety valve or safety relief valve capacity cannot be
computed or if it is desirable to prove the computations, it
may be checked in any one of the three following ways, and if
found insufficient, additional capacity must be provided:

a. By making an accumulation test, that is, by shutting off
all other steam-discharge outlets from the boiler and
forcing the fires to the maximum. The safety valve
equipment must be sufficient to prevent an excess pressure
beyond that specified 1in subsection 2 of section
45-12-05-08. This method should not be used on a boiler
with a superheater or reheater or on a high temperature
water boiler.

b. By measuring the maximum amount of fuel that can be burned
and computing the corresponding evaporative capacity upon
the basis of the heating value of the fuel.

c. By determining the maximum evaporative capacity by

measuring the feedwater. The sum of the safety valve
capacities marked on the valves must be equal to or
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greater than the maximum evaporative capacity of the
boiler. This method may not be used on high temperature
water boilers. A

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-11. Mounting.

1. When two or more safety valves are used on a boiler, they may
be mounted either separately or as twin valves made by placing
individual valves on Y-bases, or duplex valves having two
valves in the same body casing. Twin valves made by placing
individual valves on Y-bases or duplex valves having two
valves in the same body must be of equal size.

When not more than two valves of different sizes are mounted
singly the relieving capacity of the smalier valve may not be
less than fifty percent of that of the Targer valve.

2. The safety valve or safety relief valve or valves must be
connected to the boiler independent of any other connection,
and attached as close as possible to the boiler without any
unnecessary intervening pipe or fitting. Such intervening
pipe or fitting may not be 1longer than the face-to-face
dimension of the corresponding tee fitting of the same
diameter and pressure under the applicable American national
standard rating. Every safety valve or safety relief valve
must be connected so as to stand in an upright position with
spindle vertical.

3. The opening or connection between the boiler and the safety
valve or safety relief valve must have at least the area of
the valve inlet. No valve of any description may be placed
between the required safety valve or valves and the boiler nor
on the discharge pipe between the safety valve or safety
relief valve and the atmosphere. When a discharge pipe is
used, the cross-sectional area may not be less than the full
area of the valve outlet or of the total of the areas of the
valve outlets, discharging thereinto and must be as short and
straight as possible and arranged to avoid undue stresses on
the valve or valves.

A1l safety valve or safety relief valve discharges must be so
located or piped as to be carried clear from running boards or
platforms. Ample provision for gravity drain must be made in
the discharge pipe at or near each safety valve or safety
relief valve, and where water or condensation may collect.
Each valve must have an open gravity drain through the casing
below the level of the valve seat. For iron-and-steel-bodied
valves exceeding two inches [50.8 millimeters] 1in size, the
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drain hole must be tapped not less than three-eighths-inch
[9.53-miT11imeter] pipe size.

Discharge piping from safety relief valves on high temperature
water boilers must have adequate provisions for water drainage
as we]] as for steam venting.

The installation of cast iron-bodied safety relief valves for
high temperature water boilers is prohibited.

If a muffler is used on a safety valve or safety relief valve,
it must have sufficient outlet area to prevent back pressure
from interfering with the proper operation and discharge
capacity of the valve. The muffler plates or other devices
must be so constructed as to avoid a possibility of
restriction of the steam passages due to deposits. Mufflers
may not be used on high temperature water boiler safety relief
valves.

When a safety valve or safety relief valve is exposed to
outdoor elements which may affect operation of the valve, it
is permissible to shield the valve with a satisfactory cover.
The shield or cover must be property vented and arranged to
permit servicing and normal operation of the valve.

When a boiler is fitted with two or more safety valves or
safety relief valves on one connection, this connection to the
boiler must have a cross-sectional area not less than the
combined areas of inlet connections of all the safety valves
or safety relief valves with which it connects.

Safety valves may be attached to drums or headers by welding,
provided the welding 1is done in accordance with the
requirements of this article.

Every boiler must have proper outlet connections for the
required safety valve, or safety relief valve, or valves,
independent of any other outside steam connection, the area of
opening to be at least equal to the aggregate areas of inlet
connections of all of the attached safety valves or safety
relief valves. An internal collecting pipe, splash plate, or
pan may be used, provided the total area for inlet of steam
thereto is not less than twice the aggregate areas of the
inlet connections of the attached safety valves. The holes in
such collecting pipe must be at least one-fourth inch [6.35
miilimeters] in diameter and the least dimension in any other
form of opening for inlet of steam must be one-fourth inch
[6.35 millimeters].

Such dimensional Tlimitations to operation for steam need not
apply to steam scrubbers or driers provided the net free steam
inlet area of the scrubber or drier is at least ten times the
total area of the boiler outlets for the safety valves.
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History:

If safety valves are attached to a separate steam drum or
dome, the opening between the boiler proper and the steam drum
or dome must be not Tess than required by above.

Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-12. Operation.

1.

Safety valves must be designed and constructed to operate
without chattering and to attain full 1ift at a pressure no
greater than three percent above their set pressure. After
blowing down, all valves must close at a pressure not lower
than ninety-six percent of the set pressure of the lowest set
valve. The minimum blowdown in any case is two pounds per
square inch [13.79 kilopascals]. For spring-loaded pop safety
valves for pressures between one hundred pounds per square
inch [689.48 kilopascals] and three hundred pounds per square
inch [2068.44 kilopascals], both inclusive, the blowdown is
not less than two percent of the set pressure. To ensure the
guaranteed capacity and satisfactory operation, the blowdown
as marked upon the valve may not be reduced.

Safety valves used on forced-flow steam generators with no
fixed steamline and waterline, and safety relief valves, used
on high temperature water boilers, may be set and adjusted to
close after blowing down not more than ten percent of the set
pressure. The valves for these special uses must be so
adjusted and marked by the manufacturer.

The blowdown adjustment must be made and sealed by the
manufacturer or approved testing facility.

The popping-point tolerance plus or minus may not exceed the
following: two pounds per square inch [13.79 kilopascals] for
pressures up to and including seventy pounds per square inch
[482.63 kilopascals], three percent for pressures from
seventy-one pounds per square inch [483.0 kilopascals] to
three hundred pounds per square inch [2068.44 kilopascals],
ten pounds per square inch [68.95 kilopascals] for pressures
from three hundred one pounds per square inch [2069.0
kilopascals] to one thousand pounds per square inch [6894.80
kilopascals], and one percent for pressures over one thousand
pounds per square inch [6894.80 kilopascals].

To ensure the valve being free, each safety valve or safety
relief valve must have a substantial 1ifting device by which
the valve disk may be positively 1ifted from its seat when
there is at Tleast seventy-five percent of full working
pressure on the boiler. The lifting device must be such that
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History:

it cannot Tock or hold the valve disk in lifted position when
the exterior lifting force is released.

Safety relief valve disks used on high temperature water
boilers may not be lifted while the temperature of the water
exceeds two hundred degrees Fahrenheit [93.3 Celsius]. If it
is desired to 1ift the valve disk to assure that it 1is free,
this shall be done when there is at least seventy-five percent
of full working pressure on the boiler. For high temperature
water boilers, the 1ifting mechanism must be sealed against
leakage.

The seats and disks of safety valves or safety relief valves
must be of suitable material to resist corrosion. The seat of
a safety valve must be fastened to the body of the valve so
that there is no possibility of the seat lifting.

Springs used in safety valves may not show a permanent set
exceeding one percent of their free length ten minutes after
being released from a cold compression test closing the spring
solid.

The spring in a safety valve or safety relief valve in service
for pressures up to and including two hundred fifty pounds per
square inch [1683.7 kilopascals] may not be used for any
pressure more than ten percent above or ten percent below that
for which the safety valve or safety relief valve is marked.
For higher pressures the spring may not be reset for any
pressure more than five percent above or five percent below
that for which the safety valve or safety relief valve is
marked.

If the operating conditions of a valve are changed so as to
require a new spring under subsection 1 for a different
pressure, the valve must be adjusted by the manufacturer or
the manufacturer's authorized representative who shall furnish
and install a new nameplate.

Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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45-12-05-13. Steam stop valves.

1. Each discharge outlet, except safety valve, safety relief
valves, reheater inlet and outlet, or superheater inlet
connections, must be fitted with a stop valve located at an
accessible point in the steam-delivery line and as near the
boiler nozzle as 1is convenient and practicable. When such
outlets are over two-inch [50.8-millimeter] pipe size, the
valve or valves used on the connection must be of the
outside-screw-and-yoke-rising-spindle type so as to indicate
from a distance by the position of its spindie whether it is
closed or open, and the wheel may be carried either on the
yoke or attached to the spindle. A plug-cock-type valve may
be used provided the plug is held in place by a guard or a
gland, the valve Js equipped to indicate from a distance
whether it is closed or open, and the valve is equipped with a
slow-opening mechanism. In the case of a single boiler and
prime mover installation, the stop valve required herein may
be omitted provided the prime mover throttle valve is equipped
with an indicator to show whether the valve is open or closed
and is designed to withstand the required hydrostatic pressure
test of the boiler.

2. When the boilers are connected to a common header, the
connection from each boiler having a manhole opening must be
fitted with two stop valves having an ample free-blow drain
between them. The discharge of this drain must be visible to
the operator while manipulating the valve. The stop valves
must consist preferably of one automatic nonreturn valve (set
next to the boiler) and a second valve of the
outside-screw-and-yoke type must be used. Where
intercommunicating systems of different pressures are
installed, every boiler on each system must be equipped with
an automatic nonreturn valve set next to the boiler.

3. When more than one stop valve is required, it shall have a
pressure rating at least equal to that required for the
expected steam temperature and pressure at the valve, or the
pressure rating at least equal to eighty-five percent of the
lowest set pressure of any safety valve on the boiler drum and
for the expected temperature of the steam at the valve,
whichever is greater.

4, A1l valves and fittings on steamlines shall have a pressure
rating of at least one hundred pounds per square inch [689.48
kilopascals] in accordance with the applicable American
national standards institute standard.

History: Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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45-12-05-14. Feedwater valves and piping.

1.

Except for high temperature water boilers, the feedpipe must
be provided with a check valve near the boiler and a valve or
cock between the check valve and the boiler. When two or more
boilers are fed from a common source, there must also be a
globe or regulating valve on the branch to each boiler located
between the check valve and the source of supply. Whenever
globe valves are used on feedpiping, the inlet must be under
the disk of the valve. On single boiler-turbine unit
installations, the boiler feed shutoff valve may be located
upstream from the boiler feed check valve.

When the supply line to a boiler is divided into branch feed
connections and all such connections are equipped with stop
and check valves, the stop and check valves in the common
source may be omitted. ‘

If a boiler is equipped with duplicate feed arrangements, each
such arrangement must be equipped as required by these rules.

A combination stop-and-check valve in which there is only one
seat and disk and a valve stem is provided to close the valve
when the stem is screwed down must be considered only as a
stop valve, and a check valve must be installed as otherwise
provided.

Where an economizer or other feedwater-heating device is
connected directly to the boiler without intervening valves,
the feed valves and check valves required must be placed on
the inlet of the economizer or feedwater-heating device.

The recirculating return line for a high temperature water
boiler must be provided with the same stop valve, or valves,
required by subsection 1 of section 45-12-05-13 for the main
boiler and the required stop valve or valves is optional. A
check valve may not be a substitute for a stop valve.

Except as provided for in subsections 8 and 10, boilers having
more than five hundred square feet [46.45 square meters] of
water-heating surface must have at least two means of feeding
water. Each source of feeding must be capable of supplying
water to the boiler at a pressure of six percent higher than
the highest setting of any safety valve on the boiler. For
boilers that are fired with solid fuel not in suspension, and
for boilers whose setting or heat source can continue to
supply sufficient heat to cause damage to the boiler if the
feed supply is interrupted, one such means of feeding must not
be subject to the same interruption as the first method.

Except as provided for in subsection 7, boilers fired by

gaseous, liquid, or solid fuel in suspension may be equipped
with a single means of feeding water provided means are
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10.

11.

History:

furnished for the immediate shut off of heat input if the
water feed is interrupted.

For boilers having a water-heating surface of not more than
one hundred square feet [9.29 square meters], the feedpiping
and connection to the boiler may not be smaller than
one-half-inch [12.7-mi11imeter] pipe size. For boilers having
a water-heating surface more than one hundred square feet
[9.29 square meters], the feedpiping and connection to the
boiler may not be less than three-quarter-inch
[19.05-mi1limeter] pipe size.

High temperature water boilers must be provided with means of
adding water to the boiler or system while under pressure.

The feedwater must be introduced into a boiler in such a
manner that the water will not be discharged directly against
surfaces exposed to gases of high temperature or to direct
radiation from the fire or close to any riveted joints of the
furnace sheets or of the shell. For pressures of four hundred
pounds [2757.92 kilopascals] or over, the feedwater inlet
through the drum must be fitted with shields, sleeves, or
other suitable means to reduce the effects of temperature
differentials in the shell or head. If necessary, the
discharge end of a feedpipe must be fitted with a baffle to
divert the flow from riveted joints. Feedwater may not be
introduced through the blowoff.

Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-15. Blowoff valves and piping.

1.

A "blowoff" means a pipe connection provided with valves
through which the water in the boiler may be blown out under
pressure, excepting drains such as are used on water columns,
gauge glasses, or piping of feedwater regulators, etc., used
for the purpose of determining the operating condition of such
equipment. Piping connections used primarily for continuous
operation, such as deconcentrators on continuous blowdown
systems, are not classed as blowoffs but the pipe connections
and all fittings up to and including the first shutoff valve
must be equal at least to the pressure requirements for the
lowest set pressure of any safety valve on the boiler drum and
with the corresponding saturated-steam temperature.

A surface blowoff may not exceed two and one-half-inch
[63.5-millimeter] pipe size, and the internal and external
pipes, when used, must form a continuous passage, but with
clearance between their ends and arranged so that the removal
of either will not disturb the other.
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10.

11.

12.

Each boiler, except high temperature water boilers, must have
a bottom blowoff pipe fitted with a valve or cock in direct
connection with the lowest water space practicable.

A1l waterwalls and water screens which do not drain back into
the boiler, and all integral economizers must be equipped with
blowoff valves.

Except as permitted for miniature boilers, the minimum size of
pipe and fittings is one inch [25.4 millimeters], and the
maximum size 1is two and one-half inches [63.5 millimeters],
except that for boilers with one hundred square feet [9.29
square meters] of heating surface or less, the minimum size of
pipe and fittings is three-fourths inch [19.05 millimeters].

Condensate return connections of the same size or larger than
the size herein specified may be used, and the blowoff may be
connected to them. In such case the blowoff must be so
located that the connection may be completely drained.

A bottom blowoff pipe when exposed to direct furnace heat must
be protected by firebrick or other heat-resisting material
which is so arranged that the pipe may be inspected.

An opening in the boiler setting for a blowoff pipe must be
arranged to provide free expansion and contraction.

On a boiler having multiple blowoff pipes, a single master
valve may be placed on the common blowoff pipe from the
boiler, 1in which case only one valve on each individual
blowoff is required. In such a case either the master valve
or the individual valves or cocks must be of the slow-opening

type. :

Two 1independent slow-opening valves, or a slow-opening valve
and a quick-opening valve or cock, may be combined in one body -
and may be used provided the combined fitting is the
equivalent of two independent slow-opening valves, or a
slow-opening valve and a quick-opening valve or cock and
provided further that the failure of one to operate cannot
affect the operation of the other.

The bottom blowoff pipes of every traction or portable boiler
must have at Teast one slow-opening or quick-opening blowoff
valve or cock conforming to the requirements of section
45-12-05-15.

Only one blowoff valve, which must be of a slow-opening type,
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is required on forced circulation and electric boilers having
a normal water content not exceeding one hundred gallons
[378.54 1iters]. '

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-16. Factors of safety. The minimum factor of safety may
not be less than four and five-tenths for existing installations. The
commissioner authorizes an inspector to increase the factor of safety if
the condition of the boiler or pressure vessel warrants it. If the
owner or user does not concur with the inspector's decision, the owner
or user may appeal to the commissioner who may request a Jjoint
inspection by the chief boiler inspector and the deputy inspector or
special inspector. Each inspector shall render the inspector's report
to the commissioner, and the commissioner shall render the final
decision, based upon the data contained in all the inspector's reports.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-17. Inspection of inaccessible parts. If in the opinion
of the inspector, as the result of conditions disclosed at the time of
inspection, it 1is advisable to remove the interior or exterior lining,
covering, or brickwork to expose certain parts of the vessel not
normally visible, the owner or user shall remove such material to permit
proper inspection and the drilling of any part of the wvessel to
ascertain thickness. ‘

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-18. Repairs and renewals of fittings and appliances.
Whenever repairs are made to fittings and appliances or it becomes
necessary to replace them, the work must comply with the requirements
for new installations.

History: Effective June 1, 1994,

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-19. Fusible plugs.
1. Fire-actuated fusible plugs, if used, must conform to the

requirements of the American Society of Mechanical Engineers
Code for power boilers, July 1, 1973.
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2. They may be replaced by steel plugs if the boiler is gas fired
or oil fired and is equipped with a Tow water fuel cutoff.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-20. Water columns, gauge glasses, and gauge cocks.

1. Outlet connections (except for damper regulator, feedwater
regulator, low water fuel cutoff, drains, steam gauges, or
such apparatus that does not permit the escape of an
appreciable amount of steam or water therefrom) may not be
placed on the piping that connects the water column to the
boiler. The water column must be placed on the piping that
connects the water column to the boiler. The water column
must be provided with a wvalved drain of at Tleast
three-fourths-inch [19.05-millimeter] pipe size, the drain to
be piped to a safe location.

2. Each boiler must have three or more gauge cocks located within
the visible length of the water glass, except when the boiler
has two water glasses located on the same horizontal lines.
Boilers not over thirty-six inches [.914 meters] in diameter,
in which the heating surface does not exceed one hundred
square feet [9.29 square meters] need have but two gauge
cocks.

3. For all installations where the water gauge glass or glasses
are more than thirty feet [9.14 meters] from the boiler
operating floor, it is recommended that water level indicating
or recording gauges be installed at eye height from the
operating floor.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-21. Steam pressure gauge.

1. Each steam boiler must have a steam gauge, with dial range not
less than one and one-half times the pressure at which the
safety valve is set, connected to the steam space or to the
steam connection to the water column. The steam gauge must be
connected to a siphon or equivalent device of sufficient
capacity to keep the gauge tube filled with water and so
arranged that the gauge cannot be shut off from the boiler
except by a cock placed near the gauge and provided with a tee
or lever handle arranged to be parallel to the pipe in which
it is located when the cock is open.
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2. When a steam pressure gauge connection longer than eight feet
[2.44 meters] becomes necessary, a shutoff valve may be used
near the boiler provided the wvalve is of the
outside-screw-and-yoke type and is locked open. The line must
be ample size with provision for free blowing. Each boiler
must be provided with a one-fourth-inch [6.35-millimeter]
nipple and globe valve connected to the steam space for the
exclusive purpose of attaching a test gauge when the boiler is
in service so that the accuracy of the boiler steam gauge may
be ascertained.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-22. Pressure on nonstandard traction engines. All steam
traction engines that are of nonstandard boiler construction are limited
to a maximum allowable working pressure of one hundred pounds per square
inch [690 kilopascals], unless a thorough ultrasonic thickness survey,
engineering analysis, and other inspections, approved by the chief
boiler inspector, determine that a different pressure 1is appropriate.
The maximum allowable working pressure may not be greater than that
permitted by the original manufacturer. Boilers herein described are
not subject to the age limits of section 45-12-05-03.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-05-23. Duties of owners.

1. It is the duty of the owner or user of any steam traction
engine on wheels to notify the chief boiler inspector of sale
or other dispostion of steam traction engines.

2. Within ten days of purchase, any person purchasing any steam
traction engine shall notify the chief boiler inspector where
it will be located and operated.

History: Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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Section

CHAPTER 45-12-06
MINIATURE BOILERS - NEW INSTALLATIONS

45-12-06-01 ‘ Requirements

- 45-12-06-01. Requirements.

1.

History:

A1l new boilers, except those exempt by law, to be installed
in North Dakota must be reported to the chief boiler inspector
by the owner or user and by the installer.

A miniature boiler, except one exempt by law, may not be
installed in North Dakota unless it has been constructed,
inspected, and stamped in conformity with section I of the
American Society of Mechanical Engineers Code and is approved,
registered, and inspected in accordance with this article.

A miniature boiler having the standard stamping of another
state that has adopted a standard of construction equivaient
to the standard of North Dakota may be accepted by the
inspector. However, the person desiring to install the same
shall make application for the installation and shall file
with this application the manufacturer's data report covering
the construction of the boiler in question.

A11T new installation boilers, including reinstalled boilers,
must be installed in accordance with the requirements of the
American Society of Mechanical Engineers Code and these
regulations. '

Effective June 1, 1994,

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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CHAPTER 45-12-07

MINIATURE BOILERS - EXISTING INSTALLATIONS

Section
45-12-07-01 General Rules
45-12-07-02 Maximum Allowable Working Pressure
45-12-07-03 Maximum Allowable Working Pressure
for Nonstandard Boilers
45-12-07-04 Safety Valves
45-12-07-05 Gauge Glass and Water Level Indicator
45-12-07-06 Feeding and Feedwater Piping
45-12-07-07 Blowoff Piping
45-12-07-08 Steam Gauges
45-12-07-09 Stop Valves
45-12-07-10 Flue Connection
45-12-07-11 Duties of Owners
45-12-07-12 Steam Gauge
45-12-07-01. General rules. The rules adopted for power boilers

applying to strength of materials and calculations to determine maximum
allowable working pressure must be used for miniature boilers unless a
special rule is stated in those rules.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-07-02. Maximum allowable working pressure. The maximum
allowable working pressure for standard boilers on the shell of a boiler
or drum must be determined by section 45-12-05-01.

History: Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-07-03. Maximum allowable working pressure for nonstandard
heilers. Nonstandard miniature boilers:
1. Must conform to all requirements of this chapter.

2. Must have a factor of safety as given in subsection 5 of
section 45-12-05-02.

3. Must be given an initial 1inspection that must include a
hydrostatic pressure test.

4. May not have solder or silver solder as a method of attachment
- of any pressure part of the entire assembled unit.
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History:

May have a plate for the North Dakota stamp and registration
number to be welded to boiler proper. The plate must be
placed in a conspicuous and accessible location with a minimum
size thickness one-sixteenth inch [1.59 millimeters], length
two inches [50.8 millimeters], and width one inch [25.4
millimeters].

May not exceed the design criteria limits as defined in
subsection 20 of section 45-12-01-01.

0f the watertube, fired-coil and fired-radiator design must be
considered as not meeting the requirements of this section.

Exceeding twelve inches [304.80 millimeters] internal diameter
must have at least one l-inch [25.4-millimeter] opening in the
bottom of the shell and one l-inch [25.4-millimeter] opening
in each water leg. Boilers not exceeding twelve inches
[304.80 millimeters] internal diameter must have one 1/2-inch
[12.7-mi1limeter] opening in the shell and one 1/2-inch
[12.7-mi1limeter] opening in each water leg.

Construction material used for fabrication of the shell must
be steel of at least fifty-five thousand pounds per sguare
inch [386.11 megapascals] tensile strength. Material of tubes
may be steel, brass, or copper with a rating equal to
materials from section II of the American Society of
Mechanical Engineers Code.

Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-07-04. Safety valves.

1.

Each miniature boiler must be equipped with an American
society of mechanical engineers approved safety valve set at
or below the maximum allowable working pressure.

The safety valve must be plainly marked by the manufacturer
showing name or identifying trademark, nominal diameter, and
pressure at which it is set to release.

The safety valve relieving capacity of each boiler must be
such that it will discharge all the steam that can be
generated by the boiler without allowing the pressure to rise
more than six percent above the maximum allowable working
pressure.

In those cases where the boiler is supplied with feedwater
directly from a pressure main or system without the use of a
mechanical feeding device, the safety valve must be set to
release at a pressure not in excess of ninety-four percent of
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the Jlowest pressure obtained in the supply main or system
feeding the boiler. Return traps may not be considered
mechanical feeding devices.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-07-05. Gauge glass and water level indicator.

1. Each miniature boiler must be equipped with a water gauge
glass for determination of water level.

2. The lowest permissible water Tlevel must be at a point
one-third of the height of the shell, except where the boiler
is equipped with internal furnace in which case it may not be
less than one-third of the tube Tength above the top of the
furnace. For small boilers where there is insufficient space
for the usual type of gauge glass, water level indicators of
the glass bull's-eye type may be used.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-07-06. Feeding and feedwater piping.

1. Every miniature boiler must be provided with at least one feed
pump or other mechanical feeding device except if the
following conditions exist:

a. If the boiler is connected to a water main or system
having sufficient pressure to feed the boiler at any time
while under pressure.

b. If the fuel burned is such that all heat input can be
discontinued instantaneously by the operation of a valve,
cock, or switch, thereby permitting the boiler pressure to
be quickly lowered to a point where water can be
introduced from the connection of the water main.

c. If the boiler 1is operated without extraction of steam
(closed system) in which case the boiler is filled, when
cold, through the connection or opening provided in
accordance with the following rule.

2. Each miniature boiler must be fitted with a feedwater
connection that may not be less than one-half-inch
[12.7-miTlimeter] iron pipe size. The feedpiping must be
provided with a check valve near the boiler and a valve or
check between the check valve and the boiler.
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3. Feedwater may be introduced through the blowoff connection if
the boiler is operated without extraction of steam (closed
system). ’

4. Feedwater may not be introduced through the water column or
gauge glass connections while the boiler is under pressure.

History: Effective June 1, 1994,
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-07-07. Blowoff piping.

1. Each miniature boiler must be provided with a blowoff
connection not less than one-half-inch [12.7-millimeter] iron
pipe size, directly connected with the lowest water space.

2. Blowoff piping may not be galvanized and must be provided with
a valve or cock.

History: Effective June 1, 1994,
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-07-08. Steam gauges. Each miniature boiler must be
equipped with a steam gauge having a dial range not less than one and
one-half times the safety valve setting. The gauge must be connected to
the steam space or to the steam connection to the gauge glass by a brass
or bronze composition siphon tube, or equivalent device that will keep
the gauge tube filled with water. '

History: Effective June 1, 1994,
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-07-09. Stop valves. The steam piping from a miniature
boiler must be provided with a stop valve located as close to the boiler
shell or drum as is practicable, except in those cases where the boiler
and steam receiver are operated as a closed system.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-07-10. Flue connection. Each gas-fired boiler must be
equipped with a four-inch [10.16-centimeter] vent pipe or flue extended
to an approved location outside the building or connected to a chimney
flue. If the horizontal run is more than ten feet [3.05 meters], the
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vent must be increased to six inches [152.4 millimeters]. A draft hood
of approved design must be provided on each boiler.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-07-11. Duties of owners.

1. The owner and user of any steam traction engine or boiler on
wheels shall notify the chief boiler inspector of sale or
other disposition of steam traction engines.

2. Within ten days of purchase, any person purchasing any steam
traction engine shall notify the chief boiler inspector where
it will be Tocated and operated.

History: Effective June 1, 1994,
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-07-12. Steam gauge. The steam pressure gauge must show the
pressure at which the boiler is actually being operated. Adjustments to
the gauge to show a lesser pressure are prohibited, and if any gauge has
been so adjusted, such act will be considered a willful violation of
this section.

History: Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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Section

CHAPTER 45-12-08
HEATING, LOW PRESSURE, AND HOT WATER SUPPLY BOILERS -
NEW INSTALLATIONS

45-12-08-01 ' Requirements

45-12-08-01. Requirements.

1.

History:

Unless exempt by this article, a heating or low pressure
boiler may not be installed in this state unless it has been
constructed, inspected, and stamped to conform with section IV
of the American Society of Mechanical Engineers Boiler and
Pressure Vessel Code and is approved, registered, and
inspected in accordance with the requirements of this article.

A1l new installation boilers, including reinstalled boilers,
must be installed in accordance with the requirements of the
American Society of Mechanical Engineers Code and this
article.

Hot water supply boilers may not be installed unless
constructed and approved in accordance with the American gas
association, the American national standards institute, or the
American society of mechanical engineers.

A1l new boilers, except those exempt by law, to be installed
in North Dakota must be reported to the chief boiler inspector
by the owner or user, and by the installer.

Effective June 1, 1994,

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

757



CHAPTER 45-12-69
HEATING, LOW PRESSURE, AND HOT WATER SUPPLY BOILERS -
EXISTING INSTALLATIONS

Section

45-12-09-01 American Society of Mechanical Engineers
Code Boilers

45-12-09-02 Nonstandard Riveted Boilers

45-12-09-03 Nonstandard Welded Boilers

45-12-09-04 Nonstandard Cast Iron Boilers

45-12-09-05 Fired Radiators

45-12-09-06 General

45-12-09-07 Pressure-Relieving Devices

45-12-09-08 Steam Pressure Gauge

45-12-09-09 Water Gauge Glasses

45-12-09-10 Stop Valves and Check Valves

45-12-09-11 Feedwater Connections

45-12-09-12 - Pressure or Altitude Gauges

45-12-09-13 Thermometers

45-12-09-14 Temperature Control

45-12-09-14.1 Pressure Control

45-12-03-15 Provisions for Thermal Expansion in Hot
Water Systems

45-12-09-16 Return Pump

45-12-09-17 Repairs and Renewals of Fittings and Appliances

45-12-09-18 Low-Water Fuel Cutoff

45-12-09-19 Modular Hot Water Heating Boilers

45-12-09-20 Bottom Blowoff and Drain Valves

45-12-09-01. American Society of Mechanical Engineers Code
hoilers. The maximum allowable working pressure of a boiler built in
accordance with the American Society of Mechanical Engineers Code may
not exceed the pressure indicated by the manufacturer's identification
stamped or cast upon the boiler or upon a plate secured to it.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-02. Nonstandard riveted boilers. The maximum allowable
working pressure on the shell of a noncode riveted heating boiler must
be determined in accordance with section 45-12-05-01 except that the
maximum allowable working pressure of a steam heating boiler may not
exceed fifteen pounds [103 kilopascals] and a hot water boiler may not
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exceed thirty pounds [206.85 kilopascals] at a temperature not exceeding
two hundred fifty degrees Fahrenheit [120 degrees Celsius].

History: Effective June 1,Al994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-063. Nonstandard welded hoilers. The maximum allowable
working pressure of a noncode steel or wrought iron heating boiler of
welding construction may not exceed fifteen pounds [103 kilopascals].
For other than steam service, the maximum allowable working pressure
must be calculated in accordance with section IV of the American Society
of Mechanical Engineers Code.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-04. Nonstandard cast iron bhoilers.

1. The maximum allowable working pressure of a noncode boiler
composed principally of cast iron may not exceed fifteen
pounds [103 kilopascals] for steam service or thirty pounds
[206.85 kilopascals] for hot water service.

2. The maximum allowable working pressure of a nonstandard boiler
having cast iron shell or heads and steel or wrought iron
tubes may not exceed fifteen pounds [103 kilopascals] for
steam service or thirty pounds [206.85 kilopascals] for water
service.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-05. Fired radiators. A radiator in which steam pressure
js generated at a pressure of fifteen pounds [103 kilopascals] or Tless
is considered a low pressure boiler.

History: Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-06. General. If in the judgment of the inspector, a
steam heating boiler is unsafe for operation at the pressure previously
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approved, the pressure must be reduced, proper repair made, or the
boiler retired from service.

History: Effective June 1, 1994,
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-07. Pressure-relieving devices.
1. Safety valve requirements for steam boilers are:

a. Each steam boiler must have one or more American society
of mechanical engineers approved safety valves of the
spring-pop type adjusted and sealed to discharge at a
pressure not to exceed fifteen pounds per square inch [103
kilopascals]. Seals must be attached in a manner to
prevent the valve from being taken apart without breaking
the seal. The safety valves must be arranged so that they
cannot be reset to relieve at a higher pressure than the
maximum allowable working pressure of the boiler. For
iron-and-steel-bodied valves exceeding two-inch
[50.8-millimeter] pipe size, the drain hole or holes must
be tapped not less than three-eighths-inch
[9.53-millimeter] pipe size.

b. Each safety valve three-fourths inch [10.05 millimeters]
diameter or over used on a steam boiler must have a
substantial device that will positively Tift the disk from
its seat at least one-sixteenth inch [1.59 millimeters]
when there 1is no pressure in the boiler. The seats and
disks must be of suitable material to resist corrosion.

c. A safety valve for a steam boiler may not be smaller than
three-fourths inch [19.05 millimeters] unless the boiler
and radiating surfaces consist of a self-contained unit.
A safety valve may not be larger than four and one-half
inches [114.3 millimeters]. The inlet opening must have
an inside diameter equal to, or greater than, the seat
diameter.

d. The minimum relieving capacity of valve or valves is
governed by the capacity marking on the boiler.

e. The minimum valve capacity in pounds per hour is the
greater of that determined by dividing the maximum British
thermal units output at the boiler nozzle obtained by the
firing of any fuel for which the unit is installed by one
thousand, or 1is determined on the basis of the pounds of
steam generated per hour per square foot of boiler heating
surface. (One British thermal unit equals 1.055 x 10 to
the 3rd power joules.)
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MINIMUM POUNDS OF STEAM PER HOUR
PER SQUARE FOOT OF HEATING SURFACE

Firetube Watertube
Boiler Heating Surface Boilers Boilers
Hand-fired 5 6
Stoker-fired 7 8
0il, gas, or pulverized
fuel-fired 8 10

f. Safety valves must be installed with the valve spindle in
the vertical position. Discharge piping, to a safe
Tocation, may be required by the inspector.

When a boiler is fired only by a gas having a heat value not
in excess of two hundred British thermal units per cubic feet
[745.58 x 10 to the 4th power joules per cubic meter], the
minimum safety valve or safety relief valve relieving capacity
may be based on the values given for hand-fired boilers above.

The safety valve or safety relief valve relieving capacity for
electric boilers is three and one-half pounds [3692.5 joules]
per hour per kilowatt input.

a. The safety valve capacity for each steam boiler must be
such that with the fuel-burning equipment installed and
operated at maximum capacity the pressure cannot rise more
than five pounds per square inch [34.47 kilopascals] above
the maximum allowable working pressure.

b. When operating conditions are changed, or additional
boiler heating surface is installed, the valve capacity
must be increased, if necessary, to meet the new
conditions, the additional valves required, on account of
changed conditions, may be installed on the outlet piping
provided there is no intervening valve.

Safety relief valve requirements for hot water boilers are:

a. Fach hot water heating boiler must have at least one
American society of mechanical engineers approved pressure
relief valve set to relieve at or below the maximum
allowable working pressure of the boiler. Each hot water
supply boiler must have at least one officially rated
safety relief valve or at Teast one American society of
mechanical engineers approved pressure-temperature relief
valve of the automatic-reseating type set to relieve at or
below the maximum allowable working pressure of the
boiler. Pressure relief valves officially rated as to
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capacity must have pop action when tested by steam. When
more than one safety relief valve is used on either hot
water heating or hot water supply boilers, the additional
valve or valves must be officially rated and may be set
within a vrange not to exceed six pounds per square inch
[41.47 kilopascals] above the maximum allowable working
pressure of the boiler up to and including sixty pounds
per square inch [413.69 kilopascals] and ten percent for
those having a maximum allowable working pressure
exceeding sixty pounds per square inch [413.69
kilopascals]. Safety relief valves must be spring loaded
without disk guides on the pressure side of the valve.
Safety relief valves must be arranged so that they cannot
be reset to relieve at a higher pressure than the maximum
permitted by this subdivision.

Each safety relief valve must have a substantial device
that will positively 1ift the disk from its seat at least
one-sixteenth inch [1.59 millimeters] when there is no
pressure on the boiler.

Materials subject to deterioration or vulcanization when
subject to saturated steam temperature corresponding to
capacity test pressure may not be used for any part.

A safety relief wvalve may not be smaller than
three-fourths inch [19.05 millimeters] nor larger than
four and one-half-inch [114.3-millimeter] standard pipe
size, except that boilers having a heat input not greater
than fifteen thousand British thermal units per hour
[15.38 x 10 to the 7th power joules] may be equipped with
a rated safety relief valve of one-half-inch
[12.7-mi1limeter] standard pipe size. The inlet opening
must have an inside diameter approximately equal to, or
greater than, the seat diameter. The minimum opening
through any part of the valve may not be less than
one-fourth inch [6.35 millimeters] diameter or its
equivalent area.

The required steam-relieving capacity, in pounds per hour,
of the pressure-relieving device or devices on a boiler
must be determined by dividing the maximum output in
British thermal units at the boiler nozzle obtained by the
firing of any fuel for which the unit is designed by one
thousand or by multiplying the square feet of heating
surface by five. In every case, the requirements of
subdivision g must be met. (One British thermal unit
equals 1.055 x 10 to the 3rd power joules.)

When operating conditions are changed, or additional
boiler heating surface is instailed, the valve capacity
must be increased, if necessary, to meet the new
conditions and be in accordance with subdivision g. The
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History:

additional wvalves required, on account of changed
conditions, may be installed on the outlet piping provided
there is no intervening valve.

g. Safety relief valve capacity for each boiler must be such
that with maximum heat input the pressure cannot rise more
than six pounds per square inch [41.37 kilopascals] above
the maximum allowable working pressure for pressures up to
and including sixty pounds per square inch [413.69
kilopascals] and ten percent for maximum allowable working
pressures over sixty pounds per square inch [413.69
kilopascals].

h. Safety relief valves must be installed with the spindle in
the vertical position. Discharge piping, to a safe
location, must be instalied.

Effective June 1, 1994,

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-08. Steam pressure gauge.

1.

Each steam boiler must have a steam gauge or a compound steam
gauge connected to its steam space or to its water column or
to its steam connections. The gauge or connection must
contain a siphon or equivalent device that will develop and
maintain a water seal that will prevent steam from entering
the gauge tube. The connection must be arranged so that the
gauge cannot be shut off from the boiler except by a cock
placed in the pipe at the gauge and provided with a tee or a
lever handle arranged to be parallel to the pipe in which it
is located when the cock is open. The connections to the
boiler must be not less than one-fourth-inch [6.35-millimeter]
standard pipe size, but where steel or wrought iron pipe or
tubing is used, they must be not less than one-half-inch
[12.7-mi11imeter] standard pipe size. The minimum size of a
siphon, if wused, must be one-fourth inch [6.35 millimeters]
inside diameter. Ferrous and nonferrous tubing having inside
diameters at least equal to that of standard pipe sizes listed
above may be substituted for pipe.

The scale on the dial of a steam boiler gauge must be
graduated to not less than thirty pounds per square inch
[206.84 kilopascals] nor more than sixty pounds per square
inch [413.69 kilopascals]. The gauge must be provided with
effective stops for the indicating pointer at the zero point
and at the maximum pressure point. The travel of the pointer
from zero to thirty pounds per square inch [206.84
kilopascals] pressure must be at least three inches [76.2
millimeters]. On a compound gauge, effective stops must be
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History:

set at the limits of the gauge readings on both the pressure
and vacuum sides of the gauge.

Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-09. Water gauge glasses.

1.

History:

Each steam boiler must have one or more water gauge glasses
attached to the water column or boiler by means of valved
fittings not Tless than one-half-inch [12.70-millimeter] pipe
size, with the lower fitting provided with a drain valve of
the straightway type with opening not less than one-fourth
inch [6.35 millimeters] diameter to facilitate cleaning.
Gauge glass replacement must be possible under pressure.
Water glass fittings may be attached directly to a boiler.

The lowest visible part of the water gauge glass must be at
least one inch [25.4 millimeters] above the lowest permissible
water Tlevel recommended by the boiler manufacturer. With the
boiler operating at this lowest permissible water level, there
must be no danger of overheating any part of the boiler.
Transparent material other than glass may be used for the
water gauge provided that the material will remain transparent
and has proved suitable for the pressure, temperature, and
corrosive conditions expected in service.

Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-10. Stop valves and check valves.

1.

If a steam boiler may be closed off from the heating system by
closing a steam stop valve, there must be a check valve in the
condensate return Tine between the boiler and the system.

If any part of a steam heating system may be closed off from
the remainder of the system by closing a steam stop valve,
there must be a check valve in the condensate return pipe from
that part of the system.

If more than one boiler is connected to a system, they must
each be equipped with main stops on the discharge and return
side, in such a manner not affecting operation of any other
boiler.
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4. When single boilers are located above the system and can be
drained without draining the system, stop valves are optional.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-11. Feedwater connections.

1. Feedwater connections must be independent of any water gauge
connections and be made to the condensate return pipe or
reservoir of the condensate return tank.

2. Alternatively, makeup water or water treatment may be
introduced through an independent connection. The water flow
from the independent connection may not discharge directly
against parts of the boiler exposed to direct radiant heat
from the fire. Makeup water or water treatment may not be
introduced through openings or connections provided for
inspection or cleaning, safety valve, safety relief valve,
blowoff, water column, water gauge glass, pressure gauge, or
temperature gauge.

3. When there is more than one boiler connected to a system, each
boiler must have an independent feedwater line.

4. There must be a stop valve and a check valve in the feedwater
line at the boiler. For hot water heating boilers, the check
valve must be a backflow preventer approved by the State
Plumbing Code, 1990 edition, 1994 addenda.

5. Hot water heating boilers, not equipped with an approved
Tow-water fuel cutoff, must be equipped with an automatic
feeding device or pressure reducing valve method of feeding,
in addition to a manual bypass capable of feeding boiler at a
pressure of six percent above safety relief valve setting.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-12. Pressure or altitude gauges.

1. Each hot water boiler must have a pressure or altitude gauge
connected to it or to its flow connection in such a manner
that it cannot be shut off from the boiler except by a cock
with tee or lever handle placed on the pipe near the gauge.
The handle of the cock must be parallel to the pipe in which
it is Tocated when the cock is open.
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2. The scale on the dial of the pressure or altitude gauge must
be graduated to not less than one and one-half nor more than
three times the pressure at which the safety relief valve is
set. The gauge must be provided with effective stops for the
indicating pointer at the zero point and .at the maximum
pressure point.

3. Piping or tubing for pressure or altitude gauge connections
must be of nonferrous metal when smaller than one-inch
[25.4-mi11imeter] pipe size.

History: Effective June 1, 1994,
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-13. Thermometers. Each hot water boiler must have a
thermometer located and connected so that it 1is easily readable when
observing the water pressure or altitude. The thermometer must be
located so that it will at times indicate the temperature 1in degrees
Fahrenheit [Celsius] of the water in the boiler at or near the outlet.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-14. Temperature control. Each automatically fired hot
water boiler must be protected from over temperature by two
temperature-operated controls.

1. Each individual automatically fired water boiler must have a
safety 1imit control that will cut off the fuel supply to
prevent water temperature from exceeding the maximum allowable
temperature of two hundred fifty degrees Fahrenheit [121.1
Celsius] at the boiler outlet. The water temperature safety
control must be constructed to prevent a temperature setting
above two hundred fifty degrees Fahrenheit [121.1 Celsius].

2. Each individual hot water boiler or each system of commonly
connected boilers without intervening valves must have a
control that will cut off the fuel supply when the water
temperature reaches an operating limit, which must be Tless
than the maximum allowable temperature.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-14.1. Pressure control. Each automatically fired steam
boiler must be protected from overpressure by two pressure-operated
controls.
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History:

Each automatically fired steam boiler must have a safety limit
control that will cut off the fuel supply to prevent steam
pressure from exceeding the fifteen pounds per square inch
[103 kilopascals] maximum allowable working pressure of the
boiler. Each control must be constructed to prevent a
pressure setting above fifteen pounds per square inch [103
kilopascals].

Each individual steam boiler or each system of commonly
connected steam boilers must have a control that will cut off
the fuel supply when the pressure reaches an operating limit,
which must be less than the maximum allowable pressure.

Shutoff valves of any type may not be placed in the steam
pressure connection between the boiler and the controls
described in subsections 1 and 2. These controls must be
protected with a syphon or equivalent means of maintaining a
water seal that will prevent steam from entering the control.

Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-15. Provisions for thermal expansion in hot water

systems.

1.

A1l hot water heating systems incorporating hot water tanks or
fluid relief columns must be so installed as to prevent
freezing under normal operating conditions.

Systems with open expansion tank. If the system is equipped
with an open expansion tank, an indoor overflow from the upper
portion of the expansion tank must be provided in addition to
an open vent, the indoor overflow to be carried within the
building to a suitable plumbing fixture or to the basement.

Closed-type systems. If the system is of the closed type, an
airtight tank or other suitable air cushion must be installed
that will be consistent with the volume and capacity of the
system, and must be suitably designed for a hydrostatic test
pressure of two and one-half times the allowable working
pressure of the system. Expansion tanks for systems designed
to operate above thirty pounds per square inch [206.85
kilopascals] must be constructed in accordance with the
American Society of Mechanical Engineers Code, section VIII,
division 1. Except for prepressurized tanks, provisions must
be made for draining the tank without emptying the system.

Expansion tank capacities for gravity hot water systems.
Based on two-pipe system with average operating water
temperature one hundred seventy degrees Fahrenheit [76.7
degrees Celsius], using cast iron column radiation with heat
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History:

emission rate one hundred fifty British thermal units per hour
per square foot [158.25 x 10 to the 3rd power joules per .0929
square meter] equivalent direct radiation.

Square Feet of Installed Equivalent Tank Capacity,
Direct Radiation Gallons
Up to 350 18
Up to 450 21
Up to 650 24
Up to 900 30
Up to 1100 35
Up to 1400 ‘ - 40
Up to 1600 2-30
Up to 1800 2-30
Up to 2000 2-35
Up to 2400 2-40

Expansion tank capacities for forced hot water systems. Based
on average operating water temperature one hundred ninety-five
degrees Fahrenheit [90 degrees Celsius], a fill pressure
twelve pounds per square inch gauge [82.74 kilopascals] and a
maximum operating pressure thirty pounds per square inch gauge
[206.84 kilopascals].

System Nonpressurized Prepressurized
Volume, Tank Capacity Tank Capacity
Gallons Gallons Gallons
100 15 9
200 30 17
300 45 25
400 60 33
500 75 42
1000 150 83
2000 300 165

Note: System volume includes volume of water in boiler,
radiation, and piping, not including the expansion tank.

Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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45-12-09-16. Return pump. Each condensate return pump where
practicable must be provided with an automatic water Tevel control set
to maintain the water level within the T1imits of two gauge cocks.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-17. Repairs and renewals of fittings and appliances.
Whenever repairs are made to fittings or appliances or it becomes
necessary to replace them, all work must comply with all requirements
for new installations.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-18. Low water fuel cutoff.

1. Each automatically fired hot water heating boiler must have an
automatic low-water fuel cutoff that has been designed for hot
water service and which can be tested without draining the
system or the boiler. It must be so Tlocated as to
automatically cut off the fuel supply prior to the surface of
the water falling below the 1lowest safe water level as
established by the boiler manufacturer.

2. A coil-type or watertube boiler requiring forced circulation
to prevent overheating of the coils or tubes must have a
flow-sensing device installed in the boiler or piping in Tieu
of the required Tow-water fuel cutoff that will cut off the
fuel supply when the circulation flow is interrupted.

3. Low-water fuel cutoff requirements for steam boilers are
addressed by section 45-12-03-07.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-19. Modular hot water heating hoilers.

1. Individual modules must be limited to a maximum input of four
hundred thousand British thermal units [4.22 x 10 to the 8th
power joules] per hour (gas), three gallons [11.36 liters] per
hour (o0il), or one hundred fifteen kilowatts hours

(electricity).

2. Each module of a modular hot water heating boiler must be
equipped with the following:
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History:

a. Pressure/altitude gauge (see section 45-12-09-12).
b. Thermometer (see section 45-12-09-13).

c. High 1imit temperature control (see subsection 1 of
section 45-12-09-14.

d. Safety relief valve (see section 45-12-09-07).
e. Drain valve (see section 45-12-09-20).

The assembled modular hot water heating boiler must be
equipped with the following:

a. Operating temperature control (see subsection 2 of section
45-12-09-14).

b. Low-water fuel cutoff (see section 45-12-09-18).

c. Makéup feedwater connection (see section 45-12-09-11).
d. Expansion tank provisions (see section 45-12-09-15).
e. Stop valves (see section 45-12-09-10).

Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-09-20. Bottom blowoff and drain valves.

1.

Each steam boiler having a capacity over twenty-five gallons
[94.6 1iters] must have a bottom blowoff connection fitted
with a valve or cock connected to the lowest water space
practicable with a minimum size as show below:

Minimum Required Steam Boiler
Safety Valve Capacity Blowoff Piping
In Pounds of Steam/Hour Valve Size, Inches (Min.)
Up to 500 3/4
501 to 1250 1
1251 to 2500 11/4
2501 to 6000 11/2
6001 and larger 2

Each hot water boiler and each steam boiler having a capacity
not exceeding twenty-five gallons [94.6 1iters] must have a
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drain valve connected to the lowest water space practicable.
The minimum size of this drain valve is three-quarter inch
[1.9 centimeters].

History: Effective June 1, 1994,

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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CHAPTER 45-12-10
UNFIRED PRESSURE VESSELS

Section X
45-12-10-01 Construction and Installation Standards -
Exceptions
45-12-10-62 Application of Standards - Repairs
45-12-10-03 Allowance for State Specials
45-12-10-01. Construction and installation standards -

Exceptions. Unfired pressure vessels may not be installed in North
Dakota unless such vessels have been constructed in accordance with the
American Society of Mechanical Engineers Boiler and Pressure Vessel
Code, section VIII, division 1 or 2, and bear the "U" stamp as proof of
such construction.

Manufacturers shall register unfired pressure vessels with the
national board of boiler and pressure vessel inspectors. Unfired
pressure vessels must bear the required stamping of the national board.

The requirements of this section apply to all pressure vessels
within the scope of the American Society of Mechanical Engineers Code,
section VIII, divisions 1 and 2, 1992 edition with these exceptions:

1. Pressure vessels under federal control.

2. Pressure vessels that do not exceed four cubic feet [thirty
United States gallons] in volume and two hundred fifty pounds
per square inch gauge [1723.70 kilopascals] in pressure.

3. Pressure vessels that do not exceed one and one-half cubic
feet [11.22 United States gallons] in volume and six hundred
pounds per square inch gauge [4136.88 kilopascals] in
pressure.

4. Unfired pressure vessels installed or ordered prior to
November 1, 1987. However, these unfired pressure vessels
must be maintained in a safe operating condition using
ANSI/NB-23 and ANSI/API-510 as guidelines.

Unfired pressure vessels referenced by this section must be
protected with the American society of mechanical engineers stamped
pressure relief devices as defined in section VIII of the American
Society of Mechanical Engineers Code.

Existing pressure relief devices installed on unfired pressure
vessels referenced by this section will be considered acceptable if the
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pressure relief device is set for the correct pressure, if the usage is
correct, and if the device is in a satisfactory operation condition.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

- 45-12-10-02. Application of standards - Repairs.

1. These rules apply only to new construction, except as noted
below:

d.

Reinstalled pressure vessels must meet the rules for new
construction. Exception: National board registration is
required only for those vessels ordered and constructed
after November 1, 1987.

Repairs to unfired pressure vessels and to safety and
safety relief valves for those vessels:

(1) Repairs to safety valves and safety relief valves
must be such that valve function is not impaired and
the repaired valve will perform to the standards for
which it was originally constructed. It s
recommended that these repairs be made by a firm in
possession = of a valid "VR" certificate of
authorization from the national board of boiler and
pressure vessel inspectors.

(2) Repairs to unfired pressure vessels must be such that
vessels repaired will be returned to a safe and
satisfactory operating condition, provided there is
not deviation from the original design. It is
recommended that these repairs be made by a firm in
possession of a wvalid "R" certificate of
authorization from the national board of boiler and
pressure vessel inspectors.

(3) The National Board Inspection Code (ANSI/NB-23, 1992
edition) and the American Petroleum Institute Code
(ANSI/API-510, 1992 edition) cover repair and
alteration procedures. ANSI/API-510 may be used to
cover the maintenance inspection, repair, alteration,
and rerating procedure for pressure vessels used by
the petroleum and chemical process industries. It is
intended that ANSI/NB-23 cover installations other
than those covered by ANSI/API-510.

Alterations to unfired pressure vessels:

(1) Alterations, as defined in ANSI/NB-23, must be made
by a national board "R" certificate holder.

773



(2) Alterations may also be made by an organization
operating under the provisions of ANSI/API-510,
provided the alteration 1is within the scope of
ANSI/API-510.

History: Effective June 1, 1994.
General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14

45-12-10-03. Allowance for state specials. If, due to a valid
impediment to compliance with the American Society of Mechanical
Engineers Code in its entirety, an unfired pressure vessel cannot bear
the American society of mechanical engineers and national board
stamping, details in the English language, and specifications and
calculations, approved by a registered professional engineer experienced
in pressure vessel design, must be submitted to the chief inspector by
the owner or user. Approval as "state special"” must be obtained from
the chief inspector before construction is started.

History: Effective June 1, 1994.

General Authority: NDCC 26.1-22.1-14
Law Implemented: NDCC 26.1-22.1-14
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JULY 1994

CHAPTER 45-06-01.1

45-06-01.1-05. Minimum benefit standards for policies or
certificates issued for delivery prior to January 1, 1992. No policy or
certificate may be advertised, solicited, or issued for delivery in this
state as a medicare supplement policy or certificate uniess it meets or
exceeds the following minimum standards. These are minimum standards
and do not preclude the inclusion of other provisions or benefits which
are not inconsistent with these standards:

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

a. A medicare supplement policy or certificate may not
exclude or Timit benefits for losses incurred more than
six months from the effective date of coverage because it
involved a preexisting condition. 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 six months before the effective date of
coverage.

b. A medicate supplement policy or certificate may not
indemnify against losses resulting from sickness on a
different basis than losses resulting from accidents.

c. 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 amount
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and copayment percentage factors. Premiums may be
modified to correspond with such changes.

A "noncancelable”, "guaranteed renewable", or
“noncancelable and guaranteed renewable" medicare
supplement policy may not:

(1) 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; or

(2) Be canceled or nonrenewed by the issuer solely on the
grounds of deterioration of health.

(1) Except as authorized by the commissioner of this
state, an issuer may neither cancel nor nonrenew a
medicare supplement policy or certificate for any

- reason other than nonpayment of premium or material
misrepresentation.

(2) If a group medicare supplement insurance policy is
terminated by the group policyholder and not replaced
as provided 1in paragraph 4, the issuer must offer
certificate holders an individual medicare supplement
policy. The issuer must offer the certificate holder
at least the following choices:

(a) An  individual medicare supplement policy
currently offered by the issuer having
comparable benefits to those contained in the
terminated group medicare supplement policy; and

(b) An individual medicare supplement policy which
provides only such benefits as are required to
meet the minimum standards as defined in
subsection 2 of section 45-06-01.1-06.

(3) If membership in a group is terminated, the issuer
must:

(a) Offer the certificate holder such conversion
opportunities as are described in paragraph 2;
or

(b) At the option of the group policyholder, offer
the certificate holder continuation of coverage
under the group policy.

(4) If a group medicare supplement policy is replaced by
another group medicare supplement policy purchased by
the same policyholder, the succeeding issuer must
offer coverage to all persons covered under the old
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group policy on its date of termination. Coverage
under the new group policy may not result in any
exclusion for preexisting conditions that would have
been covered under the group policy being replaced.

Termination of a medicare supplement policy or certificate
must be without prejudice to any continuous Tloss which
commenced while the policy was in force, but the extension
of benefits beyond the period during which the policy was
in force may be predicated upon the continuous total
disability of the insured, limited to the duration of the
policy benefit peried, if any, or to payment of the
maximum benefits.

Minimum benefit standards.

a.

Coverage of part A medicare eligible expenses for
hospitalization to the extent not covered by medicare from
the sixty-first day through the ninetieth day in any
medicare benefit period.

Coverage for either all or none of the medicare part A
inpatient hospital deductible amount.

Coverage of part A medicare eligible expenses incurred as
daily hospital charges during use of medicare's lifetime
hospital inpatient reserve days.

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
Tifetime maximum benefit of an additional three hundred
sixty-five days.

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.

Coverage for the coinsurance amount of medicare eligible
expenses under part B regardless of hospital confinement,
subject to a maximum calendar year out-of-pocket amount
equal to the medicare part B deductible (one hundred
dollars).

Effective January 1, 1990, coverage under medicare part B
for the reasonable cost of the first three pints of blood
(or equivalent gquantities of packed red blood cells, as
defined under federal regulations), uwrless--defined--under
federal--regulatiens}s; unless replaced in accordance with
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History:

1.

federal regulations or already paid for under part A,
subject to the medicare deductible amount.

Effective January 1, 1992; amended effective July 1, 1994,

General Authority: NDCC 26.1-36.1-02(1)(2), 26.1-36.1-03.
Law Implemented: NDCC 26.1-36.1-02

45-06-01.1-07. Standard medicare supplement henefit plans.

An  issuer shall make available to each prospective
policyholder and certificate holder a policy form or
certificate form containing only the basic core benefits, as
defined in subsection 2 of section 45-06-01.1-06.

No groups, packages, or combinations of medicare supplement
benefits other than those 1listed in this section may be
offered for sale in this state, except as may be permitted in
subdivision k of subsection 3 of section 45-06-01.1-06 and in
section 45-06-01.1-08.

Benefit plans must be uniform in structure, tanguage,
designation, and format to the standard benefit plans "A"
through "J" 1listed in this section and conform to the
definitions in section 45-06-01.1-02 and contained in North
Dakota Century Code section 26.1-36.1-01. Each benefit must
be structured in accordance with the format provided in
subsections 2 and 3 of section 45-06-01.1-06 and 1ist the
benefits in the order shown in this section. For purposes of
this section, "structure, language, and format" means style,
arrangement, and overall content of a benefit.

An  issuer may wuse, in addition to the benefit plan
designations required in subsection 3, other designations to
the extent permitted by law. :

Makeup of benefit plans:

a. Standardized medicare supplement benefit plan "A" is
1imited to the basic (core) benefits common to all benefit
plans, as defined in subsection 2 of section
45-06-01.1-06.

b. Standardized medicare supplement benefit plan "B" may
include only the following: The core benefit as defined
in  subsection 2 of section 45-06-01.1-06, plus the
medicare part A deductible as defined in subdivision a of
subsection 3 of section 45-06-01.1-06.

c¢. Standardized medicare supplement benefit plan "C" may
include only the following: The core benefit as defined
in subsection 2 of section 45-06-01.1-06, plus the
medicare part A deductible, skilled nursing facility care,
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medicare part B deductible and medically necessary
emergﬁncy care in a foreign country as defined in
subdivisions a, b, ¢, and h of subsection 3 of section
45-06-01.1-06, respectively.

Standardized medicare supplement benefit plan "D" may
include only the following: The core benefit as defined
in subsection 2 of section 45-06-01.1-06, plus the
medicare part A deductible, skilled nursing facility care,
medically necessary emergency care in a foreign country
and the at-home recovery benefit as defined in
subdivisions a, b, h, and j of subsection 3 of section
45-06-01.1-06, respectively.

Standardized medicare supplement benefit plan "E" may
include only the following: The core benefit as defined
in  subsection 2 of section 45-06-01.1-06, 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 subdivisions a,
b, h, and i of subsection 3 of section 45-06-01.1-06,
respectively.

Standardized medicare supplement benefit plan "F" may
include only the following: The core benefit as defined
in  subsection 2 of section 45-06-01.1-06, plus the
medicare part A deductible, the 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 subdivisions a, b, ¢, e, and h of subsection 3 of
section 45-06-01.1-06, respectively.

Standardized medicare supplement benefit plan "G" may
include only the following: The core benefit as defined
in  subsection 2 of section 45-06-01.1-06, plus the
medicare part A deductible, skilled nursing facility care,
eighty percent of the medicare part B excess charges,
medically necessary emergency care in a foreign country,
and the at-home recovery benefit as defined in
subdivisions a, b, d, h, and j of subsection 3 of section
45-06-01.1-06, respectively.

Standardized medicare supplement benefit plan "H" may
consist of only the following: The core benefit as
defined in subsection 2 of section 45-06-01.1-06, 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
subdivisions a, b, f, and h of subsection 3 of section
45-06-01.1-06, respectively.
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ij. Standardized medicare supplement benefit plan "I" may
consist of only the following: The core benefit as
defined in subsection 2 of section 45-06-01.1-06, plus the
medicare part A deductible, skilled nursing facility care,
one hundred percent of the medicare part B excess charges,
basic prescription drug benefit, medically necessary
emergency care in a foreign country, and at-home recovery
benefit as defined in subdivisions a, b, e, f, h, and j of
subsection 3 of section 45-06-01.1-06, respectively.

j. Standardized medicare supplement benefit plan "J" may
consist of only the following: The core benefit as
defined in subsection 2 of section 45-06-01.1-06, 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 necessary emergency care in a foreign
country, preventive medical care, and at-home recovery
benefit as defined in subdivisions a, b, c, e, g, h, i,
and j of subsection 3 of section 45-06-01.1-06,
respectively.

History: Effective January 1, 1992; amended effective July 1, 1994,
General Authority: NDCC 26.1-36.1-02(1)(2), 26.1-36.1-03
Law Implemented: NDCC 26.1-36.1-02

45-06-01.1-12. Filing and approval of policies and certificates
and premium rates.

1. An issuer may not deliver or issue for delivery 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 1in accordance with 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 in accordance with the filing
requirements and procedures prescribed by the commissioner.

3. a. Except as provided in subdivision b of this subsection, an
issuer may not file for approval more than one form of a
policy or certificate 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:
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(1) The inclusion of new or innovative benefits.

(2) The addition of either direct response or agent
marketing methods.

(3) The addition of either guaranteed issue or
' underwritten coverage.

(4) The offering of coverage to individuals eligible for
medicare by reason of disability.

For the purposes of this section, a "type" means an
individual policy, a group policy, an individual medicare
select policy, or a group medicare select policy.

Except as provided in paragraph 1, an issuer must continue
to make available for purchase any policy form or
certificate form issued after the effective date of this
regulation that has been approved by the commissioner. A
policy form or certificate form may not be considered to
be available for purchase unless the issuer has actively
offered it for sale in the previous twelve months.

(1) 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 Teast thirty days prior to 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.

(2) An issuer that discontinues the availability of a
policy form or certificate form pursuant to
paragraph 1 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
discontinued form for a period of five years after
the issuer provides notice to the commissioner of the
discontinuance. The period of discontinuance may be
reduced if the commissioner determines that a shorter
period is appropriate.

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

A change in the rating structure or methodology is
considered a discontinuance under subdivision a uniess the
issuer complies with the following requirements::

(1) The issuer provides an actuarial memorandum, in a
form and manner prescribed by the commissioner,
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describing the manner in which the revised rating
methodology and resultant rates differ from the
existing rating methodology and resuttant existing
rates.

(2) 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 actuarial
memorandum to change. The commissioner may approve a
change to the differential which 1is 1in the public
interest.

Except as provided in subdivision b, the experience of all
policy forms or certificate forms of the same type in a
standard medicare supplement benefit plan must be combined
for purposes of the refund or credit calculation
prescribed in section 45-06-01.1-11.

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.

History: Effective January 1, 1992; amended effective Juiy 1, 1994.
General Authority: NDCC 26.1-36.1-02(1)(2), 26.1-36.1-03
Law Implemented: NDCC 26.1-36.1-02

45-06-01.1-14. Required disclosure provisions.

1'. General rules.

a.

Medicare supplement policies and certificates must include
a renewal or continuation provision. The language or
specifications of such provision must be consistent with
the type of contract issued. Such provision must be
appropriately captioned and must appear on the first page
of the policy, and must include any reservation by the
issuer of the right to change premiums and any automatic
renewal premium increases based on the policyholder's age.

Except for riders or endorsements by which the issuer
effectuates a request made in writing by the insured,
exercises a specifically reserved right under a medicare
supplement policy, or is required to reduce or eliminate
benefits to avoid duplication of medicare benefits, all
riders or endorsements added to a medicare supplement
policy after date of issue or at reinstatement or renewal
which reduce or eliminate benefits or coverage in the
policy must require a signed acceptance by the insured.
After the date of policy or certificate issue, any rider
or endorsement which increases benefits or coverage with a
concomitant increase in premium during the policy term
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2.

must be agreed to in writing signed by the insured, unless
the benefits are required by the minimum standards for
medicare supplement policies, or if the increased benefits
or coverage is required by law. Where a separate
additional premium is charged for benefits provided in
connection with riders or endorsements, such premium
charge must be set forth in the policy.

Medicare supplement policies or certificates may not
provide for the payment of benefits based on standards
described as "usual and customary", “reasonable and
customary", or words of similar import.

If a medicare supplement policy or certificate contains
any limitations with respect to preexisting conditions,
such Timitations must appear as a separate paragraph of
the policy and be 1labeled as ‘"preexisting condition
Timitations".

Medicare supplement policies and certificates must have a
notice prominently printed on the first page of the policy
or certificate or attached thereto stating in substance
that the policyholder or certificate holder has the right
to return the policy or certificate within thirty days of
its delivery and to have the premium refunded if,  after
examination of the policy or certificate, the insured
person is not satisfied for any reason.

Issuers of accident and sickness policies or certificates
which provide hospital or medical expense coverage on an
expense incurred or indemnity basis, other than
incidentally, to persons eligible for medicare by reason
of age must provide to such applicants a medicare
supplement buyer's guide in the form developed jointly by
the national association of insurance commissioners and
the health care financing administration and in a type
size no smaller than twelve-point type. Delivery of the
buyer's guide must be made whether or not such policies or
certificates are advertised, solicited, or issued as
medicare supplement policies or certificates as defined in
this regulation. Except in the case of direct response
issuers, delivery of the buyer's guide must be made to the
applicant at the time of application and acknowledgment of
receipt of the buyer's guide must be obtained by the
insurer. Direct response issuers must deliver the buyer's
guide to the applicant upon request but not later than at
the time the policy is delivered.

Notice requirements.

a.

As soon as practicable, but no later than thirty days
prior to the annual effective date of any medicare benefit
changes, an issuer must notify its policyholders and
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3.

certificate holders of modifications it has made to
medicare supplement insurance policies or certificates in
a format acceptable to the commissioner. Such notice
must:

(1) Include a description of revisions to the medicare
program and a description of each modification made
to the coverage provided under the medicare
supplement policy or certificate; and

(2) Inform each policyholder or certificate holder as to
when any premium adjustment is to be made due to
changes in medicare.

The notice of 'benefit modifications and any premium
adjustments must be in outline form and in clear and
simple terms so as to facilitate comprehension.

Such notices may not contain or be accompanied by any
solicitation.

Outline of coverage requirements for medicare supplement
policies.

a.

Issuers must provide an outline of coverage to all
applicants at the time application 1is presented to the
prospective applicant and, except for direct response
policies, must obtain an acknowledgment of receipt of such
outline from the applicant; and

If an outline of coverage is provided at the time of
application and the medicare supplement policy or
certificate is issued on a basis which would require
revision of the outline, a substitute outline of coverage
properly describing the policy or certificate must
accompany such policy or certificate when it is delivered
and contain the following statement, 1in no less than
twelve-point type, immediately above the company name:

"NOTICE: Read this outline of coverage carefully. It is
not identical to the outline of coverage provided upon
application and the coverage originally applied for has
not been issued."”

The ocutline of coverage provided to applicants pursuant to
this section must consist of four parts: a cover page,
premium information, 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 below in no TJess than
twelve-point type. All plans "A" through "J" must be
shown on the cover page, and the plans that are offered by
the issuer must be prominently identified. Premium
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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 premiums for the
prospective applicant must be illustrated.

The following items must be included in the outline of
coverage in the order prescribed below:
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Benefit Plan(s)

[COMPANY NAME])
Outline of Medicare Supplement Coverage-Cover Page:

[insert letter(s) of plan(s) being offered]

Medicare supplement insurance can be sold in only ten standard plans. This chart shows the benefits included in each plan.
Every company must make available Plan “A”. Some plans may not be available in your state.

BASIC BENEFITS: Included in All Plans.
Hospitalization: Part A coinsurance plus coverage for 365 additional days after Medicare benefits end.

Medical Expenses: Part B coinsurance (generally 20% of Medicare-approved expenses).
Blood: First three pints of blood each year.

Care

A B C D E F G H 1 J
Basic Basic’ Basic Basic Basic Basic Basic Basic Basic Basic
Benefits | Benefits Benelits Benefits Benefits Benelits Benelits Benelfits Benelits Benefits
Sikdiled Nursing Skillod Nursing | Skilled Nursing | Skilled Nursing | Skilled Nursing | Skilled Nursing | Skilled Nursing | Skilled Nursing
Co-insurance Co-insuwrance Co-insurance Co-Insurance Co-Insurance Co-Insurance Co-insurance Co-insurance
' Part A PartA Part A PartA Part A PartA PartA Part A Part A
Deductible | Deductible Deductible Deductible Deductible Deductible Deductible Deductible Deductible
Pan 8 PartB Pan B
Deductible Deductible Deductible
Part B Part B Part 8 Part B
Excess (100%) | Excess (80%) Excess (100%) Excess (100%)
Foreign Foreign Foreign Foreign Foreign Foreign Foreign Foreign
Travet Travel Travel Travel Travel Travel Travel Yravel
Emergency Emergency Emergency Emergency Emergency Emergency Emergency Emergency
At-Home At-Home At-Home At-Home
Recovery Recavery Recovery Recovery
Basic Drugs Basic Drugs Extended Drugs
{$1,250 Limit) $1,250 Limit) ($3,000 Limit)
Preventive Preventive
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PREMIUM INFORMATION

We [insert issuer's name] can only raise your premium if we raise the
premium for all policies Tike yours in this state. [If the premium is
based on the increasing age of the insured, include information
specifying when premiums will change.]

DISCLOSURES
Use this outline to compare benefits and premiums among policies.
READ YOUR POLICY VERY CAREFULLY

This 1is only an outline describing your policy's most important
features. The policy is your insurance contract. You must read the
policy itself to understand all of the rights and duties of both you and
your insurance company.

RIGHT TO RETURN POLICY

If you find that you are not satisfied with your policy, you may return
it to [insert issuer's address]. If you send the policy back to us
within 30 days after you receive it, we will treat the policy as if it
had never been issued and return all of your payments.

POLICY REPLACEMENT

If you are replacing another health insurance policy, do NOT cancel it
until you have actually received your new policy and are sure you want
to keep it.

NOTICE

This policy may not fully cover all of your medical costs.

[for agents:]
Neither [insert company's name] nor its agents are connected with medicar

[for direct response:]
[insert company's name] is not connected with medicare.

This outline of coverage does not give all the details of medicare
coverage. Contact your local Social Security Office or consult “The
medicare Handbook" for more details.

COMPLETE ANSWERS ARE VERY IMPORTANT

When you fill out the application for the new policy, be sure to answer
truthfully and completely all questions about your medical and health
history. The company may cancel your policy and refuse to pay any
claims if you leave out or falsify important medical information. [If
the policy or certificate is guaranteed issue, this paragraph need not
appear. ]
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Review the application carefully before you sign it. Be certain that
all information has been properly recorded.

[Include for each plan prominently identified in the cover page, a chart
showing the services, medicare payments, plan payments and insured
payments for each plan, using the same language, in the same order,
using uniform layout and format as shown in the charts below. No more
than four plans may be shown on one chart. For purposes of
illustration, charts for each plan are included in this regulation. An
issuer may use additional benefit plan designations on these charts
pursuant to subsection 4 of section 45-06-01.1-07 of this chapter.]

[Include an explanation of any innovative benefits on the cover page and
in the chart, in a manner apprqved by the commissioner.]
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* A benefit period begins on the first day you receive service as an in
received skilled care in any other facility for 60 days in & row.

SERVICES

HOSPITAL JZATION®
Sesiprivate room and board,
general nursing aad miscellaneous
services and supplies
First 60 days
6ist thru 90th day
91st day and after:
~While using 60 lifetime reserve days
~Once Lifetime reserve deys are used:
-Additional 365 days

~Beyond the Additional 365 days

SKILLED NURSING FACILITY CARE®*
You must meet Medicare’s requiresents, including
having been in a hospital for at least 3 days and
entered a Medicare-approved facliity withia 30
days after leaving the hospital

First 20 days

21st thru 100th day

1015t day and after

8L00D
First 3 pints
Additional amounts

HOSPICE CARE

Available as long as your doctor certifies you
are terminally ill and you elect to receive these
services

18racketed amounts in Plans A through J are subject to change based on federal law and requlation.

PLAN A

MEDICARE PAYS

»
ALl but $[676]t
ALl but $[169] & day

ALl but $[338] a day
$0
$0

All approved amounts

All but 1|04.50| a day
$0

$0
100%

All but very limited
coinsurance for out-
patient drugs and
inpatient respite care

PLAN PAYS

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENLFIT PERIOD

$0

$0169] a day
$[338] a day

100% of Medicare
Eligible Expenses

YOU PAY

[3676]
$o

3o
$0

patient in a hospital and ends after you have been out of the huspital and have not

(Part A Deductibic)

All Costs

30

- o
(-]

Baiance

Up to 3184.50] a day

All costs



PLAN A

MEDICARE (PART B) - MEDICAL SERVICES - PELR CAILNDAR YLAR

* Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part 8 Deductible will
have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES- IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT, such as
Physiclan’s services, inpatient and outpatient
wedical and surgical services and supplies,
physical and speech therapy, diagnostic tests,
durable medical equipment,

First 3100 of Medicare Approved Amounts* $0 $0 $100 (Part B Deductible)
Remainder of Medicare Approved Amounts Generaily 80% : Generally 20% $0
Part 8 Excess Charges(Above Medicare $o0 $0 All Costs
Approved Amounts)
~4
[Ve) SLO0D
@ First 3 pints {10 Atl Costs $0
Next $100 of Medicare Approved Amounts* $0 $o0 $100 (Part B Deductiblc)
Remainder of Medicare Approved Amounts 80% 20% $o0
CLINICAL LABORATORY SERVICES-BLOOD TESTS 100% $0 $ 0

FOR DIAGNOSTIC SERVICES
PARTS A & B

HONE HEALTH CARE
MEDICARE APPROVED SERVICES
~Medically necessary skilled care
services and msedical supplies 100 $0 $0
-Dursble medical equipment
First $100 of Medicare Approved Amounts* $0 $0 $100 (Part B Deductible)
Remainder of Medicare Approved Amounts 80% 20% $0

i
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PLAN B

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and
have not recelved skilled care in any other facility for 60 days in & row.

SERVICES

HOSPITALSZATION®
Seaiprivate room and board,
geaeral aursing and siscelianeous
services and supplies
First 60 days
61st thru 90th day
9ist day and after:
-While using 60 iifetime reserve days
-Once lifetime reserve days are used:
~Mditional 365 days
Eligible Expenses
~Beyond the Additional 365 days

SKELLED MMSING FACILITY CARE®
You sust meet Medicare’s requirements, including
haviag been in a hospital for at least 3 days and
eatered & Medicare-approved facllity within 30
days after leaving the hospital

First 20 days

2ist thru 100th day

1015t day and after

81000
First 3 pints
Additional amounts

HOSPICE CARE

Availabie as long as your doctor certifies you
are terminally il and you elect to receive these
services

MEDICARE PAYS

ALl bde §[676
ALl but $[169] a dey

ALl but $[338] & day
$0
$o

All approved amounts

All but $[84.50) a dey
$0

$o0
100%

All but very limited
coinsurance for out-
patient drugs and
inpatient respite care

PLAN PAYS

676] (Part A Deductible)
[169] ¢ day

$1338] a day
100% of Medicare

$0

L X & J
[ ]

YOU PAY

$0
t0
$0

$0

All Costs

$0
Up to $[84.50] a dey

All costs

L X ]
[ -]

Balance



PLAN 8

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible will
have been met for the caleadar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES- IN OR OUT OF THE HOSPITAL AND

OUTPATEIENT HOSPITAL TREATMENT, such as

Physiclan’s services, inpatieat and outpatient

medical and surgical services and supplies,

physical and speech therapy, diagaostic tests, .
durabie medical equipment,

First $100 of Medicare Approved Amounts® $o0 $0 ' $100 (Part B Deductible)
Remainder of Medicare Approved Amounts Generally 80% Generally 20% $o0
Part 8 Excess Charges. (Above Medicare $o0 $0 All Costs
Approved Amounts)
S 8L00D
N First 3 pints $o0 All Costs $0
Next $100 of Medicare Approved Amounts* $0 $0 $100 (Part B Deductible)
Remainder of Medicare Approved Amounts 80% 20% $0
CLINICAL LABORATORY SERVICES-BLOOD TESTS 100% $0 $o0
FOR DIAGNOSTIC SERVICES
PARIS A 0 B
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
~Medically necessary skilled ceare
services and medical supplies 1008 $0 $ o0
-Ourable medical equipment
First $100 of Medicare Approved Amounts” $0 $0 $100 (Part 8 Deductibie)

Remainder of Medicare Approved Amousts 80% 20% $0
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* A benefit period begins on the first day you receive service as an inpatient in & hospital and ends

PLAN C

have not received skilled care in any other facitity for 60 days in & row.

SERVICES

HOSPITALIZATION*
Seaiprivate room and board,
general nursing and miscellaneous
services and supplies
First 60 days
61st thru 90th day
91st day and after
~While using 60 lifetime reserve days
~Once lifetime reserve days are used:
~Additional 365 days
Eligible Expenses
-Beyond the Additional 365 days

SKILLED MRSING FACILITY CARE®
You must meet Medicare’s requirements, including
having been in & hospital for at least 3 days and
entered a Medicare-approved facility within 30
days after leaviag the hospital

First 20 days

21st thru 100th day

101st day and after

SL00D
First 3 pints
Additional amounts

HOSPICE CARE

Available as long as your doctor certifies you
are terminally 11l and you elect to receive these
services

MEDICARE PAYS

ALl bt §[676
AlL but $[169] a day

All but $[338] & day
$o0
$0

All approved amounts

ALl but $[84.50] & day

$o
100%

All but very limited
coinsurance for out
patient drugs end

inpatient respite care

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

PLAN PAYS

676] (Part A Deductible)

[169] & day

$]338] & day
100% of Medicare

$0

after you have been out of the hospital and

YOU PAY

All Costs

All costs

Balance
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* Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part 8 Deductible will

have been met for the calendar year.
SERVICES

MEDICAL EXPENSES- IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT, such as
Physiclian’s services, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, diagaostic tests,
durable medical equipment,

First $100 of Medicare Approved Amounts®

Remainder of Medicare Approved Amounts

Part B Excess Charges(Above Medicare

Approved Amounts)

SL00D

First 3 pints

Next $100 of Medicare Approved Amounts®
Remainder of Medicare Approved Amounts

CLINICAL LABORATORY SERVICES-BLOOD TESTS
FOR DIAGNOSVIC SERVICES

HOME HEALTH CARE
MEDICARE APPROVED SERVICES
-Medically necessary skilled care
services and medical supplies
-Durable medical equipment
First $100 of Medicare Approved Amounts®
Remainder of Medicare Approved Amounts

PLAN C

MEDICARE PAYS

$0

Generally 80%
$o

§a«
-]

100%

PARIS A & B

100%

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

PLAN PAYS

$100 (Part 8 Deductible)
Generaljy 20%
$0

All Costs
$100 (Part B Deductible)
20%

$o

$o0

$100 (Part B Deductible)
20%

you

-
©

- e
o0

PAY

Costs



§6/

SERVICES

FOREIGH TRAVEL-NMOT COVERED BY MEDICARE
Medically mecessary esergency care services beginning
during the first 60 days of each trip outside the USA
First $250 each caleadar year
Remainder of Charges

PLAN C

OTHER BENEFITS - NOT COVERED BY MEDICARE

MEDICARE PAYS PLAN PAYS
$o $0
$0 80% to a lifetime maximum

benefit of $50,000

YOU PAY

$250
20% and amounts over the
$50,000 lifetime maximum
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* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and

e

PLAN D

have not recelved skilled care in any other facility for 60 days in a vow.

SERVICES

HOSPITALIZATION®
Seaiprivate roos and board,
general aursing and miscellaneous
services and supplies
First 60 days
61st thru 90th day
91st day ead after:
~While using 60 lifetime reserve days
-Once lifetime reserve days are used:
~Additional 365 days

-Beyond the Additional 365 days

SKILLED MURSING FACILITY CARE®
You must seet Medicare’s requirements, including
having been in a hospital for ot least 3 days and
entered a Medicare-approved facility withia 30
days after leaving the hospital

First 20 days

21st thru 100th day

101st day and after

-First 3 pints

Additional amounts

HOSPICE CARE

Available as long as your doctor certifies you
are terminatly ill and you elect to receive these
services

MEDICARE PAYS

ALl bOt §[676
ALl but $[169] & day
ALl but $[338] a day

$o0
$o

All approved amounts

All but $[84.50] a doy
$o0

$o0
100%

All but very limited
coinsurance for out-
patient drugs and
{apatient respite care

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

PLAN PAYS YOU PAY

676] (Part A Deductible)
169] o day

$[338] a day

100% of Medicare
Eligible Expenses
$0

$0

Up to ${84.50] a day

ALl Costs

All costs

$0
$0

Balance
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PLAN D

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed §100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible will

have been met for the calendar year.
SERVICES

MEDICAL EXPENSES- IN OR QUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT, such as
Physician’s services, iapatieat and outpatient
medical and surgical services and supplies,
physical and speech therapy, disgnostic tests,
durable medicel equipment,

First $100 of Medicare Approved Amounts®

Resainder of Medicare Approved Amounts

Part B Excess Charges(Above Nedicare

Approved Amounts)

SLO0D

First 3 pints

Next $100 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

CLINICAL LABORATORY SERVICES-BLOOD TESTS
FOR DIAGNOSTIC SERVICES

HOME HEALTH CARE
MEDICARE APPROVED SERVICES
~Medically necessary skilled care
services and sedical supplies
-Durable medical equipment
First $100 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

MEDICARE PAYS

1008

PARTS A & B

PLAN PAYS

$0

Generally 20%
$0

All Costs
$0
20%

$0

YOu. PAY

$100 (Part B Deductible)
$0
All Costs

$0
:wo (Part B Deductible)
[1]

$0

$o

:130 {Part B Deductible)
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SERVICES

HOME HEALTH CARE - (comt‘d)

AT-HOME RECOVERY SERVICES-NOT COVERED 8Y MEDICARE
Home care certified by your doctor, for
personal care during recovery from am injury
or sickness for which Medicare approved
a Home Care Treatmeat Plan

- Benefit for each visit

- Number of visits covered (must be
received within 8 weeks of last Medicare
Approved visit)

- Calendar year maximua

FOREIGN TRAVEL-NOT COVERED BY MEDICARE
Medically necessary esergency care services beginning
during the first 60 days of each trip outside the USA
First $250 each calendar year
Remainder of Charges

PLAN O
MEDICARE (PARTS A & 8) - (CONTINUED)
MEDICARE PAYS PLAN PAYS
PARTS A & B (cont’d.)

$o * Actual Charges to $40 a visit
Up to the number of Medicare

$0 Approved visits, not to
exceed 7 each week

$0 $ 1,600

OTHER BENEFITS ~ NOT COVERED BY MEDICARE

$o0
80% to a lifetime maximum
benefit of § 50,000

-
N}

YOU PAY

Balance

$250
20% and amounts over the
$50,000 lifetime maximum
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* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and

PLAN E

have not received skilled care in any other facility for 60 days.in a row.

SERVICES

HOSPETALIZATION®
Sesiprivate rooa and board,
general aursing and miscellaneous
services and supplies
First 60 days
61st thru 90th day
9ist day end after:
~While using 60 lifetime reserve days
-Once lifetive reserve days are used:
-Additional 365 deys

-8eyoad the Additional 365 days

SKILLED MURSING FACILITY CARE®
You must meet Medicare’s vequirements, including
having been in o hospital for at least 3 days and
entered a Medicare-approved facility within 30
days after leaving the hospital

First 20 days

21st thru 100th doy

1015t day and after

SL00D
First 3 pints
Additional amounts

HOSPICE CARE

Avallable as long as your doctor certifies you
are tersinally ill and you elect to receive these
services

MEDICARE PAYS

Atl bde §[676
All but e day

ALl but ${338] a day
$0
§0

All approved amounts

ALl but $]64.50] & day

$0

$0
100%

ALl but very limited
coliasurance for out-
patient drugs and

inpatient respite care

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

PLAN PAYS YOU PAY

676] (Part A Deductible)

[169] a day
$[338] & day

100% of Medicare
Eligible Expenses
$0

$0
Up to $[84.50) a day

$0
$o0
$0
$0

All Costs

$0
$0

ALl costs

L X
[}

Balance
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PLAN £

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible will
have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES- IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT, such as
Physician’s services, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, disgnostic tests,
durable medical equipment,

First $100 of Medicare Approved Amounts® $0 $o0 $ 100 (Part B Deductibie)
Resainder of Medicare Approved Amousts Generally 80% Generally 20% $0
Part 8 Excess Charges(Above Nedicare $0 $0 All Costs
Approved Amounts)
SL00D
First 3 pints $o0 All Costs $0
Next $100 of Medicare Approved Amounts* $0 $0 $100 (Part B Deductible)
Remsinder of Medicare Approved Amounts 80% 20% $0
CLINICAL LABORATORY SERVICES-BLOOD TESTS 100% $0 $0
FOR DIAGMOSTIC SERVICES :
PARTS A & B
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
-Medically necessary skilled care
services and -medical supplies 100% $0 $0
~Ourable medical equipment )
First $100 of Medicare Approved Amounts® $0 {0 $100 (Part 8 Deductibie)

Remainder of Medicare Approved Amounts : 80% 20% $0
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SERVICES

FOREIGN TRAVEL-NOT COVERED BY MEDICARE
Medically mecessary emergency care services beginning
during the first 60 days of each trip outside the USA
First 3250 each calendar year
Remsinder of Charges

PREVENTIVE WMEDICAL CARE BENEFIT-M0T COVERED BY
NEDICARE
Annual physical and preventive tests and services
such as: fecal occult biood test, digital rectal
exam, mammogram, hearing screening, dipstick
urinalysis, diabetes screening, thyroid function
test, influenza shot, tetanus and diphtheris
booster and education, administered or ordered by
your doctor when mnot covered by Medicare

First $120 each calendar year

Additional charges

PLAN £

OTHER BENEFITS - NOT COVERED BY MEDICARE

MEDICARE PAYVS PLAN PAYS
t0 $0
$0 80% to & lifetime maximum

benefit of § 50,000

L X ]
(-}
L X 4
o -

YOU PAY

$250
20% and amounts over the
$50,000 lifetime maximum

$ 0
All Costs
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* A benefit period begins on the first day you receive service as an inpatient in & hospital and ends after you have been out of the hospital and

PLAN F

have not received skilled care in any other facility for 60 days in & row.

SERVICES

HOSPITALIZATION®
Seaiprivate roos and board,
general nursing and miscellaseous
services and supplies
First 60 days
61st thru 90th day
91st day and after:
~While using 60 lifetime reserve deys
~Once lifetime reserve days are used:
~Additional 365 days

~Beyond the Additional 365 days

SKILLED MIRSING FACILITY CARE*
You must meet Medicare’s requirements, including
having been in a hospital for at least 3 days and
entered a Medicare-approved facitity within 30
days after leaving the hospital

First 20 days

21st thru 100th day

101st day and after

SL00D
First 3 pints
Additional amounts

HOSPICE CARE

Availabie as long as your doctor certifies you
are terminally ill and you elect to receive these
services

MEDICARE PAYS

ALl bat §1676
All but a day
ALl but $]338] a day

$0
$0

All approved amounts

All but ${84.50] & day
$0

$0
100

All but very limited
colnsurance for out-
patient drugs and
inpatient respite care

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

PLAN PAYS YOU PAY

616] (Part A Deductible)

$[169] & day
§|338| a day

1008 of Medicare
Eligible Expenses
$o0

$0
Up to $[84.50] & day

“  erer
(-] [N

$0

All Costs

ALl casts

Balance
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PLAN F

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part 8 Deductible will
have been set for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPEINSES- IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT, such as
Physician’s services, inpatient and outpatieat
medical and surgical services and supplies,
physical and speech therapy, diagnostic tests,
durable medical equipment,

First $100 of Medicere Approved Amounts* $0 $100 (Part B Deductible) $o0
Remainder of Medicare Approved Amounts Generally 80% Generally 20% $0
Part B Excess Charges(Abave Medicare $0 100% $o0
Approved Amounts)
8L00D
First 3 pints $0 All Costs $0
Next $100 of Medicare Approved Amounts* {0 $100 (Part B Deductibie) {0
fRemainder of Medicare Approved Asounts 80% 20% $0
CLINICAL LABORATORY SERVICES-BLOOD TESTS 100% 10 $ o
FOR DIAGNOSTIC SERVICES
PARTIS A B B
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
~Medically necessary skilled care
services and medical supplies 100% $0 $0
-Durable medical equipment .
First $100 of Medicare Approved Amounts® $0 $100 (Part B Deductibie) $0
Resainder of Medicare Approved Amcusts 80% 20% $0



yo8

PLAN F
OTHER BENEFITS - NOT COVERED 8Y MEDICARE
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
FOREIGN TRAVEL-00T COVERED BY MEDICARE

Medically necessary emergency care services beginning
during the first 60 deys of each trip outside the USA

First $250 each calendar year $0 $0 $250
Remainder of Charges $0 80% to a lifetime maximum 20% and amounts over the
benefit of § 50,000 $50,000 lifetime maximum



PLAN G

MEDICARE (PART A) - HOSPITAL SERVECES - PER BENEFIV PERIOD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital ond

508

have not received skilled care in any other facility for 60 days in a row.

SERVICES

HOSPITALIZATION®

Semiprivate room and board,
general nursing and misceliancous
services and supplies

MEDICARE PAYS

PLAN PAYS YOU PAY

First 60 days All blt §f676 676] (Part A Deductibie) $0
61st thru 90th day ALl but $1169] a day a day $0
91st day and after:
-While using 60 lifetime reserve days Atl but ${338] a day $[338] a day $0
-Once lifetime reserve days are used:
-Additional 385 days $0 1008 of Medicare $0
Eligible Expenses
~Beyond the Additional 365 days $o $0 All Costs
SKILLED MURSING FACILETY CARE®
You must meet Medicare’s requirements, including
having been In a hospital for ot least I days and
entered a Medicare-approved facility withia 30
days after leaving the hospital
First 20 deys All approved amounts $0 $0
21st thru 100th day ALl but $[84.50] & day Up to $[84.50] a day $0
101st day and after $o0 $0 ALl costs
SL000
First 3 pints $0 3 pints $0
Additional smounts 100% $o $0
HOSPICE CARE
Aveilable as long as your doctor certifies you All but very limited $0 Batlance

are terainaliy ill and you elect to receive these
services

cainsurance for out-
patient drugs and
inpatient respite care



PLAN G

MEDICARE {PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part 8 Deductibie will
have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY’

MEDICAL EXPENSES- IN OR OUT OF THE HOSPETAL AND
OUTPATVIENT HOSPITAL TREATMENT, such as
Physician’s services, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic tests,
durable medical equipment,

3 First $100 of Medicare Approved Amounts* $0 $0 $100 (Part B Deductibic)
N Remainder of Medicare Approved Amouats Generally 80% Generally 20% $0
Part 8 Excess Charges(Above Medicars $0 80% 20%
Approved Amounts)
SL00D
First 3 pints $0 All Costs $0
Next $100 of Medicare Approved Amounts® $0 $0 $100 (Part B Deductible)
Remsinder of Medicare Approved Amounts A 80% 20% $o0
CLINICAL LABORATORY SERVICES-BLOOD TESTS 100% $0 $0
FOR DIAGNOSTIC SERVICES
PARTS A 8 B
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
~Medically necessary skilled care
services and medical supplies 100% $0 $0
~Durable medical equipment
First $100 of Medicare Approved Amounts® $0 $0 $100 (Part B Deductible)
Remainder of Medicare Approved Amounts 80% 20% $0
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SERVICES

HOME HEALTH CARE (coat’d)

AT-HOME RECOVERY SERVICES-NOT COVERED BY MEDICARE
Home care certified by your doctor, for
personal care duriag recovery from an injury
or sickness for which Medicare approved
a Home Care Treatment Plen

- Benefit for each visit

- Number of visits covered (must be
received within 8 weeks of last Medicare
Approved visit)

- Calendar year maximum

FOREIGN TRAVEL-NOT COVERED 8Y MEDICARE
Medically necessary emergency care services beginning
during the first 60 days of each trip outside the USA
First $250 each calendar year
Remainder of Charges

MEDICARE (PARTS A & B) - (CONTINUED)

PLAN G

MEDICARE PAYS

$o0

$0
$0

- o
[ ]

PARTS A & B (cont’d.)

OTHER BENEFITS

PLAN PAYS

Acuul/Charges to $40 a visit

Up to the number of Medicare
Approved visits, not to
exceed 7 each week

$ 1,600

$0
80% to a lifetime maximum
benefit of § 50,000

YOU PAY

Balance

$250
20% and amounts over the
$50,000 Lifetime maxisus
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* A benefit period begins on the first day you receive service as an inpatient in & hos

PLAN H

have not received skilled care in any other facility for 60 days ia a row.

SERVICES

HOSPITALIZATION®
Semiprivate room and board,
general nursing and miscellaneous
services and supplies
First 60 days
61st thru 90th day
91st day and after:
~While using 60 lifetime reserve days
-Once lifetime reserve days are used:
-Additional 365 days

-Beyond the Additional 365 days

SKILLED NURSING FACILITY CARE®
You must meet Medicare’s requiresents, including
having been in & hospital for at least 3 days and
entered & Medicare-approved facillity within 30
days after leaving the hospitsl

First 20 days

21st thru 100th day

10ist day and after

81000
First 3 pints
Additional amounts

HOSPICE CARE

Available as long as your doctor certifies you
are terminally ill and you elect to receive these
services

MEDICARE PAYS

AL et 41360 @ day
All but ${338) & day
$0
$0

All approved amounts

ALl but $[84.50] a day

$o0

$0
100%

All but very limited
coinsurance for out-
patieat drugs and

inpatient respite care

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

PLAN PAYS YOU PAY

676) (Part A Deductible)

a day

$338) a day

100% of Medicare
Eligible Expenses
0

pital and ends after you have been out of the hospital and

All Costs

ALl costs

Balance
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PLAN H

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible will
have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPEMSES- IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT, such as
Physiclan’s services, inpatieat and outpatient
medical and surgical services and supplies,
physical and speech therapy, disgmostic tests,
durable medical equipment, i
First $100 of Medicare Approved Amounts* $o $0 $100 (Part B Deductible)

Remainder of Medicare Approved Amounts Generally 80% Generally 20% $0
Part B Excess Charges(Above Medicare $0 $0 All Costs
Approved Amounts)
SL00D
First 3 pints $0 All Costs $0
Next $100 of Medicare Approved Amounts* $o $o $100 (Part B Deductible)
Remainder of Medicare Approved Asounts 80% 20% $0
CLINICAL LABORATORY SERVICES-BLOOD TESTS 100% $0 $0
FOR DIAGNOSTIC SERVICES
PARTS A & 8
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
-Medically necessary skilied care
services and medical supplies 100% {0 $0
-Durable medical equipment
First $100 of Medicare Approved Amounts® $0 $0 $100 (Part B Deductible)
Resainder of Medicare Approved Amounts 80% 20% $o
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SERVICES

FOREIGN TRAVEL-NOT COVERED BY MEDICARE
Medically necessary emergency care services beginning
during the first 60 days of each trip outside the USA
First $250 each calendar year
Remainder of Charges

BASIC QUIPATIENT PRESCRIPTION DRUGS-HDT COVERED 8Y
MEDICARE

First $250 each calendar year

Next $2,500 each calendar year

Over. $2,500 each calendar year

OTHER BENEFLTS - NOT COVERED BY MEDICARE

MEDICARE PAYS

-
(-4

PLAN PAYS

§0
80% to a lifetime maximum
benefit of § 50,000

$0
50% - $1,250 calendar year
saximus benefit

$0

YOU PAY

$ 250
205 and amounts over the
$50,000 lifetime maximum

$ 250
50%

All Costs



PLAN |

MEDICARE (PART A) - HOS?IIAL SERVICES - PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the hospital and

118

have not recelived skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSP ITAL1ZATION®
Semiprivate room and board,
geaeral nursing and miscellaneous
services and supplies .
First 60 days ALl bbt §[676 676] (Part A Deductible) $0
6lst thru 90th day Att but a day $[169] & day to0
91st day and after:
~dhile using 60 lifetime reserve days All but ${338] a day ${338] a day $0
~Once lifetime reserve days are used:
~Additional 365 days $0 100% of Medicare $0
Eligible Expenses
~Beyond the Additional 365 days $0 $0 All Costs
SKILLED WMURSING FACILITY CARE®
You sust meet Medicare’s requirements, including
having been in a hospital for at least 3 days and
entered a Medicare-approved facility within 30
days after leaving the hospital
First 20 days ALl approved amounts $0 $0
21st thru 100th day All but $[84.50] a day Up to ${84.50) & day $0
101st day and after $0 $o0 ALl costs
81000
First 3 pints $0 3 pints $0
Additional amounts 1008 $0 $0
HOSPICE CARE
Availabie as long as your doctor certifies you Alt but very limited $0 Balance

are terminally ill and you elect to receive these
services

cofnsurance for out-
patient drugs and
inpatient respite care
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PLAN |

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductible will
have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES- IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT, such as
Physiclan’s services, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic tests,
durable sedical equipment,

First $100 of Medicare Approved Amounts® $0 $0 $100 (Part B Deductible)
Remainder of Medicare Approved Amounts Generally 80% Generally 20% $0 :
Part B Excess Charges (Above Medicere $0 100% $0
Approved Amounts)
SL00D
First 3 piats $0 Atl Costs $o
Next $100 of Medicare Approved Amounts® $0 $0 $100 (Part B Deductible)
Remainder of Medicare Approved Amounts 80% 20% $0
CLINICAL LASORATORY SERVICES-BLOOD TESTS 100% $0 {0
FOR DIAGMOSTIC SERVICES
PARTS A 4 B
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
-Medically necessary skilled care
services and medical supplies 100% $0 $0
-Durable medical equipament
First $100 of Medicare Approved Amounts* $o $0 $100 (Part B Deductible)
Remainder of Medicare Approved Amounts 80% 20% $0 .
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SERVICES

HOME HEALTH CARE (coat‘d)

AT-HOME RECOVERY SERVICES-NOT COVERED BY MEDICARE
Home care certified by your doctor, for
personal care during recovery from an injury
or sickness for which Medicare approved
a Home Care Treatment Plan

- Benefit for each visit

- Number of visits covered (must be
received within 8 weeks of last Medicare
Approved visit)

- Calendar year maximum

FOREIGN TRAVEL-NOY COVERED BY MEDICARE
Medicaliy mecessary emergency care services beginning
during the first 60 days of each trip outside the USA
First $250 each calendar year
Resainder of Charges*

BASIC OUTPATIENT PRESCRIPTION DRUGS-OT COVERED BY
NEDICARE

First $250 each calendar year

Next $2,500 each calendar year

Over $2,500 each calendar year

MEDICARE (PARTS A & B) - (CONTINULD)

PLAN |

MEDICARE PAYS

$0

$o0
$o

L £ 2
o0

PARTS A & B (cont’d.)

OTHER BENEFITS

PLAN PAYS

Actual Charges to $40 a visit

Up to the number of Medicare
Approved visits, not to
exceed 7 each week

$ 1,600

$0
80% to a lifetime maximum
benefit of § 50,000

$o0

50% - $1,250 calendar year
maximum benefit

$0

YOU PAY

Balance

$250
20% and amounts over the
$50,000 lifetime maximus

$ 250
50%

All Costs



PLAN J

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in 4 hospital and ends after you have been out of the hospital and

v1i8

have not received skilled care in any other facility for 60 days in a row.

YOU PAY

SERVICES MEDICARE PAYS PLAN PAYS
HOSPETALLIZATION®
Seafprivate rooms and board,
general aursing and aiscellaneous
services and supplies
First 60 days Al but ${676] $[676] (Part A Deductibie) $0
61st thru 90th day ALl bt $[169] a day $1169] a day $ 0
91st day and after:
-While using 60 lifetime reserve days All but $[338] & day $[338] a day $0
-Once lifetime reserve days are used:
~Additional 365 days $0 100% of Medicare $0
Eligible Expenses
-Beyond the Additional 365 deys $0 $0 All Costs
SKILLED MURSIMG FACILITY CARE*
You must meet Medicare’s requirements, inciuding
having been in a hospital for at leest 3 days and
entered a Medicare-approved facility withia 30
days after leaving the hospital
First 20 days All approved amounts $0 {0
21st thru 100th day ALl but $[64.50] & day Up to ${84.50] a day $0
101st day and after $0 $0 Atl costs
BLOND
First 3 pints $0 3 pints $0
Additional amounts 100% 50 $0
HOSPICE CARE
Avaitable as long as your doctor certifies you All but very limited $0 Balance

are terminally ill and you elect to receive these
services

colasurance for out-
patient drugs and
inpatient respite care
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PLAN

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been billed §100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part 8 Deductible will
have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPEMSES- IN OR OUT OF THE HOSPITAL AND
OQUTPATIENT HOSPITAL TREATMENT, such as
Physician’s services, iapatient and outpatient
medical and surgical services and supplies,

physical and speech therapy, diagaostic tests, .
durable medical equipment,
First $100 of Medicare Approved Amounts* $0 $100 (Part 8 Deductible) $0
Remainder of Medicare Approved Amcuats Geperally 80% Generally 20% $0
Part B Excess Charges(Above Medicars $o 100% $o
Approved Asounts)
8L00D
First 3 pints $0 All Costs $0
Next $100 of Medicare Approved Amounts® $o0 $100 (Part B Deductible) $0
Resainder of Medicare Approved Amouats 80% 20% {0
CLINICAL LABORATORY SERVICES-BLO0D TESTS 100% $0 $0
FOR DIAGNOSTIC SERVICES
PARIS A 3 8
HONE MEALTH CARE
MEDICARE APPROVED SERVICES
“Medically necessary skilled care
services and medical supplies 100% $o $0
-Durable medical equipment
First $100 of Medicare Approved Asounts* $t0 $100 (Part B Deductible) $0
Rematnder of Medicare Approved Amounts 80% 20% $o
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SERVICES

HOME HEALTH CARE (coat’d)

AT-HOME RECOVERY SERVICES-NOT COVERED BY MEDICARE
Home care certified by your doctor, for
personal care during recovery from an injury
or sickeness for which Medicare approved
a Home Care Treataent Plan

- Benefit for each visit

- Number of visits covered (must be
received within 8 weeks of last Medicare
Approved visit)

- Calendar year maximua

FOREIGN TRAVEL-NOT COVERED BY MEDICARE
Medically necessary esergency care services beginning
during the first 60 days of each trip outside the USA
First $250 esch calendar year
Remainder of Charges

EXTENDED OUTPATIENT PRESCRIPTION DRIGS-NOT COVERED
8Y MEDICARE

First $250 each calendar year

Next $6,000 each calendar year

Over 36,000 each calendar year

MEDICARE (PARTS A & B) - (CONTINUED)

PLAN J

MEDICARE PAYS

$0

$o0
$o

>
[N -]

PARTS A & B (cont’d.)

OTHER BENEFITS

PLAN PAYS

Actual Charges to $40 a visit

Up to the number of Medicare
Approved visits, not to
exceed 7 each week

$ 1,600

$0
80% to a lifetime maximum
benefit of $ 50,000

$0
50% - $3,000 calendar year
maxinus benefit

$0

YOU PAY

Balance

$250
20% and amounts over the
$50,000 lifetime maximum

$ 250
50%

All Costs
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SERVICES

PREVENTIVE MEDICAL CARE BENEFIT-NOT COVERED BY
MEDICARE :
Annual physical and preventive tests and services
such as: fecal occult blood test, digital rectal
exan, sammogram, hearing screening, dipstick
urinalysis, diabetes screening, thyroid function
test, Influenza shot, tetanus and diphtheris
booster and educstion, administered or ordered by
your doctor when not covered by Medicare

First $120 each calendar year

Additional charges

PLAN J

OTHER BENEFITS (cont‘d.)

MEDICARE PAYS PLAN PAYS
»

$0 $ 120

$o $o

YOU PAY

$0
All Costs



4. MNotice regarding policies or certificates which are not
medicare supplement policies. Any accident and sickness
insurance policy or certificate, other than a medicare
suppliement policy; or a policy issued pursuant to a contract
under section 1876 or section 1833 of the Social Security Act
[42 U.S.C. 1395 et seq.], disability income policy; basic,
catastrophic, or major medical expense policy; single premium
nonrenewable policy or other policy identified in subsection 2
of section 45-06-01.1-01, issued for delivery in this state to
persons eligible for medicare by reason of age must notify
insureds under the policy that the policy is not a medicare
supplement policy or certificate. Such notice must either be
printed or attached to the first page of the outline of
coverage delivered to insureds under the policy, or if no
outline of coverage is delivered, to the first page of the
policy, or certificate delivered to insureds. Such notice
must be in no less than twelve-point type and must contain the
following language:

"THIS [POLICY OR CERTIFICATE] IS NOT A MEDICARE SUPPLEMENT
[POLICY OR CONTRACT]. If you are eligible for Medicare,
review the Medicare Supplement Buyer's Guide available from
the company."

History: Effective January 1, 1992; amended effective August 1, 1992;
July 1, 1994.

General Authority: NDCC 26.1-36.1-03, 26.1-36.1-05

Law Implemented: NDCC 26.1-36.1-05

45-06-01.1-15. Requirements for application forms and replacement
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 has another medicare
suppiement or other health insurance policy or certificate in
force or whether a medicare supplement policy or certificate
is intended to replace any other accident and sickness policy
or certificate presently in force. A supplementary
application or other form to be signed by the applicant and
agent containing such questions and statements may be used.

[Statements]

1. You do nof need more than one Medicare supplement
policy.

2. If you are 65 or older, you may be eligible for

benefits under Medicaid and may not need a Medicare
supplement policy.
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3. The  benefits and premiums under your Medicare
supplement policy will be suspended during your
entitlement to benefits under Medicaid for 24 months.
You must request this suspension within 90 days of
becoming eligible for Medicaid. If you are no longer
entitled to Medicaid, your policy will be
reinstituted if requested within 90 days of losing
Medicaid eligibility.

4, Counseling services may be available in your state to
provide advice concerning your purchase of Medicare
supplement insurance and concerning Medicaid.

[Questions]
To the best of your knowledge,
1. Do you have another Medicare supplement policy or

certificate in force (including health care service
contract, health maintenance organization contract)?

a. If so, with which company?

2. Do you have any other health insurance policies that
provide benefits which this Medicare supplement
policy would duplicate?

a. If so, with which company?
b. What kind of policy?

3. If the answer to questionl or 2 is yes, do you
intend to replace these medical or health policies
with this policy [certificate]?

4. Are you covered by Medicaid?

Agents shall Tist any other health insurance policies they
have to the applicant.

a. List policies sold which are still in force.

b. List policies sold in the past five years which are no
longer in force.

In the case of a direct response issuer, a copy of the
application 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.

Upon determining that a sale will involve replacement of

medicare supplement coverage, any issuer, other than a direct
response issuer, or 1its agent, must furnish the applicant,
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prior to issuance or delivery of the medicare supplement
policy or certificate, a notice regarding replacement of
medicare supplement coverage. One copy of the notice signed
by the applicant and the agent, except where the coverage is
sold without an agent, must be provided to the applicant and
an additional signed copy must be retained by the issuer. A
direct response issuer must deliver to the applicant at the
time of the issuance of the policy the notice regarding
replacement of medicare supplement coverage.

5. The notice required by subsection 4 for an issuer must be
provided in no less than ten-point type in--substartially--the
follewing-ferm:

NOTICE TO APPLICANT REGARDING REPLACEMENT OF
MEDICARE SUPPLEMENT INSURANCE

[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 insurance and replace
it with a policy to be issued by [Company Name] Insurance Company. Your
new policy will provide thirty (30) days within which you may decide
without cost whether you desire to keep the policy.

You should review this new coverage carefully. Compare it with all
accident and sickness coverage you now have. Terminate your present
policy only if, after due consideration, you find that purchase of this
medicare supplement coverage is a wise decision.

STATEMENT  TO  APPLICANT  BY ISSUER,  AGENT [BROKER OR  OTHER
REPRESENTATIVE] :

I have reviewed your current medical or health insurance coverage. The
replacement of insurance invoived in this transaction does not duplicate
coverage, to the best of my knowledge. 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.

Other. (please specify)

1. 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.
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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) for
similar benefits to the extent such time was spent (depleted)
under the original policy.

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 Agent, Broker or Other Representative)*

[Typed Name and Address of Issuer, Agent or Broker]

(Applicant's Signature)

(Date)

*Signature not required for direct response sales.

6.

History:

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 limitation.

Effective January 1, 1992; amended effective July 1, 1994.

General Authority: NDCC 26.1-36.1-03
Law Implemented: NDCC 26.1-36.1-02, 26.1-36.1-05
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Appendix A
MEDICARE SUPPLEMENT REFUND CALCULATION FORM

FOR CALENDAR YEAR
TYPE SMSBP!
For the State of __ Company Name
NAIC Group Code NAIC Company Code
Address Person Completing Exhibit
Title Telephone Number
(a) b)
Earned Incurred
Eremium? Claims®

line

1. Current Year's Experiencs
a  Total (all policy years)

b.  Current years issuss®
C. Net (for reporung purposes = 1a - 1b)
2. Past Years' Experiencs (All Policy Years)

3. Total Experience
(Net Current Year + Past Year's (Experieace)

4. Refunds Last Year (Ezcluding Intarest)
s Previous Since Inception (Excluding Intarest)
8. Refunds Since [aception (Ezcluding Interest)
T Benchmark Ratio Since [nception (SEE WORKSHEET FOR RATIO 1)
8. Experienced Ratio Since [nception
Total Actual [ncurred Claims (line 3, col. b) = Ratio 2

Total Earned Prem. (lina 3, col. a) - Refunds Since Inceptica (line 8)
9. Life Years Exposed Since Inception

If the Experienced Ratio is less than the Benchmark Ratio, and there are mare than 500 life years exposure, then proceed o
caiculation of refund.

10. Tolerance Permittad (obtained from credibility table)
Medicare Supplement Credibility Table

Life Years Exposed

Sinea | X Tal

10,000 + 0.0%
5,000 - 9,999 5.0%
2,500 - 4.999 1.5%
1,000 - 2.499 10.0%
500-999 15.0%

I less than 500, no credibility.
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MEDICARE SUPPLEMENT REFUND CALCLlAﬁON FORM

FOR CALENDAR YEAR
TYPE SMSBP!
For the State of Company Name
NAIC Group Code | NAIC Company Code
Address Person Completing Exhibit
Title Telephone Number

11 Adjustment to [ncurred Claims for Credibility
Ratio 3 = Ratio 2 + Tolerance .

If Ratio 3 is more than Benchmark Ratio (Ratio 1), & refund or credit to premium is aot required.
IfRatio 3 is less than the Benchmark Ratio, then proceed.
12. Adjusted [ncurred Claims

(Total Earned Premiums (line 3, col. a) - Refunds Since Inception (line 6)j X Ratio 3 (line 11)
13. Refund « Total Earned Premiums (line 3, col. a) - Refunds Since Inception (line 6) -
Adjustad Incurred Claims (line 12)

Benchmark Ratio (Ratio 1) a—

If the amount on line 13 is less than .008 times the annualized premium in foree as of December 31 of the reporting year, thea
no refund is made. Otherwise. the amount on line 13 is 20 be refunded or credited, and a deseription of the refund and/or credit
against premiums to be'used must be attached to this form.

1 SMSBP” = Standardized Medicare Supplement Benefit Plan

2 Includes Modal Loadings and Fees Charged

3 Pzeiudes Active Life Reserves

4 This is to be used a3 "Issue Year Earned Premium’ for Year 1 of next year's "Worksheet for Calculation of Benchmark
Ratios".

I certify'that the abovo information and calculations are true and accurate to the best of my
knowiedge and belief.

Signature

Nams - Please Type

Title

Date
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REPORATING FORM FOR THE CALCULATION OF
BENCHMARK RATIO SINCE INCEPTION

FOR GROUP POLICKES
FOH CALENDAR YEAR
TWPE . .. SMSBP @)
FORTHESTAIEOF _ o
Name _~ e
NAIC Gioup Code __ NAKC CompanyCode ___
Advess . _ L
Passon Compleling This Exhibit = . S
Tale _ _ __ Telephone Numbe:
@) (b) {c) {d) (e) (U] o) (1} 0] (1] (]
Eaned Cumuiative Cunudalve Policy Yuear
Year Premiaum Factor ) x {c) Loss Ralio (d) x (@) Facior (L) x (g) Loss Rawo hx ) Lass Ratio
t 2770 0.507 0. 0.000 0.46
2 4.178 0.567 0000 0.000 063
3 4178 0.567 1.194 0759 075
4 4.17% 0.567 2245 om 077
] 4178 0567 3o 0782 o8
6 4175 0.567 3998 0792 082
7 4475 0567 4754 0802 084
8 4175 0567 5445 osn 087
9 4175 0567 6075 0818 080
10 ’ 4175 0567 6650 0824 088
1 4175 0567 7.176 0828 088
12 4175 : 0567 7658 08N 088
13 419758 0.567 8093 0834 089
14 4475 0 567 8 493 0837 089
15 4.175 0.567 8604 0838 089
Total: k) : (m): )

Benchmark Ralio Since inceplon: (I+n)/(k + m )

(3): Yeas 11s the cunent calendas yeas - |
Year 2 is the cuirenl calenda yoar - 2
{uic)
(Examplo: # the cusient year 1s 1991, then.
Yoar 1 is 1990; Year 21s 1989; aic.)

{0): These loss 1akos are not vxphcilly used in compuling ihe benchmark
0ss ratos. They are e loss ralios, on a policy year basis,
which result in the cumulalive loss 1akos displayed on this worksheel
Thay are shown hato los iionmanonal puposes only

{b): For the calendas yoar on ihe appropiialy kna in colunw (a),
he pramium sarned during ial yeas lor policius 1ssued in
thal year.

(P). "SMSBP" - Slaidaidized Medicars
Suppiciment Bunetl Plan
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REPORTING FORM FOR THE CALCILATION OF
BENCHMARK RATIO SINCE INCEPTION

FOR INDIVIDUAL POLICIES
FOACALENDARYEAR =~
TWPE _ . _._SMsBP({p) _.
FORTHESTATEOF ____
Company Name _ - - —
NAIC Gioup Code NAIC Company Code o
Addess
Porson Completing This Exhibd _
Tidle _ . Telephone Number —
@) L) {c) (@) (e) U] (9 (] {i) [1]] (o)
Eaned - Cunmulative Cumulative Policy Year
‘Year  Premium Faclor )xic) LossRatic (d)x(e) Faclor ®)nig) lossRakio  (h)x (i) Loss Ratio
t 2770 0.442 0. 0.000 04
2 4475 0493 0.000 0000 055
3 4175 049 1194 0.659 065
4 4175 0493 2245 0669 067
S 4175 0.493 3170 0678 069
6 4175 0493 3998 0 6686 on
7 4.175 0493 4754 0695 073
[ ] 4.475 0493 . 5 445 0702 075
9 4175 0493 6075 0708 076
10 4175 0493 6.650 071 076
11 4175 0493 7176 0717 076
12 4175 0493 7 655 0720 077
13 4175 0493 8093 0723 077
7] 175 0493 849 0725 077
15 4175 0493 8.684 0.725 077
Total: &): o: (m): n)

Benchmark Ratio Since lnceplion: (1+n)/{(k e m):

{a): Yeas 1 is the curend calendas yeas - §
Yea 2 is the cuitent calendas yoar - 2
(elc)
(Example: U the cusrent year is 1991, then:
Yer 1is 1990; Yeas 2 is 1989, elc )

{o) These loss ralios are not explicilly used in compuling the benclunark
loss ralios. They are the loss ralios. on a policy year basis,
which result in the cumulative l0ss ralios displayed on this worksheet
They are shown hore lor inlormalional puiposes only.

(b) For the calendar year on the approgpriate kne in column (a),
the premium eained dwing hal year lor policies issued in
that year.

(p): "SMSBP" = Standasdized Medicare
Supplement Bonelit Plan



CHAPTER 45-06-05

45-06-05-03. Policy definitions. No Tlong-term care insurance
policy delivered or issued for delivery er-renewed in this state may use
the terms set forth in this section, unless the terms are defined in the
policy and the definitions satisfy the following requirements:

1.

"Acute condition" means that the individual is medically

unstable. Such an individual requires frequent monitoring by
medical professionals, such as physicians and registered
nurses, in order to maintain the individual's health status.

"Adult day care" means a program for six or more individuals

of social and health-related services provided during the day
in a community group setting for the purpose of supporting
frail, impaired elderly, or other disabled adults who can
benefit from care in a group setting outside the home.

"Home health care services" means medical and nonmedical

|=

|U‘1

services provided to i1l, disabled, or infirm persons in their
residences. Such services may include homemaker services,
assistance with activities of daily living, and respite care
services.

"Medicare" must be defined as "The Health Insurance for the
Aged Act, Title XVIII of the Social Security Amendments of
1965, as then constituted or later amended", or "Title I, Part
I of Public Law 89-97, as enacted by the Eighty-ninth Congress
of the United States of America and popularly known as the
Health Insurance for the Aged Act, as then constituted and any
later amendments or substitutes thereof", or words of similar
import.

"Mental or nervous disorder" may not be defined to include
more than neurosis, psychoneurosis, psychopathy, psychosis, or
mental or emotional disease or disorder.

"Personal care" means the provisions of hands-on services to

|~

|*

assist an_individual with activities of daily living {such as
bathing, eating, dressing, transferring, continence, and

toileting).

"Skilled nursing care", "intermediate care", "personal care",
"home care", and other services must be defined in relation to
the 1level of skill required, the nature of the care, and the
setting in which care must be delivered.

A1l providers of services, includings;--but-net-}imited-te;
"skilled nursing facility", ‘"extended <care facility",
"intermediate care facility", "convalescent nursing home",
"personal care facility", and "home care agency" must be

826



History:

defined in relation to the services and facilities required to
be available and the licensure or degree status of those
providing or supervising the services. The definition may
require that the provider be appropr1ate1y licensed or
certified. .

Effective July 1, 1988; amended effective July 1, 1994.

General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-45

45-06-05-04. Policy practices and provisions.

1.

Renewability. The terms "guaranteed renewable" and
"noncancelable"” may not be used in any individual Jlong-term
care insurance policy without further explanatory language in
accordance with the disclosure requirements of section
45-06-04-05.

a. No such policy issued to an individual may contain renewal
provisions less favorable to the insured than "guaranteed
renewable" or "noncancelable". Hewever;-the-eemmissiener
may-autherize-nenrenewal-en-a-statewide--basis;--oR--terms
and--cenditions--deemed--neeessary-by-the-eommissioner;-te
best-preteect-the-interests-ef-the-insureds;-1f-the-insurer
demenstratess

§1}--FThat--renewal-will-jeopardize-the-insureris-selveneys
er

{2}--Thats

{a}--The---aetual---paid--elaims--and--expenses--have
substantially---exceeded---the----premitm----and
investment-ineeme-asseciated-with-the-potieiess:

{b}--The---pelieies---will---centinde--to--experienee
substantial- and--anexpeeted--lesses--eveP--the%P
l1ifetimes

fe}--The--proejected--loss--experience-ef-the-peticies
€annet-be-sigrificantiy--improved--or--mitigated
threugh--reasenable--rate--adjustments--or-ether
reasenabie-metheds:-and

{d}--The--insurer--has--made--repeated-and-geed-faith
attempts-te-stabilize--less--experienee--of--the
potieies;--inetuding--the-timely-fiting-for-rate
adjustmentss

b. The term "guaranteed renewable" may be used only when the

insured has the right to continue the Tlong-term care
insurance in force by the timely payment of premiums and
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when the insurer has no wunilateral right to make any
change in any provision of the policy or rider while the
insurance is in force, and cannot decline to renew, except
that rates may be revised by the insurer on a class basis.

The term "noncancelable" may be used only when the insured
has the right to continue the long-term care insurance in
force by the timely payment of premiums during which
period the insurer has no right to unilaterally make any
change in any provision of the insurance or in the premium
rate.

Limitations and exclusions. No policy may be delivered or
jssued for delivery in this state as long-term care insurance
if such policy limits or excludes coverage by type of illness,
treatment, medical condition, or accident, except as follows:

a.

b.

Preexisting conditions or diseases;

Mental or nervous disorders; however, this does not permit
exclusion or Tlimitation of benefits on the basis of
alzheimer's disease;

Alcoholism and drug addiction;

I1lness, treatment, or medical condition arising out of:
(1) War or act of war (whether declared or undeclared);
(2) Participation in a felony, riot, or insurrection;

(3) Service in the armed forces or units auxiliary
thereto;

(4) Suicide (sane or insane), attempted suicide, or
intentionally self-inflicted injury; or

(5) Aviation (this exclusion applies only to nonfare
paying passenger).

Treatment provided in a government facility (unless
otherwise required by law), services for which benefits
are available under medicare or other governmental program
(except medicaid), any state or federal workers'
compensation, employer's liability or occupational disease
law, or any motor vehicle no-fault law, services provided
by a member of the covered person's immediate family and
services for which no charge is normally made in the
absence of insurance.

This subsection is not intended to prohibit exclusions and

limitations by type of provider or territorial
Timitations.
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Extension of henefits. Termination of Tlong-term care
insurance shall be without prejudice to any benefits payable
for institutionalization if such institutionalization began
while the Tong-term care insurance was in force and continues
without interruption after termination. Such extension of
benefits beyond the period the long-term care insurance was in
force may be limited to the duration of the benefit period, if
any, or to payment of the maximum benefits and may be subject
to any policy waiting period, and all other applicable
provisions of the policy.

Continuation or conversion.

a. Group long-term care insurance issued in this state on or
after October 1, 1989, shall provide covered individuals
with a basis for continuation or conversion of coverage.

b. For the purposes of this section, "a basis for
continuation of coverage" means a policy provision which
maintains coverage under the existing group policy when
such coverage would otherwise terminate and which is
subject only to the continued timely payment of premium
when due. €Eentinuatien-previsiens-ef-greup Group policies
whieh that restrict provision of benefits and services to,
or contain incentives to use, certain providers or
facilities {beeatse--eeverage--is--previded--t8--er--by-a
managed-eare-plan-sHeh-as--a--eenRtiRuing--care--retirement
commURity--or--a--health--maintenanee--erganization}; may
provide continuation benefits whieh that are substantially
equivalent to the benefits of the existing group policy.
The commissioner shall make a determination as to the
substantial equivalency of benefits, and in doing so,
shall take into consideration the differences between
managed and nonmanaged plans, includings-but-net-1imited
te; provider system arrangements, service availability,
benefit levels, and administrative complexity.

c. For the purposes of this section, "a basis for conversion
of coverage" means a policy provision that an individual
whose coverage under the group policy would otherwise
terminate or has been terminated for any reason, including
discontinuance of the group policy in its entirety or with
respect to an insurance class, and who has Dbeen
continuously insured under the group policy (and any group
policy which it replaced), for at Tleast six months
immediately prior to termination, shall be entitled to the
issuance of a converted policy by the insurer under whose
group policy he or she is covered, without evidence of
insurability.

d. For the purposes of this section, "converted policy" means

an individual policy of long-term care insurance providing
benefits identical to or benefits determined by the
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commissioner to be substantially equivalent to or in
excess of those provided under the group policy from which
conversion is made. Where the group policy from which
conversion is made restricts the provision of benefits and
services to, or contains incentives to. use, certain

providers or facilities {beeause-eeverage-is-previded-te

er-by-a-managed--eare--plan--sueh--as--a--eentinuing--eare
retirement----commuRity----oF-~---a----health---matntenanee
erganizatien}, the commissioner, in making a determination
as to the substantial equivalency of benefits, shall take
into consideration the differences between managed and
nonmanaged plans, including, but not limited to, provider
system arrangements, service availability, benefit levels,
and administrative complexity.

Written application for the converted policy must be made
and the first premium due, if any, must be paid as
directed by the insurer not later than thirty-one days
after termination of coverage under the group policy. The
converted policy must be Jssued effective on the day
following the termination of coverage under the group
policy, and must be renewable annually.

Unless the group policy from which conversion is made
replaced previous group coverage, the premium for the
converted policy must be calculated on the basis of the
insured's age at inception of coverage under the group
policy from which the conversion is made. Where the group
policy from which conversion is made replaced previous
group coverage, the premium for the converted policy must
be calculated on the basis of the insured's age at
inception of coverage under the group policy replaced.

Continuation of coverage or issuance of a converted policy
shall be mandatory, except where:

(1) Termination of group coverage resulted from an
individual's failure to make any required payment of
premium or contribution when due; or

(2) The terminating coverage is replaced not later than
thirty-one days after termination by group coverage
effective on the day following the termination of
coverage:

(a) Providing benefits identical to or benefits
determined by the commissioner to be
substantially equivalent to or 1in excess of
those provided by the terminating coverage; and

(b) The premium for which is calculated in a manner

consistent with the requirements of
subdivision f.
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h. Notwithstanding any other provision of this section, a
converted policy issued to an individual who at the time
of conversion 1is covered by another long-term care
insurance policy which provides benefits on the basis of
incurred expenses, may contain a provision which results
in a reduction of benefits payable if the benefits
provided under the additional coverage, together with the
full benefits provided by the converted policy, would
result in payment of more than one hundred percent of
incurred expenses. Such provision shall only be included
in the converted policy if the converted policy also
provides for a premium decrease or refund which reflects
the reduction in benefits payable.

i. The converted policy may provide that the benefits payable
under the converted policy, together with the benefits
payable under the group policy from which conversion is
made, shall not exceed those that would have been payable
had the individual's coverage under the group policy
remained in force and effect.

Jj. Notwithstanding any other provision of this section, any
insured individual whose eligibility for group Tlong-term
care coverage is based upon his or her relationship to
another person shall be entitled to continuation of
coverage under the group policy upon termination of the
qualifying relationship by death or dissolution of
marriage.

Discontinuance and replacement. If a group long-term care

policy is replaced by another group long-term care policy
issued to the same policyholder, the succeeding insurer shall
offer coverage to all persons covered under the previous:group
policy on its date of termination. Coverage provided or
offered to individuals by the insurer and premiums charged to
persons under the new group policy:

a. May not result in any exclusion for preexisting conditions
that would have been covered under the group policy being
replaced; and

b. May not vary or otherwise depend on the individual's
. health or disability status, claim experience, or use of
long-term care services.

The premiums charged to an insured for Jlong-term care

insurance may not increase due to either:

a. The increasing age of the insured at ages beyond
sixty-five; or
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b. The duration the insured has been covered under the
policy.

History: Effective July 1, 1988; amended effective October 1, 1989;
July 1, 1994.

General Authority: NDCC 28-32-02

Law Implemented: NDCC 26.1-45

45-06-05-04.1. Unintentional lapse. Each insurer offering
long-term care insurance shall, as a protection against unintentional
lapse, comply with the following:

1. a. Notice before lapse or termination. An individual
Tong-term care policy or certificate may not be issued
until the insurer has received from the applicant either a
written designation of at least one person, in addition to
the applicant, who is to receive notice of lapse or
termination of the policy or certificate for nonpayment of
premium, or a written waiver dated and signed by the
applicant electing not to designate additional persons to
receive notice. The applicant has the right to designate
at least one person who 1is to receive the notice of
termination, in addition to the insured. Designation does
not constitute acceptance of any liability on the third
party for services provided to the insured. The form used
for the written designation must provide space clearly
designated for listing at Jleast one person. The
designation must incliude each person's full name and home
address. In the case of an applicant who elects not to
designate an additional person, the waiver must state:
"Protection against unintended lapse. I understand that I
have the right to designate at least one person other than
myself to receive notice of lapse or termination of this
long-term care insurance policy for nonpayment of premium.
I understand that notice will not be given until thirty
(30) days after a premium is due and unpaid. I elect NOT
to designate any person to receive such notice."

The insurer shall notify the insured of the right to
change this written designation, no less often than once
every two years.

b. When the policyholder or certificate holder pays premium
for a long-term care insurance policy or certificate
through a payroil or pension deduction plan, the
requirements contained in subdivision a need not be met
until sixty days after the policyholder or certificate
holder is no Jlonger on such a payment plan. The
application or enroliment form for such policies or
certificates must clearly indicate the payment plan
selected by the applicant.
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c. Lapse or termination for nonpayment of premium. An
individual long-term care policy or certificate may not
lapse or be terminated for nonpayment of premium unless
the insurer, at least thirty days before the effective
date of the lapse or termination, has given notice to the
insured and to those persons designated pursuant to
subdivision a of subsection 1, at the address provided by
the insured for purposes of receiving notice of lapse or
termination. Notice must be given by first-class mail,
postage prepaid, and notice may not be given until thirty
days after a premium is due and unpaid. Notice is deemed
to have been given as of five days after the date of

mailing.

Reinstatement. In addition to the requirement in

History:

subsection 1, a long-term care insurance policy or certificate
must include a provision that provides for reinstatement of
coverage, in the event of lapse if the insurer is provided
proof of cognitive impairment or the 1loss of functional
capacity. This option must be available to the insured if
requested within five months after termination and must allow
for the collection of past due premium, when appropriate. The
standard of proof of cognitive impairment or 1loss of
functional capacity may not be more stringent than the benefit
eligibility criteria on cognitive impairment or the loss of
functional capacity, if any, contained in the policy and
certificate.

Effective July 1, 1994.

General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-45

45-06-05-05. Required disclosure provisions.

1.

Renewability. Individual Tlong-term care insurance policies
must contain a renewability provision. Such provision must be
appropriately captioned, must appear on the first page of the
policy, and must clearly state the duration, where limited, of
renewability and the duration of the term of coverage for
which the policy is issued and for which it may be renewed.

Riders and endorsements. Except for riders or endorsements by
which the insurer effectuates a request made in writing by the
insured under an individual long-term care insurance policy,
all riders or endorsements added to an individual long-term
care insurance policy after date of issue or at reinstatement
or renewal which reduce or eliminate benefits or coverage in
the policy must require signed acceptance by the individual
insured. After the date of policy issue, any rider or
endorsement which increases benefits or coverage with a
concomitant increase in premium during the policy term must be
agreed to in writing signed by the insured, except if the
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increased benefits or coverage are required by law. Where a
separate additional premium is charged for benefits provided
in connection with riders or endorsements, such premium charge
must be set forth in the policy, rider, or endorsement.

Payment of henefits. A long-term care insurance policy which
provides for the payment of benefits based on standards
described as "usual and customary", ‘'reasonable and
customary", or words of similar import must include a
definition of such terms and an explanation of such terms in
its accompanying outline of coverage.

Limitations. If a long-term care insurance policy or
certificate contains any limitations with respect to
preexisting conditions, such Timitations must appear as a
separate paragraph of the policy or certificate and be labeled
as "preexisting condition limitations".

Other 1limitations or conditions on eligibility for benefits.
Effective July 1, 1990, a long-term care insurance policy or
certificate containing any Tlimitations or conditions for
eligibility other than those prohibited in subsection 2 of
North Dakota Century Code section 26.1-45-07 must set forth a
description of such limitations or conditions, including any
required number of days of confinement, in a separate
paragraph of the policy or certificate and must Tlabel such
paragraph  "Timitations or conditions on eligibility for
benefits".

Disclosure of tax consequences. With regard to life insurance

History:

policies that provide an accelerated benefit for Tlong-term
care, a disclosure statement 1is required at the time of
application for the policy or rider and at the time the
accelerated benefit payment request is submitted that receipt
of these accelerated benefits may be taxable, and that
assistance should be sought from a personal tax adviser. The
disclosure statement must be prominently displayed on the
first page of the policy or rider and any other related
documents.

Effective July 1, 1988; amended effective October 1, 1989;

July 1, 1994.

General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-45

45-06-05-05.2. Minimum standards for home health and community
care benefits in long-term care insurance policies.

1.

Befinitionss

az--Aeute--condition’--means-that-the-individual-is-medieally
HAstables--Sueh-an-individual-requires-freguent-men+E6Fing
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by---medieat---prefessienals;---sueh---as--physieians--and
registered-nursess-in-erder-te-maintain--the--individualls
health-statuss

bz--*Heme--health--eare-services!-means-medieal-and-nenmedical
servieess-provided-te-i1};-disabled;-or-infirm-persens--in
their--residenees----Sueh--serviees--may-+nelude-homemaker
serviees;-assistanee-with-aetivities-ef-daily-1iving;--and
respite-care-servieess

A long-term care insurance policy or certificate may not, if
it provides benefits for home health care or community care
services, limit or exclude benefits:

a. By requiring that the insured or claimant would need
skitled care in a skilled nursing facility if home health
care services were not provided;

b. By requiring that the insured or claimant first or
simultaneously receive nursing or therapeutic services, or
both in a home er, community, or institutional setting
before home health care services are covered;

c. By 1limiting e]igib]e services to services provided by
registered nurses or licensed practical nurses;

d. By requiring that a nurse or therapist provide serviee
services covered by the policy that can be provided by a
home health aide, or other licensed or certified home care
worker acting within the scope of his or her licensure or
certifications;

e. By requiring that the insured or claimant have an acute
condition before home health care services are covered;

f. By Timiting benefits to services provided by
medicare-certified agencies or providerss:;

g. By excluding coverage for personal care services provided
by a home heaith aide;

h. By requiring that the provision of home health care
services be at a Jlevel of certification or licensure
greater than that required by the eligible service; or

i. By excluding coverage for adult day care services.

Home health care coverage may be applied to the nonhome health
care benefits provided in the policy or certificate when
determining maximum coverage under the terms of the policy or
certificate.
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3.

A long-term care insurance policy or certificate, if it

History:

provides for home health or community care services, must
provide total home health or community care coverage that is a
dollar amount equivalent to at least one-half of one year's
coverage available for nursing home benefits under the policy
or certificate, at the time covered home health or community
care services are being received. This requirement does not
apply to policies or certificates issued to residents of
continuing care retirement communities.

Effective November 1, 1990; amended effective July 1, 1994.

General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-45

45-06-05-05.3. Requirement to offer inflation protection.

1.

No insurer may offer a long-term care insurance policy unless
the insurer also offers to the policyholder in addition to any
other inflation protection the option to purchase a policy
that provides for benefit levels to increase with benefit
maximums or reasonable durations which are meaningful to
account for reasonably anticipated increases in the costs of
long-term care services covered by the policy. Insurers must
offer to each policyholder, at the time of purchase, the
option to purchase a policy with an inflation protection
feature no less favorable than one of the following:

a. Increases benefit levels annually, in a manner so that the
increases are compounded annually at a rate not less than
five percent;

b. Guarantees the insured individual the right to
periodically increase benefit levels without providing
evidence of insurability or health status so long as the
option for the previous period has not been declined. The
amount of the additional benefit must be no less than the
difference between the existing policy benefit and that
benefit compounded annually at a rate of at least five
percent for the period beginning with the purchase of the
existing benefit and extending until the year in which the
offer is made; or

c. Covers a specified percentage of actual or reasonable
charges and does not include a maximum specified indemnity
amount or limit.

Where the policy is issued to a group, the required offer in
subsection 1 must be made to the group policyholder; except,
if the policy is issued to a group defined in subdivision d of
subsection 3 of section 26.1-45-01 other than to a continuing
care retirement community, the offering must be made to each
proposed certificate holder.
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The offer in subsection 1 is not required ofs

az--kife life insurance policies or riders containing
accelerated long-term care benefits:-ner

B:--Pelieies--which--cever-a-speeified-percentage-of-actual-or
reasenable-charges-witheut-application--of--daily--benefit
limitatien. '

Insurers shall include the following information in or with
the outline of coverage:

a. A graphic comparison of the benefit levels of a policy
that increases benefits over the policy period with a
policy that does not increase benefits. The graphic
comparison must show benefit Tlevels over at least a
twenty-year period.

b. Any expected premium increases or additional premiums to
pay for automatic or optional benefit increases. 1f
premidm--inereases-or-additional-premiums-witl-be-based-on
the-attained-age-ef-the--applicant--at--the--time--ef--the
tnereases-the-insurer-shali-alse-disetose-the-magnitude-of
the-potential-premiums-the-applicant-weuld-need-to-pay--at
ages-seventy-five-and-eighty-five-for-benefit-inereasess

An insurer may use a reasonable hypothetical, or a graphic
demonstration, for the purposes of this disclosure.

Inflation protection benefit increases under a policy which

contains such benefits shall continue without regard to an
insured's age, claim status or claim history, or the length of
time the person has been insured under the policy.

An offer of inflation protection which provides for automatic

benefit increases shall include an offer of a premium which
the insurer expects to remain constant. Such offer shall
disclose in a conspicuous manner that the premium may change
in the future unless the premium 1is guaranteed to remain
constant.

a. Inflation protection as provided in subdivision a of

subsection 1 shall be included in a 1long-term care
insurance policy unless an insurer obtains a rejection of
inflation protection signed by the policyholder as
required in this subsection.

b. The rejection shall be considered a part of the
application and shall state: "I have reviewed the outline
of coverage and the graphs that compare the benefits and
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premiums of this policy with and without inflation
protection. Specifically, I have reviewed Plans .
and I reject inflation protection."

History: Effective November 1, 1990; amended effective July 1, 1994.
General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-45

45-06-05-66. Requirements for application forms and replacement
coverage.

1:--Questien---eoneerning---replacement----Individual--and--direet
respense-selieited-1ong-term-care-insuranee-applicatien--forms
must--inelude--a-question-designed-to-eliett-information-as-te
whether-the-insuranee-to-be-issued-is-intended-to-replace--any
other-aeeident-and-siekness-or-long-term-eare-insuranee-petiey
presently-in-feree---A-supplementary-application-or-other-form
to--be--sigred-by-the-appliecant-eontaining-sueh-a-question-may
be-useds

2---Selieitations--other--than--direet-respoense---Upen-determining
that-a-sate-will-invelve-replacement;-an-insurer;--ether--than
an--insurer-using-direet-respense-selieitation-methods;-er-its
agentss-shall-furnish-the--applieant;--prier--te--issuanee--or
delivery--ef-the-individual-leng-term-eare-insurance-petiey;-a
Rotiee-regarding--replacement--of--aceident--and--siekness--or
leng-term--eare--eeverage----0ne--eepy--6f-sueh-netice-must-be
retained-by-the-applicant-and-an-additienal-eopy-signed-by-the
applieant--must--be--retained--by--the--iRsurer---The-required
rRetiee-must-be-provided-in-the-follewing-manner:

YNOTICE-¥0-APPLICANT-REGARBING-REPEACEMENT-OF - INBIVIDUAL
ACCIDENT-AND-SICKNESS-OR-LONG-TERM-CARE-INSURANEE

Aceerding--to--{your--applieation}--{infermation-yeu-have
furnished};-yoeu-intend-te-lapse--er--etherwise--terminate
existing---aeeident---and---siekness--er--}eng-term--eare
tnsurance-and-replace-it--with--an--individual--1eng-term
eare--insHranee--peliey--te--be--issued-by- {€ompany-name}
Insuranee-Company:--Yeur-new-peliey-provides-thirty--£{36}
days--within--whieh-you-may-deeide;-without-cost;-whether
you-desire-to-keep-the-peliey:--For-your-ewn--informatien
and--preteetion;--you--sheuld--be--aware-ef-and-seriousty
eonsider-eertain-faetors-which-may-affeet--the--insuranee
proteetion-available-te-yeu-under-the-new-peliey-

1---Health--eenditions-whieh-yeu-may-presently-have
{preexisting---conditions}s----may----net----be
immediately--er--fully--eovered--under--the-new
peliey:---Fhis-eeuld-resutt-in-denial--er--delay
tR--payment--of--berefits-under-the-new-peliey;

838



whereas-a-simitar-elaim-might-have-been-payable
HREeFr-yeur-present-potieys

2:--You--may--wish--te--seeure--the--advice-of-your
present-iAsurer--er--its--agent--regarding--the
prepesed--reptacement--of--yoeur-present-peltiey:
This-is-net-only-yeur-right;-but-it-is-alse--in
yeur--best-interest-to-make-sure-yeu-understand
ati-the-relevant-faeters-invelved-in--replacing
yeur-present-ceverages

3:--1f;--after-due-eonsiderations-you-still-wish-te
terminate-your-present-peliey--and--replace--it
with-new-coverage;-be-eertain-to-truthfully-and
cempletely--answer---a}l---questions---en---the
application---cencerning--your--medical--heatth
histery:---Fatlure--te--inetude--all---material
medieal---information--en--an--application--may
previde-a-basis-fer-the--eempany--te--deny--any
future--elaims--and--te--refunrd-your-premium-as
though-yeur-peliey-had--never--been--in--forees
After--the--application--has-been-coempleted-and
before-you-sign-it;-reread-it-carefully--te--be
eertain--that-all-infermatien-has-been-properiy
recordeds

The-abeve-!Netice-to-Applicant!-was-delivered-to-me-ons

{Applicantis-Signature}!

3:--Direct-respense-selieitations:=--IAsurers-using-direct-respense
setieitation--methods--shall--deliver---a---netice---regarding
replacement---of--aceident--and--siekness--oer--1eng-term--€are
eoverage-te-the-applicant-upon-issuance-ef--the--poelieys---The
reguired-netice-must-be-provided-in-the-follewing-manner:

“NOFICE-TO-APPLICANT-REGARDING-REPLACEMENT
OF-ACCIBENT-AND-SICKNESS-BR-LONG-TERM-CARE-INSURANEE

Aeecording--to--{yeur--applicatien}--{infermation-yeu-have
furnished};-yeu-intend-te-}apse--oer--etherwise--terminate
existing---aceident---and---siekness--er--1eng-term--care
iAsHFanee--and--replace--it--with--the---long-term---care
{nsuranee--peliey--delivered--herewith-4ssued-by-{Company
Rame}-Insuranee-Cempany---Your-new-peliey-provides-thirty
{30} --days--within--which--you--may-decide;-without-eost;
whether-you-desire-to-keep--the--poliey----For--your--ewn
information--and--pretection;--you--sheuld--be--aware-and
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serieusly-consider-ether-factors--whieh--may--affeet--the
}AsHranee--pretectien--avaitable--to--you--under--the-new
pelieys '

1.--Health--conditions-which-yeu-may-presently-have
{preexisting---econditions};----may----net----be
jmmediate}y--oer--fully--covered--under--the-new
pelieysz--Fhis-eould-result-+n-deniat--er--detay
}n--payment--of--benefits-under-the-new-potiey;
whereas-a-similar-elaim-might-have-been-payable
HRder-yedr-present-petieys

2:--¥ou--may--wish--te--seedre--the--advice-of-your
present-insdHrer--er--its--agent--regarding--the
propesed--replacement--ef--yodr-present-peltieys
This-is-net-enly-yeur-right;-but-it-is-alse--in
yeur--best-interest-to-make-sure-yeu-tunderstand
a}}-the-relevant-faetors-invelved-in--replacing
yeHF-present-ceverages

3:--{¥e--be--ineluded--only--if--the-applicatien-is
attached--to--the--pelieys}---1f;---after---due
eonsideration;-you-still-wish-te-terminate-yeur
present--peliey--and--replace---it---with---new
esverages;--read--the--cepy--of--the-appiicatien
attached-te-your-new-peliey-and--be--sure--that
all-questions-are-answered-fully-and-eerreetly-
Omissiens-er-misstatements-in--the--appticatien
eonld--canse--an--etherwise--valid--elaim-to-be
denied---Carefu}dy-cheek--the--application--and
write--to--{Cempany--name--and--address}-within
thirty-{30}-days--if--any--infermatien--is--pet
eerrect--and--completes--or-1f-any-past-medieal
Ristery-has-been-left-out-ef-the-applications

{Cempany-Name} !

Application forms must inciude the following gquestions

designed to elicit information as to whether, as of the date
of the application, the applicant has another long-term care
insurance policy or certificate in force or whether a
long-term care policy or certificate is intended to replace
any other accident and sickness or long-term care policy or
certificate presently in force. A supplementary application
or other form to be signed by the applicant and agent, except
when the coverage is sold without an agent, containing such
guestions may be used. With regard to a replacement policy
issued to groups defined by subsection 3 of North Dakota
Century Code section 26.1-45-01, the following questions may
be modified only to the extent necessary to elicit information
about health or long-term care insurance policies other than
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the group policy being replaced; provided, however, that the
certificate holder has been notified of the replacement.

a. Do you have another long-term care insurance policy or
certificate in force (including health care service
contract or health maintenance organjzation contract)?

b. Did you have another long-term care insurance policy or
certificate in force during the last twelve months?

(1) If so, with which company?

(2) If that policy lapsed, when did it lapse?

c. Are you covered by medicaid?

d. Do you intend to replace any of your medical or health
insurance coverage with this policy [certificate]?

Agents shall 1list any other health insurance policies they

have sold to the applicant.

a. List policies sold which are still in force.

b. List policies sold in the past five years which are no
longer in force.

Solicitations other than direct response. Upon determining

that a sale will involve replacement, an insurer, other than
an insurer using direct response solicitation methods, or jts
agent, shall furnish the applicant, prior to 1issuance or
delivery of the individual long-term care insurance policy, a
notice regarding replacement of accident and sickness or
long-term care coverage. One copy of such notice must be
retained by the applicant and an additional copy signed by the
applicant must be retained by the insurer. The required
notice must be provided in the following manner:

"NOTICE TO APPLICANT REGARDING REPLACEMENT OF INDIVIDUAL
ACCIDENT AND SICKNESS OR LONG-TERM CARE INSURANCE

[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 lapse or otherwise terminate
existing accident and sickness or Jlong-term care
insurance and replace it with an individual long-term
care insurance policy to be issued by [company name
Insurance Company. Your new policy provides thirty (30
days within which you may decide, without cost, whether
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you desire to keep the policy. For your own information
and protection, you should be aware of and seriously
consider certain factors which may affect the insurance
protection available to you under the new policy.

You should review this new coverage carefully, comparing
it with all accident and sickness or long-term care
insurance coverage you now hdve, and terminate your
present policy only if, after due consideration, you find
that purchase of this long-term care coverage is a wise
decision.

STATEMENT _ TO__APPLICANT BY AGENT [BROKER OR OTHER
REPRESENTATIVE] :

(Use additional sheets, as necessary.)

I have reviewed your current medical or health insurance
coverage. I believe the replacement of insurance
involved 1in this transaction materially improves your
position. My conclusion has taken into account the
following considerations, which I call to your attention:

1. 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
in payment of 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 or probationary periods. The
insurer will waive any time periods applicable
to  preexisting conditions or probationary
periods in the new policy (or coverage) for
similar benefits to the extent such time was
spent (depleted) under the original policy.

3. If you are replacing existing long-term care
insurance coverage, you may wish to secure the
advice of your present insurer or its agent
regarding the proposed replacement of your
present policy. This is not only your right,
but it is also in your best interest to make
sure you understand all the relevant factors
involved in replacing your present coverage.

4, If, after due consideration, you still wish to
terminate your present policy and replace it
with new coverage, be certain to truthfully and
compietely answer all questions on the
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application concerning your medical 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, reread it carefully to be
certain that all information has been properly
recorded.

Signature of Agent, Broker, or Other Representative)

[Typed Name and Address of Agent or Broker]

The above "Notice to Applicant" was delivered to me on:

gDate)

(Applicant's Signature)"

Direct response solicitations. Insurers using direct response
solicitation methods shall deliver a notice regarding
replacement of accident and sickness or Jlong-term care
coverage to the applicant upon issuance of the policy. The
required notice must be provided in the following manner:

"NOTICE TO APPLICANT REGARDING REPLACEMENT
OF ACCIDENT AND SICKNESS OR LONG-TERM CARE INSURANCE

[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 lapse or otherwise terminate
existing accident and sickness or Tlong-term care
insurance and replace it with the long-term care
insurance policy delivered herewith issued by |company
name| Insurance Company. Your new policy provides thirty
(30) days within which you may decide, without cost,
whether you desire to keep the policy. For your own
information and protection, you should be aware of and
seriously consider certain factors which may affect the
insurance protection available to you under the new

policy.
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5.

You should review this new coverage carefully, comparing
it with all accident and sickness or Jlong-term care

insurance coverage you now have, and terminate your

present policy only if, after due consideration, you find

that purchase of this long-term care coverage is a wise

decision.

1. 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
in payment of 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 or probationary periods. Your
insurer will wajve any time periods applicable
to preexisting conditions or probationary
periods in the new policy (or coverage) for
similar benefits to the extent such time was
spent (depleted) under the original policy.

3. If you are replacing existing Tong-term care
insurance coverage, you may wish to secure the
advice of your present insurer or its agent
regarding the proposed replacement of your
present policy. This is not only your right,
but it is also in your best interest to make
sure you understand all the relevant factors
involved in replacing your present coverage.

4. [To be included only if the application is
attached to the policy. If, after due
consideration, you still wish to terminate your
present policy and replace it with new
coverage, read the copy of the application
attached to your new policy and be sure that
all questions are answered fully and correctly.
Omissions or misstatements in the application
could cause an otherwise valid claim to be
denied. Carefully check the application and
write to [company name and address| within
thirty (30) days if any information 1is not
correct and complete, or if any past medical
history has been left out of the application.

(Company Name)"

Where replacement is intended, the replacing insurer shall

notify, in writing, the existing insurer of the proposed
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replacement. The existing policy shall be identified by the
insurer, name of the insured, and policy number or address
including zip code. Such notice shall be made within five
working days from the date the application is received by the
insurer or the date the policy is issued, whichever is sooner.

History: Effective July 1, 1988; amended effective November 1, 1990;
July 1, 1994.

General Authority: NDCC 28-32-02

Law Implemented: NDCC 26.1-45

45-06-05-06.1. Reporting requirements.

1. Every insurer shall maintain records for each agent of that
agent's amount of replacement sales as a percent of the
agent's total annual sales and the amount of lapses of
long-term care insurance policies sold by the agent as a
percent of the agent's total annual sales.

2. Each insurer shall report annually by June thirtieth the ten
percent of its agents with the greatest percentages of lapses
and replacements as measured by subsection 1.

3. Reported replacement and lapse rates do not alone constitute a
violation of insurance laws or necessarily imply wrongdoing.
The reports are for the purpose of reviewing more closely
agent activities regarding the sale of long-term care
insurance.

4. Every insurer shall report annually by June thirtieth the
number of lapsed policies as a percent of its total annual
sales and as a percent of its total number of policies in
force as of the end of the preceding calendar year.

5. Every insurer shall report annually by June thirtieth the
number of replacement policies sold as a percent of its total
annual sales and as a percent of its total number of policies
in force as of the preceding calendar year.

6. For purposes of this section, "policy" means only long-term
care insurance and "report" means on a statewide basis.

History: Effective July 1, 1994.
General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-45

45-06-05-08. Mandated-}ess Loss ratio. Benefits under individual
Jong-term care insurance policies must be deemed reasonable in relation
to premiums provided the expected loss ratio is at least sixty percent,
calculated in a manner which provides for adequate reserving of the
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long-term care insurance risk. In evaluating the expected loss ratio,
due consideration must be given to all relevant factors, including:

1.

(=) TN & 1 B~ L 7 B ¢ |

10.
11.
12.
13.

History:

Statistical credibility of incurred claims experience and
earned premiums;

The period for which rates are computed to provide coverage;
Experienced and projected trends;

Concentration of experience within early policy duration;
Expected claim fluctuation;

Experience refunds, adjustments, or dividends;
Renewability features;

A1l appropriate expense factors;

Interest;

Experimental nature of the coverage;

Policy reserves;

Mix of business by risk classification; and

Product features such as Tlong elimination periods, high
deductibles, and high maximum limits.

Effective July 1, 1988; amended effective July 1, 1994.

General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-45

45-06-05-08.1. Reserve standards.

1.

When long-term care benefits are provided through the

acceleration of benefits under group or individual 1life
policies or riders to such policies, policy reserves for such
benefits must be determined in accordance with North Dakota
Century Code chapter 26.1-35. Claim reserves must also be
established in the case when such policy or rider is in claim
status.

Reserves for policies and riders subject to this subsection
should be based on the multiple decrement model utilizing all
relevant decrements except for voluntary termination rates.
Single decrement approximations are acceptable if the
calculation produces essentially similar reserves, if the
reserve is clearly more conservative, or if the reserve is
immaterial. The calculations may take into account the
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reduction in life insurance benefits due to the payment of
long-term care benefits. However, the reserves for the
Tong-term care benefit and the Tife insurance benefit may not
be less than the reserves for the Tife insurance benefit
assuming no long-term care benefit.

In the development and calculation of reserves for policies
and riders subject to this ' subsection, due regard must be
given to the applicable policy provisions, marketing methods,
administrative procedures, and all other considerations that
have an impact on projected claim costs, including the

following:

a. Definition of insured events;

b. Covered long-term care facilities;

c. Existence of home convalescence care coverage;

d. Definition of facilities;

e. Existence or absence of barriers to eligibility;

f. Premium waiver provision; -

g. Renewability:

h. Ability to raise premiums;

i. Marketing method;

j. Underwriting procedures;

k. Claims adjustment procedures;

1. Waiting period;

m. Maximum benefit;

n. Availability of eligible facilities;

0. Margins in claim costs;

p. Optional nature of benefit;

g. Delay in eligibility for benefit;

r. Inflation protection provisions; and

s. Guaranteed insurability option.
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Any applicable valuation morbidity table must be certified as
appropriate as a statutory valuation table by a member of the
American academy of actuaries.

2. When 1long-term care benefits are provided other than as in
subsection 1, reserves must be determined in accordance with
generally accepted industry standards.

History: Effective July 1, 1994.
General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-45

45-06-05-09.1. Filing requirements for advertising.

1. An insurer, health care service plan, or other entity
providing long-term care insurance or benefits in this state
shall provide a copy of any long-term care insurance
advertisement intended for use in this state whether through
written, radio, or televisijon medium to the commissioner of
insurance of this state for review or approval by the
commissioner to the extent it may be required under state law.
In addition, all advertisements must be retained by the
insurer, health care service plan, or other entity for at
least three years from the date the advertisement was first
used.

2. The commissioner may exempt from these requirements any
advertising form or material when, in the commissioner's
opinion, this requirement may not be reasonably applied.

History: Effective July 1, 1994.
General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-45

45-06-05-09.2. Standards for marketing.

1. Every insurer, health care service plan, or other entity
marketing long-term care insurance coverage in this state,
directly or through its producers, shail:

a. Establish marketing procedures to assure that any
comparison of policies by its agents or other 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 outline of coverage and
policy the following: "Notice to buyer: This policy may
not cover all of the costs associated with long-term care
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incurred by the buyer during the period of coverage. The
buyer is advised to review carefully all policy
limitations."

Inquire and otherwise make every reasonable effort to

jdentify whether a prospective applicant or enrollee for

long-term care insurance already has accident and sickness
or long-term care insurance and the types and amounts of

any such insurance.

Every insurer or entity marketing long-term care insurance

shall establish auditable procedures for verifying

compliance with this subsection.

If the state in which the policy or certificate is to be

delivered or jssued for delivery has a senior insurance

counseling program approved by the commissioner, the
insurer shall, at solicitation, provide written notice to

the prospective policyholder and certificate holder that

such a program is available and the name, address, and
telephone number of the program.

For long-term care health insurance policies and

In

certificates, use the terms "noncancelable" or "level

premium" only when the policy or certificate conforms to

subdivision ¢ of subsection 1 of section 45-06-05-04.

addition to the practices prohibited in North Dakota

Century Code section 26.1-04-03, the following acts and

practices are prohibited:

a.

Twisting. Knowingly making any misleading representation

or incomplete or fraudulent comparison of any insurance
policies or insurers for the purpose of inducing, or
tending to induce, any person to  lapse, forfeit,
surrender, terminate, retain, pledge, assign, borrow on,
or convert any insurance policy or to take out a policy of
insurance with another insurer.

High pressure tactics. Employing any method of marketing

having the effect of or tending to induce the purchase of
insurance through force, fright, threat, whether explicit
or implied, or undue pressure to purchase or recommend the
purchase of insurance.

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 agent or insurance company.

With respect to the obligations set forth in this

subsection, the primary responsibility of an association,
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as defined in subdivision b of subsection 3 of North
Dakota Century Code section 26.1-45-01, when endorsing
long-term care insurance is to educate its members
concerning long-term care issues in general so that its
members can make informed decisions. Associations shall
provide objective information regarding long-term care
insurance policies or certificates endorsed by such
associations to ensure that members of such associations
receive a balanced and complete explanation of the
features in the policies or certificates that are being
endorsed.

The insurer shall file with the insurance department the

following materia]:

(1) The policy and certificate;

(2) A corresponding outline of coverage; and

(3) A1l advertisements requested by the insurance
department.

The association shall disclose in any long-term care

insurance solicitation:

(1) The specific nature and amount of the compensation
arrangements, including all fees, commissions,
administrative fees, and other forms of financial
support, that the association receives from
endorsement or sale of the policy or certificate to
its members; and

(2) A brief description of the process under which such
policies and the insurer issuing such policies were
selected.

If the association and the insurer have interlocking

directorates or trustee arrangements, the association
shall disclose such fact to its members.

The board of directors of associations selling or

endorsing long-term care insurance policies or
certificates shall review and approve such insurance
policies as well as the compensation arrangements made
with the insurer.

The association shall also:

(1) At the time of the association's decision to endorse,
engage the services of a person with expertise in
Tong-term care insurance not affiliated with the
insurer to conduct an examination of the policies,
including its benefits, features, and rates and
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update such examination thereafter in the event of
material change;

(2) Actively monitor the marketing efforts of the insurer
and its agents; and .

(3) Review and approve all marketing materials or other
insurance communications used to promote sales or
sent to members regarding such policies or
certificates.

g. A group long-term care insurance policy or certificate may
not be issued to an association uniess the insurer files
with the insurance department the information required in
this subsection.

h. The insurer may not issue a long-term care policy or
certificate to an association or continue to market such a
policy or certificate unless the insurer certifies
annually that the association has complied with the
requirements set forth in this subsection.

j. Failure to comply with the filing and certification
requirements of this section constitutes an unfair trade
practice under North Dakota Century Code section
26.1-04-03.

History: Effective July 1, 1994.
General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-45

45-06-05-09.3. Appropriateness of recommended purchase. In
recommending the purchase or replacement of any long-term care insurance
policy or certificate, an agent shall make reasonable efforts to
determine the appropriateness of a recommended purchase or replacement.

History: Effective July 1, 1994,
General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-45

45-06-05-10. Standard format outline of coverage. This section
implements, interprets, and makes specific the provisions of
subsection 2 of North Dakota Century Code section 26.1-45-09 in
prescribing a standard format and the content of an outline of coverage.

1. The outline of coverage must be a freestanding document, using
no smaller than ten point type.

2. The outline of coverage must contain no material of an
advertising nature.
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3. Text which 1is capitalized or underscored in the standard
format outline of coverage may be emphasized by other means
which provide prominence equivalent to such capitalization or
underscoring.

4, Use of the text and sequence of text of the standard format
outline of coverage is mandatory, unless otherwise
specifically indicated. '

5. Format for outline of coverage:

[COMPANY NAME]
[ADDRESS - CITY AND STATE]
[TELEPHONE NUMBER]
LONG-TERM CARE INSURANCE
OUTLINE OF COVERAGE

[Policy number or group master policy and certificate number]

[Except for policies or certificates which are guaranteed issue,
the following caution statement, or language substantially
similar, must appear as follows in the outline of coverage.]

Caution: The issuance of this long-term care insurance [policy]
[certificate] is based upon your responses to the questions on
your application. A copy of your [application] [enrollment form]
[is enclosed] [was retained by you when you applied]. If your
answers are incorrect or untrue, the company has the right to deny
benefits or rescind your policy. The best time to clear up any
questions is now, before a claim arises! If, for any reason, any
of your answers are incorrect, contact the company at this
address: [insert address] ‘

1. This policy is [an individual policy of insurance] ([a
group policy] which was issued in the [indicate
jurisdiction in which group policy was issued]).

2. PURPOSE OF OUTLINE OF COVERAGE. This outline of coverage
provides a very brief description of the important
features of the policy. You should compare this outline
of coverage to outlines of coverage for other policies
available to you. This is not an insurance contract, but
only a summary of coverage. Only the individual or group
policy contains governing contractual provisions. This
means that the policy or group policy sets forth in detail
the rights and obligations of both you and the insurance
company. Therefore, if you purchase this coverage, or any
other coverage, it is important that you READ YOUR POLICY
(OR CERTIFICATE) CAREFULLY!

3. TERMS UNDER WHICH THE POLICY OR CERTIFICATE MAY BE
RETURNED AND PREMIUM REFUNDED.
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a. [Provide a brief description of the right to return -
"free look" provision of the policy.]

b. [Include a statement that the policy either does or
does not contain provisions providing for a refund or
partial refund of premium upon the death of an
insured or surrender of the policy or certificate.
If the policy contains such provisions, include a
description of them.]

THIS IS NOT MEDICARE SUPPLEMENT COVERAGE. If you are
eligible for medicare, review the Medicare Supplement
Buyer's Guide from the insurance company.

a. [For agents] Neither [insert company name] nor its
agents represent medicare, the federal government or
any state government.

b. [For direct response] [insert company name] is not
representing medicare, the federal government, or any
state government.

LONG-TERM CARE COVERAGE. Policies of this category are
designed to provide coverage for one or more necessary or
medically necessary diagnostic, preventive, therapeutic,
rehabilitative, maintenance, or personal care services,
provided in a setting other than an acute care unit of a
hospital, such as in a nursing home, in the community, or
in the home.

This policy provides coverage in the form of a fixed
dollar indemnity benefit for covered long-term care
expenses, subject to policy [lTimitations] [waiting
periods] and [coinsurance] requirements. [Modify this
paragraph if the policy is not an indemnity policy.]

BENEFITS PROVIDED BY THIS POLICY.

a. [Covered services, related deductibles, waiting
periods, elimination periods and benefit maximums.]

b. [Institutional benefits, by skill level.]
c. [Noninstitutional benefits, by skill level.]

[Any benefit screens must be explained in this section.
If these screens differ for different benefits,
explanation of the screen should accompany each benefit
description. If an attending physician or other specified
person must certify a certain level of functional
dependency in order to be eligible for benefits, this too
must be specified. If activities of daily living (ADLs)
are used to measure an insured's need for long-term care,
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then these qualifying criteria or screens must be
explained.]

LIMITATIONS AND EXCLUSIONS.

[Describe:

a. Preexisting conditions.

b. Noneligible facilities and provider.

c. Noneligible 1levels of care (e.g., unlicensed
providers, care or treatment provided by a family
member, etc.).

d. Exclusions and exceptions.
e. Limitations.]

[This section should provide a brief specific description
of any policy provisions which 1imit, exclude, restrict,
reduce, delay, or in any other manner operate to qualify
payment of the benefits described in (6) above.]

THIS POLICY MAY NOT COVER ALL THE EXPENSES ASSOCIATED WITH
YOUR LONG-TERM CARE NEEDS.

RELATIONSHIP OF COST OF CARE AND BENEFITS. Because the
costs of long-term care services will likely increase over
time, you should consider whether and how the benefits of
this plan may be adjusted. [As applicable, indicate the
following:

a. That the benefit level will not increase over time.
b. Any automatic benefit adjustment provisions.

c. Whether the insured will be guaranteed the option to
buy additional benefits and the basis upon which
benefits will be increased over time if not by a
specified amount or percentage.

d. If there is such a guarantee, include whether
additional underwriting or health screening will be
required, the frequency and amounts of the upgrade
options, and any significant restrictions or
Timitations.

e. And finally, describe whether there will be any

additional premium charge imposed, and how that is to
be calculated.]
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9. TERMS UNDER WHICH THE POLICY {OR CERTIFICATE} MAY BE
CONTINUED IN FORCE OR DISCONTINUED.

{a----Peseribe-the-pelicy-renewabi}ity-provisienss

b:---For----greup----coverage;----speeifieatly----deseribe
eontintationfeenversion-previsiens-applicable-te--the
eertificate-and-groeup-petieys

€s---Beseribe--waiver--ef-premitm-previsiens-er-state-that
there-are-net-sueh-previsienss

ds----State--whether--er--net--the--cempany--has-a-right-te
ehange-premitm;-and-if-sueh-a-right-exists;--deseribe
etearly--and--esneisely-each-eireumstance-under-whieh
pFemium-may-€hanges}

a. [For long-term care health insurance policies or
certificates describe one of the following
permissible policy renewability provisions:

(1) Policies and certificates that are guaranteed
renewable must contain the following statement:|
RENEWABILITY: THIS POLICY |[CERTIFICATE] IS
GUARANTEED RENEWABLE. This means you have the
right, subject to the terms of your policy
[certificate|, to continue this policy as long
as you pay your premiums on time. [Company
Name| cannot change any of the terms of your
policy on 1its own, except that, in the future,
IT MAY INCREASE THE PREMIUM YOU PAY.

(2) [Policies and certificates that are
noncancelable shall contain the following
statement: | RENEWABILITY: THIS POLICY
{CERTIFICATE| IS NONCANCELABLE. This means that
you have the right, subject to the terms of your
policy, to continue this policy as long as you
pay your premiums on time. [Company Name|
cannot change any of the terms of your policy on
its own .and cannot change the premium vyou
currently pay. However, if your policy contains
an inflation protection feature where you choose
to increase your benefits, {Company Name| may
increase your premium at that time for those
additional benefits.

b. [For group coverage, specifically describe
continuation/conversion provisions applicable to the
certificate and group policy;]

C. [Describe waiver of premium provisions or state that
there are not such provisions;]
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d. [State whether or not the company has a right to
change premium, and if such right exists, describe
clearly and concisely each circumstance under which
premium may change. |

10. ALZHEIMER'S DISEASE AND OTHER ORGANIC BRAIN DISORDERS.

[State that the policy provides coverage for insureds
clinically diagnosed as having Alzheimer's disease or
related degenerative and dementing illnesses.
Specifically, describe each benefit screen or other policy
provision which provides preconditions to the availability
of policy benefits for such an insured.]

11. PREMIUM.

a. [State the total annual premium for the policy.

b. If the premium varies with an applicant's choice
among benefit options, indicate the portion of annual
premium which corresponds to each benefit option.]

12. ADDITIONAL FEATURES.

a. [Indicate if medical underwriting is used;

b. Describe other important features.]

History: Effective October 1, 1989; amended effective November 1, 1990;
July 1, 1994.

General Authority: NDCC 28-32-02
- Law Implemented: NDCC 26.1-45

45-06-05-11. Requirement to deliver shopper's guide.

1. A Tlong-term care insurance shopper's gquide 1in the format
developed by the national association of insurance
commissioners, or a quide developed or approved by the
commissioner, must be provided to all prospective applicants
of a long-term care insurance policy or certificate.

a. In the case of agent solicitations, an agent must deliver
the shopper's gquide prior to the presentation of an
application or enrollment form.

b. In the <case of direct response solicitations, the
shopper's guide must be presented in conjunction with any
application or enrolliment form.

2. Life insurance policies or riders containing accelerated
long-term care benefits are not required to furnish the
above-referenced guide, but shall furnish the policy summary

856



required under subsection 4 of North Dakota Century Code
section 26.1-45-09.

History: Effective July 1, 1994.
General Authority: NDCC 28-32-02
Law Implemented; NDCC 26.1-45
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APPENDIX A

RECISSION REPORTING FORM FOR
LONG-TERM CARE POLICIES
FOR THE STATE OF
FOR THE REPORTING YEAR 19| |

Company Name:

Address:

Phone Number:

Due: March 1 annually

Instructions:

The purpose of this form is to report all rescissions of long-term care
insurance policies or certificates. Those rescissions voluntarily
effectuated by an insured are not required to be included in this report.
Please furnish one form per rescission.

Policy Date'of Date/s
Form Policy and Name of Policy Claim/s Date of
Number Certificate # Insured Issuance Submi tted Recission

Detailed reason for rescission:

Signature

Name and Title (please type)

Date
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STAFF COMMENT: Chapters 45-06-07 and 45-06-08 contain all new material
but are not underscored so as to improve readability.

CHAPTER 45-06-07
MODEL REGULATION TO IMPLEMENT RULES REGARDING CONTRACTS
AND SERVICES OF HEALTH MAINTENANCE ORGANIZATIONS

Section

45-06-07-01 Applicability and Scope

45-06-07-02 Effective Date

45-06-07-03 Definitions ,

45-06-07-04 Requirements for Contracts and Evidence
of Coverage

45-06-07-05 Prohibited Practices

45-06-07-06 Services

45-06-07-07 Other Requirements

45-06-07-08 Penalties

45-06-07-09 Severability

45-06-07-01. Applicahility and scope. This chapter applies to
all health maintenance organizations that are required to obtain a
certificate of authority in this state. In the event of conflict
between the provisions of this chapter and the provisions of any other
chapter issued by the commissioner, the provisions of this chapter shall
be controlling as to health maintenance organizations.

History: Effective July 1, 1994.
General Authority: NDCC 26.1-18.1
Law Implemented: NDCC 26.1-18.1

45-06-07-02. Effective date.

1. A1l group and individual contracts written or issued on or
after December 31, 1993, must conform with the provisions of
these rules.

2. Group or individual contract or evidence of coverage may not
be reissued, renewed, amended, or extended in this state on or
after December 31, 1993, unless it complies with this chapter.
A group or individual contract or evidence of coverage
approved before December 31, 1993, must be deemed to be
reissued, renewed, amended, or extended on the date the health
maintenance organization changes the terms of the group or
individual contract or evidence of coverage or adjusts the
premiums charged. Such group or individual contracts or
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evidence of coverage must comply with this chapter when
amended but in no event later than June 30, 1995.

History: Effective July 1, 1994.
General Authority: NDCC 26.1-18.1
Law Implemented: NDCC 26.1-18.1

45-06-07-03. Definitions. Group or individual contract or
evidence of coverage delivered or issued for delivery to any person in
this state by a health maintenance organization required to obtain a
certificate of authority in this state may not contain definitions
respecting the matters set forth below unless such definitions comply

~with the requirements of this section. Definitions other than those in

this section may be used as appropriate, providing that they do not
contradict these requirements. All definitions used in the group or
individual contract and evidence of coverage must be in alphabetical
order. As used in this chapter and as used in the group or individual
contract and evidence of coverage:

1. "Basic health care services" means the following medically
necessary services: preventive care, emergency care,
inpatient and outpatient hospital and physician care,
diagnostic laboratory, and diagnostic and therapeutic
radiological services. It does not include mental health
services or services for alcohol or drug abuse, dental or
vision services, or long-term rehabilitation treatment.

2. "Copayment" means the amount an enrollee must pay in order to
receive a specific service that is not fully prepaid.

3. "Deductible" means the amount an enrollee is responsible to
pay out of pocket before the health maintenance organization
begins to pay the costs or provide the services associated
with treatment.

4. "Eligible dependent" means any member of a subscriber's family
who meets the eligibility requirements set forth in
subsection 2 of section 45-06-07-04.

5. "Emergency care services" means:

a. Within the service area: covered health care services
rendered by affiliated or nonaffiliated providers under
unforeseen conditions that require immediate medical
attention. Emergency care services within the service
area include covered health <care services from
nonaffiliated providers only when delay in receiving care
from the health maintenance organization could reasonably
be expected to cause severe Jjeopardy to the enrollee's
condition.
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10.

11.

12.

13.

14.

15.

b. Outside the service area: medically necessary health care
services that are immediately required because of
unforeseen illness or injury while the enrollee is outside
the geographical 1limits of the health maintenance
organization's service area.

"Enrollee" means an individual who is covered by a health
maintenance organization.

"Evidence of coverage" means a statement of the essential
features and services of the health maintenance organization
coverage which 1is given to the subscriber by the health
maintenance organization or by the group contractholder.

"Extension of benefits" means the continuation of coverage of
a particular benefit provided under a group or individual
contract following termination with respect to an enrollee who
is totally disabled on the date of termination.

"Grievance" means a written complaint submitted in accordance
with the health maintenance organization's formal grievance
procedure by or on behalf of the enrollee regarding any aspect
of the health maintenance organization relative to the
enrollee.

"Group contract" means a contract for health care services
which by its terms 1limits eligibility to enrollees of a
specified group. The group contract may include coverage for
dependents.

"Group contractholder" means the person to whom a group
contract has been issued.

"Health maintenance organization" means any person who
undertakes to provide or arrange for the delivery of basic
health care services to enrollees on a prepaid basis, except
for enrollee responsibility for copayments or deductibles.

“Hospital" means a duly licensed institution that provides
general and specialized inpatient medical care. The term
"hospital" does not include a convalescent facility, nursing
home, or any institution or part of an institution which is
used principally as a convalescent facility, rest facility,
nursing facility, or facility for the aged.

"Individual contract”" means a contract for health care
services issued to and covering an individual. The individual
contract may include coverage for dependents of the
subscriber.

"Medical necessity" or "medically necessary" means appropriate

and necessary services as determined by any provider
affiliated with the health maintenance organization which are
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16.

17.

18.

19.

20.

21.

22.

23.

24.

rendered to an enrollee for any condition requiring, according
to generally accepted principles of good medical practice, the
diagnosis or direct care and treatment of an illness or injury
and are not provided only as a convenience. This does not
preclude the health maintenance organization from establishing
standards by which providers make their decisions as to what
is medically necessary or from penalizing providers for
failure to meet these standards. In the case of emergency
medical services, the health maintenance organization has the
right to make the final determination of whether services
should be covered.

"Nonbasic health care services" means any health care
services, other than basic health care services, that may be
provided in the absence of basic health care services.

"Out-of-area services" means the health care services that a
health maintenance organization covers when its enrollees are
outside of the service area.

"Participating provider" means a provider as defined in this
section who, under an express or implied contract with the
health maintenance organization or with its contractor or
subcontractor, has agreed to provide health care services to
enrollees with an expectation of receiving payment, other than
copayment or deductible, directly or indirectly from the
health maintenance organization.

"Physician" means a duly licensed doctor of medicine or
osteopathy practicing within the scope of such a license.

"Primary care physician" means a physician who supervises,
coordinates, and provides initial and basic care to enrollees,
and who initiates their referral for specialist care and
maintains continuity of patient care.

"Provider" means any physician, hospital, or other person
licensed or otherwise authorized to furnish health care
services.

"Replacement coverage" means the benefits provided by a
succeeding carrier.

"Service area" means the geographical area as approved by the
commissioner within which the health maintenance organization
provides or arranges for health care services that are
available and accessible to enrollees.

"Skilled nursing facility" means a facility that is operated
pursuant to law and is primarily engaged in providing room and
board accommodations and skilled nursing care under the
supervision of a duly licensed physician.
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25. "Subscriber" means an individual whose employment or other
status, except family dependency, is the basis for eligibility
for enrollment in the health maintenance organization, or in
the case of an individual contract, the person in whose name
the contract is issued. .

26. "Supplemental health care services" means any health care
services that are provided in addition to basic health care
services.

History: Effective July 1, 1994.
General Authority: NDCC 26.1-18.1
Law Implemented: NDCC 26.1-18.1

45-06-07-04. Requirements for contracts and evidence of coverage.
Each subscriber 1is entitled to receive an individual contract or
evidence of coverage in a form that has been approved by the
commissioner. Each group contractholder is entitled to receive a group
contract as approved by the commissioner. Group contracts, individual
contracts, and evidences of coverage must be delivered or issued for
delivery to subscribers or group contractholders within a reasonable
time after enrollment, but not more than fifteen days from the later of
the effective date of coverage or the date on which the health
maintenance organization is notified of enrollment.

1. Health maintenance organization information. The group or
individual contract and evidence of coverage must contain the
name, address, and telephone number of the health maintenance
organization, and where and in what manner information is
available as to how services may be obtained. A telephone
number within the service area for calls, without charge to
members, to the health maintenance organization's
administrative office must be made available and disseminated
to enrollees to adequately provide telephone access for
enrollee services, problems, or questions. A health
maintenance organization shall provide a method by which the
enrollee may contact the health maintenance organization at no
cost to the enrollee. This may be done through the use of
tol1-free or collect telephone calls. The enrollee must be
informed of the method by notice in the handbook, newsletter,
or flyer. The group or individual contract or evidence of
coverage may indicate the manner in which the number will be
disseminated rather than 1ist the number itself.

2. Eligibility requirements.

a. The group or individual contract and evidence of coverage
must contain eligibility requirements indicating the
conditions that must be met to enroll as a subscriber or
eligible dependent, the limiting age for subscribers and
eligible dependents including the effects of medicare
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eligibility, and a clear statement regarding coverage of
newborn children.

A group or individual contract or evidence of coverage may
not contain any provision excluding or 1limiting coverage
for a newborn child. Medically diagnosed congenital
defects and birth abnormalties must be treated the same as
any other illness or injury for which coverage is
provided. The group or individual contract and evidence
of coverage may require that notification of birth of a
newborn child and payment of any required premium must be
furnished to the health maintenance organization within
thirty-one days after the date of birth in order to have
coverage continue beyond such thirty-one-day period. The
health maintenance organization is entitled to premium for
the first thirty-one days of coverage, unless the coverage
is rejected by the subscriber prior to the birth of the
child. :

The'definition of an eligible dependent must include:

(1) The spouse of the subscriber.

(2) An unmarried dependent child of the subscriber who:
(a) Has not reached age nineteen;

(b) Has reached age sixteen through age twenty-three
who is attending a recognized college or
university, trade school, or secondary school on
a full-time basis; or

(c) Has reached age nineteen but who is incapable of
self-support because of mental retardation,
mental 1illness, or physical incapacity which
began before the child reached age nineteen, and
who is chiefly dependent upon the subscriber for
support and maintenance.

The definition of a dependent child of a subscriber must
include a child who:

(1) Is related to the subscriber as a natural child, a
child placed for adoption, or a stepchild;

(2) Resides in the subscriber's household and who
qualifies as a dependent of the subscriber or the
subscriber's spouse under the United States Internal
Revenue Code and the federal tax regulations; or

(3) Is eligible by virtue of a court order making the

subscriber responsible for health care services for
the dependent child.
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Benefits and services within the service area. The group or
individual contract and evidence of coverage must contain a
specific description of benefits and services available within
the service area.

Emergency care henefits and services. The group or individual
contract and evidence of coverage must contain a specific
description of benefits and services available for emergencies
twenty-four hours a day, seven days a week, including
disclosure of any restrictions on emergency care services. A
group or individual contract or evidence of coverage may not
limit the coverage of emergency services within the service
area to affiliated providers only.

Out-of-area bhenefits and services. The group or individual
contract and evidence of coverage must contain a specific
description of benefits and services available out of the
service area.

Copayments and deductibles. The group or individual contract
and evidence of coverage must contain a description of any
copayments or deductibles that must be paid by enrollees.

Limitations and exclusions. The group or individual contract
and evidence of coverage must contain a description of any
Timitations or exclusions on the services, kind of services,
benefits, or kind of benefits including any limitations or
exclusions due to preexisting conditions, waiting periods, or
an enrollee's refusal of treatment.

Enrollee termination.

a. A health maintenance organization may not cancel or
terminate coverage of services provided an enrollee under
a health maintenance organization group or individual
contract except for one or more of the following reasons:

(1) Failure to pay the amounts due under the group or
individual contract.

(2) Fraud or material misrepresentation in enroliment or
in the use of services or facilities.

(3) Material violation of the terms of the group or
individual contract.

(4) Failure to meet the eligibility requirements under a
group contract.

(5) Termination of the group contract under which the
enrollee was covered.
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(6) Failure of the enrollee and the primary care
physician to establish a satisfactory
patient-physician relationship if:

(a) It is shown that the health maintenance

organization has, in good faith, provided the

~enrollee with the opportunity to select an
alternative primary care physician;

(b) The enrollee has repeatedly refused to follow
the plan of treatment ordered by the physician;
and

(c) The enrollee is notified in writing at least
thirty days in advance that the health
maintenance organization considers the
patient-physician relationship to be
unsatisfactory and specific changes are
necessary in order to avoid termination.

(7) Such other good cause agreed upon in the group or
individual contract and approved by the commissioner.

However, coverage may not be canceled or terminated on the
basis of the status of the enrollee's health or because
the enrollee has exercised the enrollee's rights under the
health maintenance organization's grievance procedure by
registering a grievance against the health maintenance
organization.

A health maintenance organization may not cancel or
terminate an enrollee's coverage for services provided
under a health maintenance organization group or
individual contract without giving the enrollee at Tleast
fifteen days' written notice of such termination. Notice
will be considered given on the date of mailing or, if not
mailed, on the date of delivery. This notice must include
the reason for termination. If termination is due to
nonpayment of premium, the grace period reqguired in
subsection 23 of section 45-06-07-04 applies. Advance
notice of termination is not required to be given for
- termination due to nonpayment of premium.

A health maintenance organization may not terminate
coverage of a dependent child upon attainment of the
Timiting age if the child is and continues to be both:

(1) 1Incapable of self-support because of mental
retardation, mental illness, or physical incapacity;
and

(2) Chiefly dépendent upon the subscriber for support and
maintenance.

866



10.

11.

12.

Proof of such incapacity and dependency must be furnished
to the health maintenance organization by the subscriber
within thirty-one days of the child's attainment of the
limiting age and subsequently as reasonably required by
the health maintenance organization.

Enrollee reinstatement. If a health maintenance organization
permits reinstatement of an enrollee's coverage, the group or
individual contract and evidence of coverage must include any
terms and conditions concerning reinstatement. The contract
and evidence of coverage may state that all reinstatements are
at the option of the health maintenance organization and that
the health maintenance organization 1is not obligated to
reinstate any terminated coverage.

Claims procedures. The group or individual contract and
evidence of coverage must contain procedures for filing claims
that include:

a. Any required notice to the health maintenance
organization.

b. If any claim forms are required, how, when, and where to
obtain and submit them.

c. Any requirements for filing proper proofs of loss.
d. Any time limit of payment of claims.

e. Notice of any provisions for resolving disputed claims,
including arbitration.

f. A statement of restrictions, if any, on assignment of sums
payable to the enrollee by the health maintenance
organization.

Enrollee grievance procedures and arhitration. In compliance
with subsection 4 of section 45-06-07-09, the group or
individual contract and evidence of coverage must contain a
description of the health maintenance organization's method
for resolving enrollee grievances, including procedures to be
followed by the enrollee in the event any dispute arises under
the contract, including any provisions for arbitration.

Continuation of coverage. A group contract and evidence of
coverage must contain a provision that any enrollee who is an
inpatient in a hospital or a skilled nursing facility on the
date of discontinuance of the group contract must be covered
in accordance with the terms of the group contract until
discharged from such hospital or skilled nursing facility.
The enrollee may be charged the appropriate premium for
coverage that was in effect prior to discontinuance of the
group contract.
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13.

Conversion of coverage.

a.

The group or individual contract and evidence of coverage
must contain a conversion provision that provides that
each enrollee has the right to convert coverage to an
individual health maintenance organization contract in the
following circumstances:

(1) Upon termination of eligibility for coverage under a
group or individual contract; or

(2) Upon termination of the group contract.

To obtain the conversion contract, an enrollee shall
submit a written application and the applicable premium
payment to the health maintenance organization within
thirty-one days after the date the enrollee's eligibility
for coverage terminates.

A conversion contract is not required to be made available
if:

(1) The enrollee's termination of coverage occurred for
any of the reasons listed in paragraphs 1, 2, 3, 6,
and 7 of subdivision a of subsection 8 of section
45-06-07-04;

(2) The enrollee is covered by or is eligible for
benefits under Title XVIII of the United States
Social Security Act (medicare);

(3) The enrollee is covered by or is eligible for similar
hospital, medical, or surgical benefits under state
or federal law; ‘

(4) The enrollee is covered by or is eligible for similar
hospital, medical, or surgical benefits under any
arrangement of coverage for individuals in a group;

(5) The enrollee is covered for similar benefits by an
individual policy or contract; or

(6) The enroliee has not been continuously covered during
the three-month period immediately preceding that
person's termination of coverage.

The conversion contract must provide basic health care
services to its enrollees as a minimum.

The conversion contract must begin coverage of the
enrollee formerly covered under the group or individual
contract on the date of termination from such group or
individual contract.
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14.

15.

e. Coverage must be provided without requiring evidence of
insurability and may not impose any preexisting condition
Timitations or exclusions as described in subsection 1 of
section 45-06-07-05 other than those remaining unexpired
under the contract from which conversion is exercised.
Any probationary or waiting period set forth in the
conversion contract must be deemed to commence on the
effective date of the enrollee's coverage under the prior
group or individual contract.

f. If a health maintenance organization does not issue
individual or conversion contracts, the health maintenance
organization may use a noncancelable group contract to
provide coverage for enrollees who are eligible for
conversion coverage.

Extension of henefits for total disabhility.

a. Each group contract issued by a health maintenance
organization must contain a reasonable extension of
benefits upon discontinuance of the group contract with
respect to enrollees who become totally disabled while
enrolled under the contract and who continue to be totally
disabled at the date of discontinuance of the contract.

b. Upon payment of premium at the current group rate,
coverage must remain in full force and effect until the
first of the following to occur:

(1) The end of a period of twelve months starting with
the date of termination of the group contract;

(2) The date the enrollee is no longer totally disabled;
or

(3) The date a succeeding carrier provides replacement
coverage to that enrollee without Timitation as to
the disabling condition.

c. Upon termination of the extension of benefits, the
enrollee must have the right to convert coverage as
provided in subsection 13.

Coordination of benefits. The group or individual contract
and evidence of coverage may contain a provision for
coordination of benefits that is consistent with that
applicable to other carriers in the Jurisdiction. Any
provisions or rules for coordination of benefits established
by a health maintenance organization may not relieve a health
maintenance organization of its duty to provide or arrange for
a covered health care service to any enrollee because the
enrollee is entitled to coverage under any other contract,
policy, or plan, including coverage provided under government
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16.

17.

18.

19.

20.

21.

22.

23.

programs. The health maintenance organization is required to
provide covered health care services first and then, at its
option, seek coordination of benefits.

Subrogation for injuries caused by third parties. The group
or individual contract and evidence of coverage may not
contain any provisions concerning subrogation for injuries
caused by third parties unless the wording has been approved
by the commissioner.

Description of the service area. The group or individual
contract and evidence of coverage must contain a description
of the approved service area.

Entire contract provision. The group or individual contract
must contain a statement that the contract, all applications,
and any amendments constitute the entire agreement between the
parties. A portion of the charter, bylaws, or other document
of the health maintenance organization may not be part of such
a contract uniess set forth in full in the contract or
attached to the contract. However, the evidence of coverage
may be attached to and made a part of the group contract.

Term of coverage. The group or individual contract and
evidence of coverage must contain the time and date or
occurrence upon which coverage takes effect, including any
applicable waiting periods, or describe how the time and date
or occurrence upon which coverage takes effect is determined.
The contract and evidence of coverage must also contain the
time and date or occurrence upon which coverage will
terminate.

Cancellation or termination. The group or individual contract
must contain the conditions upon which canceilation or
termination may be effected by the health maintenance
organization, the group contractholder, or the subscriber.

Renewal. The group or individual contract and evidence of
coverage must contain the conditions for, and any restrictions
upon, the subscriber's right to renewal.

Reinstatement of group or individual contractholder. If a
health maintenance organization permits reinstatement of a
group or individual, the contract and evidence of coverage
must include any terms and conditions concerning
reinstatement. The contract and evidence of coverage may
state that all reinstatements are at the option of the health
maintenance organization and that the health maintenance
organization is not obligated to reinstate any terminated
contract.

Grace period.
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24.

25.

a. The group or individual contract must provide for a grace
period of not less than thirty-one days for the payment of
any premium except the first, during which time the
coverage must remain in effect if payment is made during
the grace period. The evidence of coverage must include
notice that a grace period exists under the group contract
and that coverage continues in force during the grace
period.

b. During the grace period:

(1) The health maintenance organization remains liable
for providing the services and benefits contracted
for;

(2) The contractholder remains liable for the payment of
premium for coverage during the grace period; and

(3) The subscriber remains 1iable for any copayments and
deductibles.

c. If the premium is not paid during the grace period,
coverage is automatically terminated at the end of the
grace period. Following the effective date of such
termination, the health maintenance organization shall
deliver written notice of termination to the
contractholder.

Conformity with state law. Any group or individual contract
and evidence of coverage delivered or issued for delivery in
this state must include a provision that states that any
provision not in conformity with North Dakota Century Code
chapter 26.1-18.1, this chapter, or any other applicable law
or rule in this state may not be rendered invalid but be must
construed and applied as if it were in full compliance with
the applicable laws and rules of this state.

Right to examine contract. An individual contract must
contain a provision stating that a person who has entered into
an individual contract with a health maintenance organization
must be permitted to return the contract within ten days of
receiving it and to receive a refund of the premium paid if
the person is not satisfied with the contract for any reason.
If the contract 1is returned to the health maintenance
organization or to the agent through whom it was purchased, it
is considered void from the beginning. However, if services
are rendered or claims are paid for such person by the health
maintenance organization during the ten-day examination period
and the person returns the contract to receive a refund of the
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premium paid, the person must be required to pay for such

History:

services.

Effective July 1, 1994.

General Authority: NDCC 26.1-18.1
Law Implemented: NDCC 26.1-18.1

45-06-07-05. Prohibited practices.

1.

Preexisting conditions.

a. A health maintenance organization may include in its
individual contract a provision setting forth reasonable
exclusions or Tlimitations of services for preexisting
conditions at the time of enrollment. However, such
exclusions or limitations may not be for a period greater
than two years.

b. A health maintenance organization may not exclude or limit
services for a preexisting condition when the enrollee
transfers coverage from one individual contract to another
or when the enrollee converts coverage under the
enrollee's conversion option, except to the extent of a
preexisting condition limitation or exclusion remaining
unexpired -under the prior contract. Any required
probationary or waiting period must be deemed to have
commenced on the effective date of coverage under the
prior contract. The health maintenance organization
contract must disclose any preexisting condition
Timitations or exclusions that are applicable when an
enrollee transfers from a prior health maintenance
organization contract.

c. A preexisting condition may not be defined more
restrictively than a condition for which medical advice or
treatment was recommended by a physician or received from
a physician within a two-year period preceding the
effective date of coverage under the health care plan.

d. A group contract or evidence of coverage may not exclude
or limit services for a preexisting condition.

Unfair discrimination. A health maintenance organization may
not unfairly discriminate against any enrollee or applicant
for enrollment on the basis of the age, sex, race, color,
creed, national origin, ancestry, religion, marital status, or
tawful occupation of an enrollee, or because of the frequency
of utilization of services by an enrollee. However, a health
maintenance organization is not prohibited from setting rates
or establishing a schedule of charges in accordance with
relevant actuarial data. A health maintenance organization
may not expel or refuse to reenroll any enroliee nor refuse to
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enroll individual members of a group on the basis of the
health status or health care needs of the individuals or
enrollees.

History: Effective July 1, 1994.
General Authority: NDCC 26.1-18.1
Law Implemented: NDCC 26.1-18.1

45-06-07-86. Services.
1. Access to care.

a. A health maintenance organization shall establish and
maintain adequate arrangements to provide health services
for its enrollees, including:

(1) Reasonable proximity to the business or personal
residences of the enrollees so as not to result in
unreasonable barriers to accessibility;

(2) Reasonable hours of operation and after-hours
services;

(3) Emergency care services available and accessible
within the service area twenty-four hours a day,
seven days a week; and

(4) Sufficient providers, personnel, administrators, and
support staff to assure that all services contracted
for will be accessible to enrollees on an appropriate
basis without delays detrimental to the health of
enrollees.

b. A health maintenance organization shall make available to
each enrollee a primary care physician and provide
accessibility to medically necessary specialists through
staffing, contracting, or referral. A health maintenance
organization shall provide for continuity of care for
enrollees referred to specialists.

c. A health maintenahce organization shall have written
procedures governing the availability of services utilized
by enrollees, including at least the following:

(1) Well-patient examinations and immunizations;

(2) Emergency telephone consultation on a twenty-four
hours per day, seven days per week basis;

(3) Treatment of emergencies;

(4) Treatment of minor illness; and
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3.

(5) Treatment of chronic illnesses.

Basic health care services. A health maintenance organization
shall provide, or arrange for the provision of, as a minimum,
basic health care services that must include the following:

a.

Emergency care services, as defined in subsection 5 of
section 45-06-06-03.

Inpatient hospital services, meaning medically necessary
hospital services including room and board; general
nursing care; special diets when medically necessary; use
of operating room and related facilities; use of intensive
care units and services; x-ray, laboratory, and other
diagnostic tests; drugs, medications, biologicals,
anesthesia, and oxygen services; special nursing when
medically necessary; physical therapy, radiation therapy,
and inhalation therapy; administration of whole blood and
blood plasma; and short-term rehabilitation services.

Inpatient physician care services, meaning medically
necessary health care services performed, prescribed, or
supervised by physicians or other providers including
diagnostic, therapeutic, medical, surgical, preventive,
referral, and consultative health care services.

Outpatient medical services, meaning preventive and
medically necessary health care services provided in a
physician's office, a nonhospital-based health care
facility, or at a hospital. Outpatient medical services
must include diagnostic services; treatment services;
laboratory services; x-ray services; referral services;
and physical therapy, radiation therapy, and inhalation
therapy. Outpatient services must also include preventive
health services that must include at least a broad range
of voluntary family planning services, well-child care
from birth, periodic health evaluations for adults,
screening to determine the need for vision and hearing
correction, and pediatric and adult immunizations in
accordance with accepted medical practice.

OQut-of-area services and bhenefits.

a.

Out-of-area services are subject to the same copayment
requirements set forth in subsection 6 of section
45-06-07-04.

When an enrollee is traveling or temporarily residing out
of a health maintenance organization's service area, a
health maintenance organization shall provide benefits for
reimbursement for emergency care services and
transportation which is medically necessary and
appropriate under the circumstances to return the enrollee
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to a health maintenance organization provider, subject to
the following conditions:

(1) The ~condition could not reasonably have been
foreseen;

(2) The enrollee could not reasonably arrange to return
to the service area to receive treatment from the
health maintenance organization's provider;

(3) The travel or temporary residence must be for some
purpose other than the receipt of medical treatments;
and

(4) The health maintenance organization is notified by
telephone within twenty-four hours of the
commencement of such care unless it is shown that it
was not reasonably possible to communicate with the
health maintenance organization in such time limits.

c. Services received by an enrollee outside of the health
maintenance organization's service area will be covered
only so long as it is unreasonable to return the enrollee
to the service area.

4. Supplemental health care services. In addition to the basic
health care services required to be provided in subsection 2,
a health maintenance organization may offer to its enrollees
any supplemental health care services it chooses to provide.
Limitations as to time and cost may vary from those applicable
to basic health care services.

5. Nonbasic health care services. A health maintenance
organization may offer nonbasic health care services to any
group or individual on a prepaid basis, subject to the same
conditions as for supplemental health care services, as
described 1in subsection 4, except that the health maintenance
organization need not provide basic health care services as a
condition to providing nonbasic health care services.

History: Effective July 1, 1994..
General Authority: NDCC 26.1-18.1
Law Implemented: NDCC 26.1-18.1

45-06-07-07. Other requirements.
1. Description of providers.
a. A health maintenance organization shall provide its
subscribers with a list of the names and locations of all

of 1its providers no later than the time of enroliment or
the time the group or individual contract and evidence of
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coverage are issued and upon reenrollment. If a provider
is no longer affiliated with a health maintenance
organization, the health maintenance organization shall
provide notice of such change to its affected subscribers
within thirty days. Subject to the approval of the
commissioner, a health maintenance organization may
provide its subscribers with a Tist of providers or
provider groups for a segment of the service area.
However, a list of all providers must be made available to
subscribers upon request.

b. Any 1list of providers must contain a notice regarding the
availability of the listed primary care physicians. Such
notice must be in not less than twelve-point type and be
placed in a prominent place on the list of providers. The
notice must contain the following or similar language:

Enrolling in [name of health maintenance
organization] does not guarantee services by a
particular provider on this 1list. If you wish to
receive care from specific providers Tlisted, you
should contact those providers to be sure that they
are accepting additional patients for [name of health
maintenance organization].

Description of the services area. A health maintenance
organization shall provide its subscribers with a description
of 1its service area no later than the time of enroliment or
the time the group or individual contract and evidence of
coverage is issued and upon request thereafter. If the
description of the service area is changed, the health
maintenance organization shall provide at such time a new
description of the service area to its subscribers.

Copayments and deductibles. A health maintenance organization
may require copayments or deductibles of enrollees as a
condition for the receipt of specific health care services.
Copayments for basic health care services must be shown in the
group or individual contract and evidence of coverage as a
specified dollar amount. Copayments and deductibles must be
the only allowable charge, other than premiums, assessed to
subscribers for basic, supplemental, and nonbasic health care
services.

Grievance procedure. .

a. A grievance procedure must be established and maintained
by a health maintenance organization to provide reasonable
procedures for the prompt and effective resolution of
written grievances.

b. A health maintenance organization shall provide grievance
forms to be given to enrollees who wish to register
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written grievances. Such forms must include the address
and telephone number to which grievances must be directed
and must also specify any required time 1imits imposed by
the health maintenance organization.

c. The grievance procedure must provide for written
acknowledgment of grievances and grievances to be resolved
or to have a final determination of the grievance by the
health maintenance organization within a reasonable period
of time, but not more than ninety days from the date the
grievance is received. This period may be extended in the
event of a delay in obtaining the documents or records
necessary for the resolution of the grievance, or by the
mutual written agreement of the health maintenance
organization and the enrollee.

d. Prior to the resolution of a grievance filed by a
subscriber or enrollee, coverage may not be terminated for
any reason which is the subject of the written grievance,
except if the health maintenance organization has, in good
faith, made a reasonable effort to resolve the written
grievance through its grievance procedure and coverage is
being terminated as provided for in subsection 8 of
section 45-06-07-04.

e. If enrollee's grievances may be resolved through a
specified arbitration agreement, the enrollee must be
advised in writing of the enrollee's rights and duties
under the agreement at the time the grievance is
registered. Any such agreement must be accompanied by a
statement setting forth in writing the terms and
conditions of binding arbitration. Any health maintenance
organization that makes such binding arbitration a
condition of enrollment must fully disclose this
requirement to its enrollees in the group or individual
contract and evidence of coverage.

History: Effective July 1, 1994,
General Authority: NDCC 26.1-18.1
Law Implemented: NDCC 26.1-18.1

45-06-07-08. Penalties. Any violation of this chapter is subject
to the penalties as provided for in North Dakota Century Code title 26.1
and any other applicable law of this state.

History: Effective July 1, 1994.

General Authority: NDCC 26.1-18.1
Law Implemented: NDCC 26.1-18.1

45-06-07-09. Severability. If any provision of this chapter or
the application thereof to any person or circumstances is for any reason
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held to be invalid, the remainder of the chapter and the application for
such provision to other persons or circumstances is not affected

thereby.
History: Effective July 1, 1994.

General Authority: NDCC 26.1-18.1
Law Implemented: NDCC 26.1-18.1
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CHAPTER 45-06-08

LOSS RATIOS
Section
45-06-08-01 Scope
45-06-08-02 ' Mandated Loss Ratios - Factors to be Considered
45-06-08-03 Compliance

45-06-08-61. Scope. These rules apply to all policies providing
hospital, surgical, medical, or major medical benefits including major
medical, short-term major medical, hospital/surgical, medical expense,
and surgical expense policies. '

History: Effective July 1, 1994.
General Authority: NDCC 26.1-36-37.2
Law Implemented: NDCC 26.1-36-37.2

45-06-08-02. Mandated 1loss ratios - Factors to be considered.
Mandated loss ratio benefits under the policies specified in section
45-06-08-01 must return benefits to group policyholiders in the aggregate
of not less than seventy-five percent of premium received and to
individual policyholders in the aggregate of not less than sixty-five
percent of premium received. These minimum standards must be on the
basis of incurred claims experienced and earned premiums for the entire
period for which rates are computed to provide coverage in accordance
with accepted actuarial principles and practices. In evaluating the
experienced loss ratio, due consideration must be given to all relevant
factors, including:

1. Statistical credibility of incurred claims experience and
earned premiums;

2. The period for which rates are computed to provide coverage;
3. Experienced and projected trends;

4. Concentration of experience within early policy duration;

5. Expected claim fluctuation;

6. Experience refunds, adjustments, or dividends;

7. Renewability features;

8. Interest; and
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9. Policy reserves.

History: Effective July 1, 1994,
General Authority: NDCC 26.1-36-37.2
Law Implemented: NDCC 26.1-36-37.2

45-06-08-063. Compliance. The requirements of this chapter apply
to policies issued after January 1, 1994.

History: Effective July 1, 1994.

General Authority: NDCC 26.1-36-37.2
Law Implemented: NDCC 26.1-36-37.2
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STAFF COMMENT: Chapter 45-06-06.1 contains all new material but is not
underscored so as to improve readability.

Section

45-06-06.
45-06-06.
45-06-06.
45-06-06.

45-06-06.
45-06-06.
45-06-06.
45-06-06.
45-06-06.

45-06-06.
45-06-06.
45-06-06.
45-06-06.

45-

1.

CHAPTER 45-06-06.1
REGULATION TO IMPLEMENT THE SMALL EMPLOYER HEALTH
INSURANCE AVAILABILITY ACT

1-01 Definitions

1-02 Applicability and Scope

1-03 Establishment of Classes of Business

1-04 Transition for Assumptions of Business from

Another Carrier

1-05 Restrictions Relating to Premium Rates

1-06 Requirement to Insure Entire Groups

1-07 Consideration of Industry

1-08 Application to Reenter State

1-09 Qualifying Previous and Qualifying Existing
: Coverage

1-10 Restrictive Riders

1-11 Rules Related to Fair Marketing

1-12 Status of Carriers as Small Employer Carriers

1-13 Restoration of Coverage

06-06.1-01. Definitions. As used in this chapter:

"Associate member of an employee organization" means any
individual who participates in an employee benefit plan (as

881



History:

defined in 29 U.S.C. 1002(1)) that is a multiemployer plan (as
defined in 29 U.S.C. 1002(37A)), other than the following:

a. An individual, or the beneficiary of such individual, who
is employed by a participating employer within a
bargaining unit covered by at least one of the collective
bargaining agreements under or pursuant to which the
employee benefit plan is established or maintained; or

b. An individual who 1is a present or former employee, or a
beneficiary of such employee, of the sponsoring employee
organization, of an employer who is or was a party to at
least one of the collective bargaining agreements under or
pursuant to which the employee benefit plan is established
or maintained, or of the employee benefit plan or of a
related plan.

"New entrant" means an eligible employee, or the dependent of
an eligible employee, who becomes part of an employer group
after the initial period for enrollment in a health benefit
plan.

"Risk characteristic" means the health status, claims
experience, duration of coverage, or any similar
characteristic related to the health status or experience of a
small employer group or of any member of a small employer
group.

"Risk 1load" means the percentage above the applicable base
premium rate that is charged by a small employer carrier to a
small employer to reflect the risk characteristics of the
small employer group.

Effective August 1, 1994.

General Authority: NDCC 26.1-01-08
Law Implemented: NDCC 26.1-36.3

45-06-06.1-02. Applicability and scope.

1.

a. Except as provided in subdivision b and section
45-06-06.1-13, this chapter applies to any health benefit
plan, whether provided on a group or individual basis,
which:

(1) Meets one or more of the conditions set forth in
subdivisions a, b, and ¢ of subsection 1 of North
Dakota Century Code section 26.1-36.3-02;

(2) Provides coverage to three or more employees of a
small employer located in this state, without regard
to whether the policy or certificate was issued in
this state; and
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(3) Is in effect on or after August 1, 1994.

b. The provisions of the Act and this chapter do not apply to
an individual health insurance policy.

a. A carrier that provides individual health insurance
policies to three or more of the employees of a small
employer shall be considered a small employer carrier and
is subject to the provisions of the Act and this chapter
with respect to such policies if the small employer
contributes directly or indirectly to the premiums for the
policies and the carrier is aware or should have been
aware of such contribution.

b. In the case of a carrier that provides individual health
insurance policies to three or more employees of a small
employer, the small employer shall be considered to be an
eligible small employer as defined in subdivision ¢ of
subsection 1 of North Dakota Century Code section
26.1-36.3-06 and the small employer carrier is subject to
subdivision b of subsection 1 of North Dakota Century Code
section 26.1-36.3-06, relating to guaranteed issue of
coverage, if:

(1) The small employer has at least three employees;

(2) The small employer contributes directly or indirectly
to the premiums charged by the carrier; and

(3) The carrier is aware or shouid have been aware of the
contribution by the employer.

The provisions of the Act and this chapter apply to a health
benefit plan provided to a small employer or to the employees
of a small employer without regard to whether the health
benefit plan is offered under or provided through a group
policy or trust arrangement of any size sponsored by an
association or discretionary group.

An individual health insurance policy is not subject to the
provisions of the Act and this chapter solely because the
policyholder elects a deduction under section 162(1) of the
Internal Revenue Code.

a. If a small employer is issued a health benefit plan under
the terms of the Act, the provisions of the Act and this
chapter continue to apply to the health benefit plan in
the case that the small employer subsequently employs more
than twenty-five eligible employees. Within sixty days of
becoming aware that the employer has more than twenty-five
eligible employees but no later than the anniversary date
of the employer's health benefit plan, a carrier providing
coverage to such an employer shall notify the employer
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that the protections provided under the Act and this
chapter shall cease to apply to the employer if such
employer fails to renew its current health benefit plan or
elects to enroll in a different health benefit plan.

(1) 1f a health benefit plan is issued to an employer
that is not a small employer as defined in the Act,
but subsequently the employer becomes a small
employer, due to the loss or change of work status of
one or more employees, the terms of the Act shall not
apply to the health benefit plan. The carrier
providing a health benefit plan to such an employer
shall not become a small employer carrier under the
terms of the Act solely because the carrier continues
to provide coverage under the health benefit plan to
the employer.

(2) Within sixty days of becoming aware that the employer
has twenty-five or fewer eligible employees, a
carrier providing coverage to an employer described
in paragraph 1 shall notify the employer of the
options and protections available to the employer
under the Act, including the employer's option to
purchase a small employer health benefit plan from
any small employer carrier.

(1) If a small employer has employees in more than one
state, the provisions of the Act and this chapter
shall apply to a health benefit plan issued to the
small employer if:

(a) The majority of eligible employees of such small
employer are employed in this state; or

(b) If no state contains a majority of the eligible
employees of the small employer, the primary
business location of the small employer is in
this state.

(2) In determining whether the laws of this state or
another state apply to a health benefit plan issued
to a small employer described in paragraph 1, the
provisions of the subdivision shall be applied as of
the date the health benefit plan was issued to the
small employer for the period that the health benefit
plan remains in effect.

If a health benefit plan is subject to the Act and this
chapter, the provisions of the Act and this chapter shall
apply to all individuals covered under the health benefit
plan, whether they reside in this state or in another
state.
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7. A carrier that is not operating as a small employer carrier in
this state shall not become subject to the provisions of the
Act and this chapter solely because a small employer that was
issued a health benefit plan in another state by that carrier
moves to this state.

History: Effective August 1, 1994.
General Authority: NDCC 26.1-01-08
Law Implemented: NDCC 26.1-36.3

45-06-06.1-03. Establishment of classes of husiness.

1. A small employer carrier that establishes more than one class
of business pursuant to the provisions of North Dakota Century
Code section 26.1-36.3-03 shall maintain on file for
inspection by the commissioner the following information with
respect to each class of business so established:

a. A description of each criterion employed by the carrier or
any of its agents for determining membership in the class
of business;

b. A statement describing the justification for establishing
the class as a separate class of business and
documentation that the establishment of the class of
business is intended to reflect substantial differences in
expected claims experience or administrative costs related
to the reasons set forth in North Dakota Century Code
section 26.1-36.3-03; and

c. A statement disclosing which, if any, health benefit plans
are currently available for purchase in the class and any
significant Tlimitations related to the purchase of such
plans.

2. A carrier may not directly or indirectly use group size as a
criterion for establishing eligibility for a health benefit
plan or for a class of business.

History: Effective August 1, 1994.
General Authority: NDCC 26.1-01-08, 26.1-36.3-03
Law Implemented: NDCC 26.1-36.3-03

45-06-06.1-04. Transition for assumptions of business from
another carrier.
1. a. A small employer carrier shall not transfer or assume the

entire insurance obligation or risk of a health benefit
plan covering a small employer in this state unless:
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(1) The transaction has been approved, to the extent
required by law, by the insurance supervisory
official of the state of domicile of the assuming
carrier;

(2) The transaction has been approved to the extent
required by law by the insurance supervisory official
of the state of domicile of the ceding carrier; and

(3) The transaction otherwise meets the requirements of
this section.

A carrier domiciled in this state that proposes to assume
or cede the entire insurance obligation or risk of one or
more small employer health benefit plans from another
carrier shall make a filing for approval with the
commissioner at least sixty days prior to the date of the
proposed assumption. The commissioner may approve the
transaction if the commissioner finds that the transaction
is in the best interests of the individuals insured under
the health benefit plans to be transferred and is
consistent with the purposes of the Act and this chapter.
The commissioner shall not approve the transaction until
at least thirty days after the date of the filing; except
that, if the ceding carrier 1is in hazardous financial
condition, the commissioner may approve the transaction as
soon as the commissioner deems reasonable after the
filing.

(1) The filing required under subdivision b shall:

(a) Describe the class of business, including any
eligibility requirements, of the ceding carrier
from which the health benefit plans will be
ceded;

(b) Describe whether the assuming carrier will
maintain the assumed health benefit plans as a
separate class of business pursuant to
subsection 3 or will incorporate them into an
existing class of business pursuant to
subsection 4. If the assumed health benefit
plans will be incorporated into an existing
class of business, the filing shall describe the
class of business of the assuming carrier into
which the health benefit plans will be
incorporated;

(c) Describe whether the health benefit plans being

assumed are currently available for purchase by
small employers;
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d.

(2)

A

(d) Describe the potential effect of the assumption,
if any, on the benefits provided by the health
benefit plans to be assumed;

(e) Describe the potential effect of the assumption,
if any, on the premiums for the health benefit
plans to be assumed;

(f) Describe any other potential material effects of
the assumption on the coverage provided to the
small employers covered by the health benefit
plans to be assumed; and

(g) Include any other information required by the
commissioner.

A domestic small employer carrier required to make a
filing under subdivision b shall also make an
informational filing with the commissioner of each
state in which there are small employer health
benefit plans that would be included in the
transaction. The informational filing to each state
shall be made concurrently with the filing made under
subdivision b and shall include at least the
information specified in paragraph 1 for the small
employer health benefit plans in that state.

small employer carrier shall not transfer or assume the

entire insurance obligation or risk of a health benefit
plan covering a small employer in this state unless it
complies with the following provisions:

(1)

(2)

(3)

The carrier has provided notice to the commissioner
at lTeast sixty days prior to the date of the proposed
assumption. The notice shall contain the information
specified in subdivision ¢ for the health benefit
plans covering small employers in this state.

I[f the assumption of a class of business would result
in the assuming small employer carrier being out of
compliance with the 1limitations related to premium
rates contained in subdivision a of subsection 1 of
North Dakota Century Code section 26.1-36.3-04, the
assuming carrier shall make a filing with the
commissioner pursuant to subsection 3 of North Dakota
Century Code section 26.1-36.3-04 seeking suspension
of the application of subdivision a of subsection 1
of section 26.1-36.3-04.

An assuming carrier seeking suspension of the
application of subdivision a of subsection 1 of North
Dakota Century Code section 26.1-36.3-04 shall not
compiete the assumption of health benefit plans
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4.

covering small employers in this state unless the
commissioner grants the suspension requested pursuant
to paragraph 2.

(4) Unless a different period is  approved by the
commissioner, a suspension of the application of
subdivision a of subsection 1 of North Dakota Century
Code section 26.1-36.3-04, with respect to an assumed
class of business, shall be for no more than fifteen
months and, with respect to each individual small
employer, shall Tast only until the anniversary date
of such employer's coverage, except that the period
with respect to an individual small employer may be
extended beyond its first anniversary date for a
period of up to twelve months if the anniversary date
occurs within three months of the date of assumption
of the class of business.

a. Except as provided in subdivision b, a small employer
carrier shall not cede or assume the entire insurance
obligation or risk for a small employer health benefit
plan unless the transaction includes the ceding to the
assuming carrier of the entire class of business which
includes such health benefit plan.

b. A small employer carrier may cede less than an entire
class of business to an assuming carrier if:

(1) One or more small employers in the class have
exercised their right under contract or state law to
reject, either directly or by implication, the ceding
of their health benefit plans to another carrier. In
that instance, the transaction shall include each
health benefit plan in the class of business except
those health benefit plans for which a small employer
has rejected the proposed cession; or

(2) After a written request from the transferring
carrier, the commissioner determines that the
transfer of less than the entire class of business is
in the best interest of the small employers insured
in that class of business.

Except as provided in subsection 4, a small employer carrier
that assumes one or more health benefit plans from another
carrier shall maintain such health benefit plans as a separate
class of business.

A small employer carrier that assumes one or more health
benefit plans from another carrier may exceed the Timitation
contained in subsection 2 of North Dakota Century Code section
26.1-36.3-03, relating to the maximum number of classes of
business a carrier may establish, due solely to such
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assumption for a period of up to fifteen months after the date
of the assumption, provided that the carrier compiies with the
following provisions:

a.

Upon assumption of the health benefit plans, such health
benefit plans shall be maintained as a separate class of
business. During the fifteen-month period following the
assumption, each of the assumed small employer health
benefit plans shall be transferred by the assuming small
employer carrier into a single class of business operated
by the assuming small employer carrier. The assuming
small employer carrier shall select the class of business
into which the assumed health benefit plans will be
transferred in a manner such that the transfer results in
the least possible change to the benefits and rating
method of the assumed health benefit plans.

The transfers authorized in subdivision a shall occur with
respect to each small employer on the anniversary date of
the small employer's coverage, except that the period with
respect to an individual small employer may be extended
beyond its first anniversary date for a period of up to
twelve months if the anniversary date occurs within three
months of the date of assumption of the class of business.

A small employer carrier making a transfer pursuant to
subdivision a may alter the benefits of the assumed health
benefit plans to conform to the benefits currently offered
by the carrier in the class of business into which the
health benefit plans have been transferred.

The premium rate for an assumed small empioyer health
benefit plan shall not be modified by the assuming small
employer carrier until the health benefit plan is
transferred pursuant to subdivision a. Upon transfer, the
assuming small employer carrier shall calculate a new
premium rate for the health benefit plan from the rate
manual established for the class of business into which
the health benefit plan is transferred. In making such
calculation, the risk load applied to the health benefit
plan shall be no higher than the risk load applicable to
such health benefit plan prior to the assumption.

During the fifteen-month period provided in this
subsection, the transfer of small employer health benefit
plans from the assumed class of business in accordance
with this subsection shall not be considered a violation
of the first sentence of subsection 2 of North Dakota
Century Code section 26.1-36.3-04.

An assuming carrier may not apply eligibility requirements,
including minimum participation and contribution requirements,
with respect to an assumed health benefit plan or with respect
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to any health benefit plan subsequently offered to a small
employer covered by such an assumed health benefit plan that
are more stringent than the requirements applicable to such
health benefit plan prior to the assumption.

6. The commissioner may approve a longer period of transition
upon application of a small employer carrier. The application
shall be made within sixty days after the date of assumption
of the class of business and shall clearly state the
justification for a longer transition period.

7. Nothing in this section or in the Act is intended to:

a. Reduce or diminish any legal or contractual obligation or
requirement, including any obligation provided by law, of
the ceding or assuming carrier related to the transaction;

b. Authorize a carrier that is not admitted to transact the
business of insurance in this state to offer or insure
health benefit plans in this state; or

C. Reduce or diminish the protections related to an
assumption reinsurance transaction provided by law.

History: Effective August 1, 1994.
General Authority: NDCC 26.1-01-08, 26.1-36.3-03
Law Implemented: NDCC 26.1-36.3-03

45-06-06.1-05. Restrictions relating to premium rates.

1. a. A small employer carrier shall develop a separate rate
manual for each class of business. Base premium rates and
new business premium rates charged to small employers by
the small employer carrier shall be computed solely from
the applicable rate manual developed pursuant to this
subsection. To the extent that a portion of the premium
rates charged by a small employer carrier is based on the
carrier's discretion, the manual shall specify the
criteria and factors considered by the carrier in
exercising such discretion.

b. (1) A small employer carrier shall not modify the rating
method used in the rate manual for a class of
business until the change has been approved as
provided in this paragraph. The commissioner may
approve a change to a rating method if the
commissioner finds that the change 1is reasonable,
actuarially appropriate, and consistent with the
purposes of the Act and this chapter.

(2) A carrier may modify the rating method for a class of
business only with prior approval of the
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(3)

commissioner. A carrier requesting to change the
rating method for a class of business shall make a
filing with the commissioner at least thirty days
prior to the proposed date of the change. The filing
shall contain at least the following information:

(a) The reasons the change in rating method is being
requested;

(b) A complete description of each of the proposed
modifications to the rating method;

(c) A description of how the change in rating method
would affect the premium rates currently charged
to small employers 1in the class of business,
including an estimate from a qualified actuary
of the number of groups or individuals and a
description of the types of groups or
individuals whose premium rates may change by
more than ten percent due to the proposed change
in rating method, not generally including
increases in premium rates applicable to all
small employers in a health benefit plan;

(d) A certification from a qualified actuary that
the new rating method would be based on
objective and credible data and would be
actuarially sound and appropriate; and

(e) A certification from a qualified actuary that
the proposed change in rating method would not
produce premium rates for small employers that
would be in violation of North Dakota Century
Code section 26.1-36.3-04.

For the purpose of this section a change in rating
method means:

(a) A change in the number of case characteristics
used by a small employer carrier to determine
premium rates for health benefit plans in a
class of business;

(b) A change in the manner or procedures by which
insureds are assigned into categories for the
purpose of applying a case characteristic to
determine premium rates for health benefit plans
in a class of business;

(¢) A change 1in the method of allocating expenses
among health benefit plans in a class of
business; or
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(d) [1] A change in a rating factor with respect to
any case characteristic if the change would
produce a change in premium for any small
employer that exceeds ten percent.

[2] For the purpose of item 1, a change in a
" rating factor shall mean the cumulative
change with respect to such factor
considered over a twelve-month period. If
a small employer carrier changes rating
factors with respect to more than one case
characteristic in a twelve-month period,
the carrier shall consider the cumulative
effect of all such changes in applying the

ten percent test under item 1.

The rate manual developed pursuant to subsection 1 shall
specify the case characteristics and rate factors to be
applied by the small employer carrier in establishing
premium rates for the class of business.

A small employer carrier may not use case characteristics
other than those specified in subdivision j of
subsection 1 of North Dakota Century Code section
26.1-36.3-04 without the prior approval of the
coomissioner. A small employer carrier seeking such an
approval shall make a filing with the commissioner for a
change in rating method wunder subdivision b of
subsection 1.

A small employer carrier shall use the same case
characteristics in establishing premium rates for each
health benefit plan in a class of business and shall apply
them in the same manner in establishing premium rates for
each such health benefit plan. Case characteristics shall
be applied without regard to the risk characteristics of a
small employer.

The rate manual developed pursuant to subsection 1 shall
clearly illustrate the relationship among the base premium
rates charged for each health benefit plan in the class of
business. If the new business premium rate is different
than the base premium rate for a health benefit plan, the
rate manual shall illustrate the difference.

Differences among base premium rates for health benefit
plans shall be based solely on the reasonable and
objective differences in the design and benefits of the
health benefit plans and shall not be based in any way on
the actual or expected health status or claims experience
of the small employer groups that choose or are expected
to choose a particular health benefit plan. A small
employer carrier shall apply case characteristics and rate
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factors within a class of business in a manner that
assures that premium differences among health benefit
plans for identical small employer groups vary only due to
reasonable and objective differences in the design and
benefits of the health benefit plans and are not due to
the actual or expected health status or claims experience
of the small employer groups that choose or are expected
to choose a particular ‘health benefit plan.

f. The rate manual developed pursuant to subsection 1 shall
provide for premium rates to be developed in a two step
process. In the first step, a base premium rate shall be
developed for the small employer group without regard to
any risk characteristics of the group. In the second
step, the resulting base premium rate may be adjusted by a
risk load, subject to the provisions of North Dakota
Century Code section 26.1-36.3-04, to reflect the risk
characteristics of the group.

g. A premium charged to a small employer for a health benefit
plan shall not include a separate application fee,
underwriting fee, or any other separate fee or charge.

h. A small employer carrier shall allocate administrative
expenses to the basic and standard health benefit plans on
no less favorable of a basis than expenses are allocated
to other health benefit plans in the class of business.
The rate manual developed pursuant to subsection 1 shall
describe the method of allocating administrative expenses
to the health benefit plans in the class of business for
which the manual was developed.

i. Each rate manual developed pursuant to subsection 1 shall
be maintained by the carrier for a period of six years.
Updates and changes to the manual shall be maintained with
the manual.

j. The rate manual and rating practices of a small employer
carrier shall comply with any guidelines issued by the
commissioner.

If group size is used as a case characteristic by a small
employer carrier, the highest rate factor associated with a
group size classification shall not exceed the lowest rate
factor associated with such a classification by more than
twenty percent.

The restrictions related to changes in premium rates in

subdivisions ¢ and g of subsection 1 of North Dakota Century
Code section 26.1-36.3-04 shall be applied as follows:
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A small employer carrier shall revise its rate manual each
rating period to reflect changes in base premium rates and
changes in new business premium rates.

(1) 1f, for any health benefit plan with.respect to any
rating period, the percentage change in the new
business premium rate is less than or the same as the
percentage change in the base premium rate, the
change in the new business premium rate shall be
deemed to be the change in the base premium rate for
the purposes of paragraph 3 of subdivision ¢ of
subsection 1 and paragraph 1 of subdivision g of
subsection 1 of North Dakota Century Code section
26.1-36.3-04.

(2) If, for any health benefit plan with respect to any
rating period, the percentage change in the new
business premium rate exceeds the percentage change
in the base premium rate, the health benefit plan
shall be considered a health benefit plan into which
the small employer carrier is no Tonger enrolling new
small employers for the purposes of subdivisions c
and g of subsection 1 of North Dakota Century Code
section 26.1-36.3-04.

If, for any rating period, the change in the new business
premium rate for a health benefit plan differs from the
change in the new business premium rate for any other
health benefit plan in the same class of business by more
than twenty percent, the carrier shall make a filing with
the commissioner containing a complete explanation of how
the respective changes in new business premium rates were
established and the reason for the difference. The filing
shall be made within thirty days of the beginning of the
rating period.

A small employer carrier shall keep on file for a period
of at least six years the calculations used to determine
the change in base premium rates and new business premium
rates for each health benefit plan for each rating period.

Except as provided in subdivisions b through d, a change

in premium rate for a small employer shall produce a

revised premium rate that is no more than the following:

(1) The base bremium rate for the small employer, as
shown in the rate manual as revised for the rating
period, multiplied by; .

(2) One plus the sum of:

(a) The risk 1load applicable to the small employer
during the previous rating period; and
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(b) Fifteen percent, prorated for periods of less
than one year.

In the case of a health benefit plan into which a small
employer carrier is no longer enrolling new small
employers, a change in premium rate for a small employer
shall produce a revised premium rate that is no more than
the following:

(1) The base premium rate for the small employer, given
its present composition and as shown .in the rate
manual in effect for the small employer at the
beginning of the previous rating period, multiplied

by;
(2) One plus the lesser of:
(a) The change in the base rate; or

(b) The percentage change in the new business
premium for the most similar health benefit plan
into which the small employer carrier is
enrolling new small employers, multiplied by;

(3) One plus the sum of:

(a) The risk 1load appiicable to the small employer
during the previous rating period; and

(b) Fifteen percent, prorated for periods of less
than one year.

In the case of a health benefit plan described in
subdivision g of subsection 1 of North Dakota Century Code
section 26.1-36.3-04, if the current premium rate for the
health benefit plan exceeds the ranges set forth in
subsection 1 of North Dakota Century Code section
26.1-36.3-04, the formulae set forth in subdivisions a and
b will be applied as if the fifteen percent adjustment
provided in subparagraph b of paragraph 2 of subdivision a
and subparagraph b of paragraph 3 of subdivision b were a
zero percent adjustment.

Notwithstanding the provisions of subdivisions a and b, a
change in premium rate for a small employer shall not
produce a revised premium rate that would exceed the
limitations on rates provided in subdivision b of
subsection 1 of North Dakota Century Code section
26.1-36.3-04.

A representative of a Taft-Hartley trust, including a

carrier upon the written request of such a trust, may file
in writing with the conmissioner a request for the waiver
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of application of the provisions of subsection 1 of North
Dakota Century Code section 26.1-36.3-04 with respect to
such trust.

b. A request made under subdivision a shall identify the
provisions for which the trust is seeking the waiver and
shall describe, with respect to each provision, the extent
to which application of such provision would:

(1) Adversely affect the participants and beneficiaries
of the trust; and

(2) Require modifications to one or more of the
collective bargaining agreements under or pursuant to
which the trust was or is established or maintained.

c. A waiver granted under subsection 3 of North Dakota
Century Code section 26.1-36.3-04 shall not apply to an
individual who participates in the trust because the
individual 1is an associate member of an employee
organization or the beneficiary of such an individual.

History: Effective August 1, 1994.
General Authority: NDCC 26. 1 01-08, 26.1- 36.3-04
Law Implemented: NDCC 26.1-36.3-04

45-06-06.1-06. Requirement to insure entire groups.

1. a. A small employer carrier that offers coverage to a small
employer shall offer to provide coverage to each eligible
employee and to each dependent of an eligible employee.
Except as provided in subdivision b, the small employer
carrier shall provide the same health benefit plan to each
such employee and dependent.

b. A small employer carrier may offer the employees of a
small employer the option of choosing among one or more
health benefit plans, provided that each employee may
choose any of the offered plans. Except as provided in
subsection 3 of North Dakota Century Code section
26.1-36.3-06, with respect to exclusions for preexisting
conditions, the choice among benefit plans may not be
limited, restricted, or conditioned based upon the risk
characteristics of the employees or their dependents.

2. a. A small employer carrier shall require each small employer
that applies for coverage, as part of the application
process, to provide a complete list of eligible employees
and dependents of eligible employees as defined in
subsections 11 and 12 of North Dakota Century Code section
26.1-36.3-01. The small employer carrier shall require
the small employer to provide appropriate supporting
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documentation, such as the W-2 summary wage and tax form,
or certification, to verify the information required under
this subdivision.

A small employer carrier shall secure a waiver with
respect to each eligible employee and each dependent of
such an eligible employee who declines an offer of
coverage under a health benefit plan provided to a small
employer. The waiver shall be signed by the eligible
employee, on behalf of such employee or the dependent of
such employee, and shall certify that the individual who
declined coverage was informed of the availability of
coverage under the health benefit plan. The waiver form
shall require that the reason for declining coverage be
stated on the form and shall include a written warning of
the penalties imposed on late enrollees. Waivers shall be
maintained by the small employer carrier for a period of
six years.

(1) A small employer carrier may not issue coverage to a
small employer that refuses to provide the 1list
required under subdivision a or a waiver required
under subdivision b.

(2) (a) A small employer carrier shall not issue
coverage to a small employer if the carrier, or
a producer for such carrier, has reason to
believe that the small employer has induced or
pressured an eligible employee, or dependent of
an eligible employee, to decline coverage due
the individual's risk characteristics.

(b) A producer shall notify a small employer
carrier, prior to submitting an application for
coverage with the carrier on behalf of a small
employer, of any circumstances that would
indicate that the small employer has induced or
pressured an eligible employee, or dependent of
an eligible employee, to decline coverage due
the individual's risk characteristics.

New entrants to a small employer group shall be offered an
opportunity to enroll in the health benefit plan currently
held by such group. A new entrant that does not exercise
the opportunity to enroll in the health benefit plan
within the period provided by the small employer carrier
may be treated as a late enrollee by the carrier, provided
that the period provided to enroll in the health benefit
plan extends at least thirty days after the date the new
entrant is notified of his or her opportunity to enroll.
If a small employer carrier has offered more than one
health benefit plan to a small employer group pursuant to
subdivision b of subsection 1, the new entrant shall be
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offered the same choice of health benefit plans as the
other members of the group.

A small employer carrier may not apply a waiting period,
elimination period, or other similar limitation of
coverage, other than an exclusion for preexisting medical
conditions consistent with subdivision b of subsection 3
of North Dakota Century Code section 26.1-36.3-06, with
respect to a new entrant that is longer than sixty days.

New entrants to a group shall be accepted for coverage by
the small employer carrier without any restrictions or
Timitations on coverage related to the risk
characteristics of the employees or their dependents,
except that a carrier may exclude coverage for preexisting
medical conditions, consistent with the provisions
provided in subsection 3 of North Dakota Century Code
section 26.1-36.3-06.

A small employer carrier may assess a risk load to the
premium rate associated with a new entrant, consistent
with the requirements of North Dakota Century Code section
26.1-36.3-04. The risk load shall be the same risk Tload
charged to the small employer group immediately prior to
acceptance of the new entrant into the group.

(1) In the case of an eligible employee or dependent of
an eligible employee who, prior to the effective date
of subsection 1 of North Dakota Century Code section
26.1-36.3-06, was excluded from coverage or denied
coverage by a small employer carrier in the process
of providing a health benefit plan to an eligible
small employer, as defined in subdivision ¢ of
subsection 1 of North Dakota Century Code section
26.1-36.3-06, the small employer carrier shall
provide an opportunity for the eligible employee or
dependent of such eligible employee to enroll in the
health benefit plan currently held by the small
employer.

(2) A small employer carrier may require an individual
who requests enrollment under this subsection to sign
a statement indicating that such individual sought
coverage under the group contract other than as a
late enrollee and that the coverage was not offered
to the individual.

The opportunity to enroll must meet the following
requirements:

(1) The opportunity to enroll shall begin September 1,

1994, and shall last for a period of at least three
months.
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(2) Eligible employees and dependents of eligible
employees who are provided an opportunity to enroll
pursuant. to this subsection shall be treated as new
entrants. Premium rates related to such individuals
shall be set in accordance with subsection 3.

(3) The terms of coverage offered to an individual
described in paragraph 1 of subdivision a may exclude
coverage for preexisting medical conditions if the
health benefit plan currently held by the small
employer contains such an exclusion, provided that
the exclusion period shall be reduced by the number
of days between the date the individual was excluded
or denied coverage and the date coverage is provided
to the individual pursuant to this subsection.

(4) A small employer carrier shall provide written notice
at least forty-five days prior to the opportunity to
enroll provided in paragraph 1 of subdivision a to
each small employer insured under a health benefit
plan offered by such carrier. The notice shall
clearly describe the rights granted under this
subsection to employees and dependents who were
previously excluded from or denied coverage and the
process for enroliment of such individuals in the
empioyer's health benefit plan.

Effective August 1, 1994.

General Authority: NDCC 26.1-01-08
Law Implemented: NDCC 26.1-36.3

45-06-06.1-07. Consideration of industry.

1.

Except as provided in subsections 2 and 3, a small employer
carrier may not consider the trade or occupation of the
employees of a small employer or the industry or type of
business in which the small employer is engaged in determining
whether to issue or continue to provide coverage to the small
employer.

A  small employer carrier may use industry as a case
characteristic in establishing premium rates, subject to
subdivision f of subsection 1 of North Dakota Century Code
section 26.1-36.3-04.

A small employer carrier may consider trade, occupation, or

industry as part of the eligibility criteria for a class of
business, subject to paragraph 2 of subdivisionb of
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subsection 1 of North Dakota Century Code section
26.1-36.3-06.

Effective August 1, 1994.

General Authority: NDCC 26.1-01-08
Law Implemented: ‘NDCC 26.1-36.3

45-06-06.1-08. Application to reenter state.

1.

History:

A carrier that has been prohibited from writing coverage for
small employers in this state pursuant to subsection 2 of
North Dakota Century Code section 26.1-36.3-05 may not resume
offering health benefit plans to small employers in this state
until the carrier has made a petition to the commissioner to
be reinstated as a small employer carrier and the petition has
been approved by the commissioner. In reviewing a petition,
the commissioner may ask for such information and assurances
as the conmissioner finds reasonable and appropriate.

In the case of a small employer carrier doing business in only
one established geographic service area of the state, if the
small employer carrier elects to nonrenew a health benefit
plan under subdivision f of subsection 1 of North Dakota
Century Code section 26.1-36.3-05, the small employer carrier
shall be prohibited from offering health benefit plans to
small employers in any part of the service area for a period
of five years. In addition, the small employer carrier shall
not offer health benefit plans to small employers in any other
geographic area of the state without the prior approval of the
coomissioner. In considering whether to grant approval, the
commissioner may ask for such information and assurances as
the commissioner finds reasonable and appropriate.

Effective August 1, 1994.

General Authority: NDCC 26.1-01-08
Law Implemented: NDCC 26.1-36.3-05

45-06-06.1-09. Qualifying previous and qualifying existing

coverage.

1.

In determining whether a health benefit plan or other health
benefit arrangement, whether public or private, shall be
considered qualifying previous coverage or qualifying existing
coverage for the purposes of subsection 18 of North Dakota
Century Code section 26.2-36.3-01 and subdivision b and
paragraph 3 of subdivision d of subsection 3 of North Dakota
Century Code section 26.1-36.3-06, a small employer carrier
shall interpret the Act no 1less favorably to an insured
individual than the following:

900



History:

a. A health insurance policy, certificate, or other health
benefit arrangement shall be considered employer based if
an employer sponsors the plan or arrangement or makes a
contribution to the plan or arrangement.

b. A health insurance policy, certificate, or other benefit
arrangement shall be considered to provide benefits
similar to or exceeding the benefits provided under the
basic health benefit plan if the policy, certificate, or
other benefit arrangement provides benefits that:

(1) Have an actuarial value, as considered for a normal
distribution of groups, that 1is not substantially
less than the actuarial value of the basic health
benefit plan; or

(2) Provides coverage for hospitalization and physician
services that is substantially similar to or exceeds
the coverage for such services in the basic health
benefit plan.

In making a determination under this subsection, a small
employer carrier shall evaluate the previous or existing
policy, certificate, or other benefit arrangement taken as
a whole and shall not base its decision solely on the fact
that one portion of the previous or existing policy,
certificate, or benefit arrangement provides less coverage
than the comparable portion of the basic health benefit
plan.

For the purposes of subdivision b of subsection 3 of North
Dakota Century Code section 26.1-36.3-06, an individual will
be considered to have qualifying previous coverage with
respect to a particular service if the previous policy,
certificate, or other benefit arrangement covering such
individual met the definition of qualifying previous coverage
contained in subsection 23 of North Dakota Century Code
section 26.1-36.3-01 and provided any benefit with respect to
the service.

A small employer carrier shall ascertain the source of
previous or existing coverage of each eligible employee and
each dependent of an eligible employee at the time such
employee or dependent initially enrolls into the health
benefit plan provided by the small employer carrier. The
small employer carrier shall have the responsibility to
contact the source of such previous or existing coverage to
resolve any questions about the benefits or Tlimitations
related to such previous or existing coverage.

Effective August 1, 1994.

General Authority: NDCC 26.1-01-08
Law Implemented: NDCC 26.1-36.3
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45-06-06.1-10. Restrictive riders.

1.

History:

A restrictive rider, endorsement, or other provision that
would violate the provisions of paragraph 2 of subdivision e
of subsection 3 of North Dakota Century Code section
26.1-36.3-06 and that was in force on the effective date of
this chapter may not remain in force beyond the first
anniversary date of the health benefit plan subject to the
restrictive provision that follows the effective date of this
chapter. A small employer carrier shall provide written
notice to those small employers whose coverage will be changed
pursuant to this subsection at least thirty days prior to the
required change to the health benefit plan.

Except as permitted in subdivision b of subsection 3 of North
Dakota Century Code section 26.1-36.3-06, a small employer
carrier shall not modify or restrict a basic or standard
health benefit plan in any manner for the purposes of
restricting or excluding coverage or benefits for specific
diseases, medical conditions, or services otherwise covered by
the plan.

Except as permitted in subdivision b of subsection 3 of North
Dakota Century Code section 26.1-36.3-06, a small employer
carrier shall not modify or restrict any health benefit plan
with respect to any eligible employee or dependent of an
eligible employee, through riders, endorsements, or otherwise,
for the purpose of restricting or excluding the coverage or
benefits provided to such employee or dependent for specific
diseases, medical conditions, or services otherwise covered by
the pian.

Effective August 1, 1994.

General Authority: NDCC 26.1-01-08
Law Implemented: NDCC 26.1-36.3-06

45-06-06.1-11. Rules related to fair marketing.

1.

a. A small employer carrier shall actively market each of its
health benefit plans to small employers in this state. A
small employer carrier may not suspend the marketing or
issuance of the basic and standard health benefit plans
unless the carrier has good cause and has received the
prior approval of the commissioner.

b. In marketing the basic and standard health benefit plans
to small employers, a small employer carrier shall use at
least the same sources and methods of distribution that it
uses to market other health benefit plans to small
employers. Any producer authorized by a small employer
carrier to market health benefit plans to small employers
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in the state shall also be authorized to market the basic
and standard health benefit plans.

A small employer carrier shall offer at least the basic
and standard health benefit plans to any small employer
that applies for or makes an inquiry regarding health
insurance coverage from the small employer carrier. The
offer shall be in writing and shall include at Teast the
following information:

(1) A general description of the benefits contained in

. the basic and standard health benefit plans and any
other health benefit plan being offered to the small
employer; and

(2) Information describing how the small employer may
enroll in the plans.

The offer may be provided directly to the small employer
or delivered through a producer.

(1) A small employer carrier shall provide a price quote
to a small employer, directly or through an
authorized producer, within ten working days of
receiving a request for a quote and such information
as 1is necessary to provide the quote. A small
employer carrier shall notify a small employer,
directly or through an authorized producer, within
five working days of receiving a request for a price
quote of any additional information needed by the
small employer carrier to provide the quote.

(2) A small employer carrier may not apply more stringent
or detailed requirements related to the application
process for the basic and standard health benefit
plans than are applied for other health benefit plans
offered by the carrier.

(1) If a small employer carrier denies coverage under a
health benefit plan to a small empioyer on the basis
of a risk characteristic, the denial shall be in
writing and shall state with specificity the reasons
for the denial, subject to any restrictions related
to confidentiality of medical information. The
written denial shall be accompanied by a written
explanation of the availability of the basic and
standard health benefit plans from the small emplioyer
carrier. The explanation shall include at least the
following:

(a) A general description of the benefits contained
in each such plan;
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(b) A price quote for each such plan; and

(c) Information describing how the small employer
may enroll in such plans.

The written information described in this paragraph
may be provided, within the time periods provided in
subdivision b, directly to the small employer or
delivered through an authorized producer.

(2) The price quote required under subparagraph b of
paragraph 1 shall be for the lowest priced basic and
standard health benefit pian for which the small
employer is eligible.

The small group carrier shall not require a small empioyer to
join or contribute to any association or group as a condition
of being accepted for coverage by the small employer carrier,
except that, if membership in an association or other group is
a requirement for accepting a small employer into a particular
health benefit plan, a small employer carrier may apply such
requirement, subject to the requirements of paragraph 2 of
subdivision b of subsection 1 of North Dakota Century Code
section 26.1-36.3-06.

A small employer carrier may not require, as a condition to
the offer or sale of a health benefit plan to a small
employer, that the small employer purchase or qualify for any
other insurance product or service.

a. Carriers offering individual and group health benefit
plans in this state shall be responsible for determining
whether the plans are subject to the requirements of the
Act and this chapter. Carriers shall elicit the following
information from applicants for such plans at the time of
application:

(1) Whether or not any portion of the premium will be
paid by or on behalf of a small employer, either
directly or through wage adjustments or other means
of reimbursement; and

(2) Whether or not the prospective policyholder,
certificate holder, or any prospective insured
individual intends to treat the health benefit plan
as part of plan or program under section 162 (other
than section 162(1)), section 125, or section 106 of
the United States Internal Revenue Code.

b. If a small employer carrier fails to comply with

subdivision a, the small employer carrier shall be deemed
to be on notice of any information that could reasonably
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have been attained if the small employer carrier had
complied with subdivision a.

A small employer carrier shall file annually the following
information with the commissioner related to health
benefit plans issued by the small employer carrier to
small employers in this state:

(1) The number of small employers that were issued health
benefit plans in the previous calendar year,
separated as to newly issued plans and renewals;

(2) The number of small employers that were issued the
basic health benefit plan and the standard health
benefit plan in the previous calendar year, separated
as to newly issued plans and renewals and as to class
of business;

(3) The number of small employer health benefit plans in
force in each county or by zip code of the state as
of December thirty-first of the previous calendar
year;

(4) The number of small employer health benefit plans
that were voluntarily not renewed by small employers
in the previous calendar year;

(5) The number of small employer health benefit plans
that were terminated or nonrenewed for reasons other
than nonpayment of premium by the carrier in the
previous calendar year; and

(6) The number of small employer health benefit plans
that were issued to small employers that were
uninsured for at least the three months prior to
issue.

The information described in subdivision a shall be filed
no later than March fifteenth of each year.

Effective August 1, 1994.

General Authority: NDCC 26.1-01-08
Law Implemented: NDCC 26.1-36.3-11

45-06-06.1-12. Status of carriers as small employer carriers.

1.

A carrier shall not offer health benefit plans to small
employers after January 1, 1994, or continue to provide
coverage after September 1, 1994, under health benefit plans
previously issued to small employers in this state, unless the
filing provided pursuant to section 45-06-06-01 indicates the
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carrier intends to operate as a small employer carrier in this
state.

If the filing made pursuant to section 45-06-06-01 indicates
that a carrier does not intend to operate as a small employer
carrier in this state, the carrier shall be precluded from
operating as a small employer carrier in this state for a
period of five years from the date of the filing. Upon a
written request from such a carrier, the commissioner may
reduce the period provided for in the previous sentence if the
commissioner finds that permitting the carrier to operate as a
small employer carrier would be in the best interests of the
small employers in the state.

Effective August 1, 1994.

General Authority: NDCC 26.1-01-08, 26.1-36.3-07
Law Implemented: NDCC 26.1-36.3-07

45-06-06.1-13. Restoration of coverage.

1.

a. Except as provided 1in subdivision b, a small employer
carrier shall, as a condition of continuing to transact
business in this state with small employers, offer to
provide a health benefit plan as described in subsection 3
to any small employer whose coverage was terminated or not
renewed by such small employer carrier after January 1,
1994,

b. The offer required under subdivision a shall not be
required with respect to a health benefit plan that was
not renewed if:

(1) The health benefit plan was not renewed for reasons
permitted in subsection 1 of North Dakota Century
Code section 26.1-36.3-05; or

(2) The nonrenewal was a result of the small employer
voluntarily electing coverage under a different
health benefit plan.

The offer made under subsection 1 shall be made in accordance
with paragraph 4 of subdivision b of subsection 4 of section
45-06-06.1-06. A small employer shall be given at least
ninety days to accept an offer made pursuant to subsection 1.

A health benefit plan provided to a terminated small employer
pursuant to subsection 1 shall meet the following conditions:

a. The health benefit plan shall contain benefits that are

identical to the benefits in the health benefit plan that
was terminated or nonrenewed.
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The health benefit plan shall not be subject to any
waiting periods, 1including exclusion periods for
preexisting conditions, or other Timitations on coverage
that exceed those contained in the health benefit plan
that was terminated or nonrenewed. In applying such
exclusions or limitations, the health benefit plan shall
be treated as if it were continuously in force from the
date it was originally issued to the date that it is
restored pursuant to this section and North Dakota Century
Code section 26.1-36.3-12.

The health benefit plan shall not be subject to any
provision that restricts or excludes coverage or benefits
for specific diseases, medical conditions, or services
otherwise covered by the plan.

The health benefit plan shall provide coverage to all
employees who are eligible employees as of the date the
plan 1is restored. The carrier shall offer coverage to
each dependent of such eligible employees.

The premium rate for the health benefit plan shall be no
more than the premium rate charged to the small employer
on the date the health benefit plan was terminated or
nonrenewed; provided that, if the number or case
characteristics of the eligible employees or their
dependents of the small employer has changed between the
date the health benefit plan was terminated or nonrenewed
and the date that it is restored, the carrier may adjust
the premium rates to reflect any changes in case
characteristics of the small employer. If the carrier has
increased premium rates for other similar groups with
similar coverage to reflect general increases in health
care costs and utilization, the premium rate may further
be adjusted to reflect the lowest such increase given to a
similar group. The premium rate for the health benefit
plan may not be increased to refiect any changes in risk
characteristics of the small employer group until one year
after the date the health benefit plan is restored. Any
such 1increase shall be subject to the provisions of North
Dakota Century Code section 26.1-36.3-04.

A carrier may reinsure new entrants to the health benefit
plan who enroll after the restoration of coverage.

Effective August 1, 1994.

General Authority: NDCC 26.1-01-08, 26.1-36.3-12
Law Implemented: NDCC 26.1-36.3-12
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STAFF COMMENT: Chapter 45-06-09 contains all new material but is not
underscored so as to improve readability.

CHAPTER 45-06-09
GROUP HEALTH INSURANCE PURCHASING COOPERATIVES

Section

45-06-09-01 Purpose and Intent

45-06-09-02 Applicability and Scope
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45-06-09-04 Commissioner Duties - Filing Requirements - Audits
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45-06-09-06 Conflict of Interest
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45-06-09-01. Purpose and intent. The purpose of this chapter is
to further improve