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JANUARY 1992

38-06-02-01. General rules.

1.

History:

General Authority: NDCC 39-12-02

The North Dakota highway patrol may issue single trip permits
for the movement of oversize or overweight, or both, vehicles
and loads. Unless otherwise exempted by the superintendent,
permits will not be issued for loads that can be reasonably
made to conform to legal limits.

A1l single trip permits must be in possession of the permittee
prior to starting movement unless prior approval is obtained
from the highway patrol.

Single trip permits includes self-issuing single trip movement
approval forms.

Effective January 1, 1988; amended effective January 1, 1992.

Law Implemented: NDCC 39-12-02

38-06-02-03. Escort requirements.

1.

A1l movements exceeding fourteen feet six inches [4.42 meters]
in overall width but not exceeding sixteen feet [4.87 meters]
in overall width shall have one pilot car precede the movement
at a distance of three hundred to seven hundred feet [91.44 to
213.36 meters] on two-lane highways. In lieu of the pilot car
requirement, the overwidth vehicle itseif, or vehicle towing
or hauling an overwidth load, may be equipped with a lighted
rotating or flashing amber light or lights that are visible
from front and rear for a minimum five hundred feet [152.4
meters]. On four-lane divided highways there are no pilot car
requirements for movements of this size.
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2. A1l movements exceeding sixteen feet [4.88 meters] in overall
width shall have one pilot car precede the movement at a
distance of three hundred to seven hundred feet [91.44 to
213.36 meters] and shall have one pilot car follow the
movement at a distance of three hundred to seven hundred feet
[91.44 to 213.36 meters] on two-lane highways. On four-lane
divided highways one pilot car shall follow the movement at a
distance of three hundred to seven hundred feet [91.44 to
213.36 meters].

3. A1l movements exceeding one hundred twenty feet [36.57 meters]
in overall length shall have one pilot car follow the movement
at a distance of three hundred to seven hundred feet [91.44 to
213.36 meters].

4. A1l movements exceeding eighteen feet [5.49 meters] in overall
height shall have one pilot car precede the movement at a
distance of three hundred to seven hundred feet [91.44 to
213.36 meters].

5. The itighway North Dakota department of transportation chief
engineer, bridge engineer, district engineers, or highway
patrol may require pilot cars for movements that are
overweight.

History: Effective January 1, 1988; amended effective January 1, 1992.
General Authority: NDCC 39-12-02
Law Implemented: NDCC 39-12-02

38-06-02-04. Routing of movements. Permit issuing personnel may
designate routes of travel where adequate width or height for safe
traffic movement cannot be provided, or when restricted by maps as
provided by highway North Dakota department of transportation engineers.

History: Effective January 1, 1988; amended effective January 1, 1992.
General Authority: NDCC 39-12-02
Law Implemented: NDCC 39-12-02

38-06-02-05. Insurance requirements.

1. When towing or hauling oversize mobile home or modular units,
the towing vehicle must have minimum insurance coverage of one
hundred thousand dollars bodily injury 1iability for one
person, three hundred thousand dollars bodily injury liability
for one accident, and fifty thousand dollars property damage
Tiability.

2. When requesting permits for movements exceeding two hundred
thousand pounds [90,718 kilograms] gross vehicle weight, or
when otherwise required by the highway patrol or highway
department of transportation engineers, the applicant must
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History:

provide written verification of liability and property damage
insurance coverage.

Effective January 1, 1988; amended effective January 1, 1992.

General Authority: NDCC 39-12-02
Law Implemented: NDCC 39-12-02

38-06-02-06. Size and weight limitations.

1.

History:

Unless otherwise authorized by the superintendent, single trip
permits for overdimensional movements may not exceed fourteen
feet six inches [4.42 meters] in overall width, fifteen feet
six inches [4.72 meters] in overall height, and one hundred
twenty feet [36.58 meters] in overall length.

Limitations for single trip permits for overweight movements
must be as determined by highway department of transportation
engineers.

Effective January 1, 1988; amended effective January 1, 1992.

General Authority: NDCC 39-12-02
Law Implemented: NDCC 39-12-02

38-06-03-01. Permit fees. The following fees are to be effective
January 1, 1988; however, fees may be paid prior to January 1, 1988, for
those permitted movements to be made after January 1, 1988.

1.

The fee for registered motor vehicles hauling or towing
overdimensional or overweight, or both, loads is ten dollars
per each single trip permit.

The fee for registered motor vehicles that exceed legal size
or legal weight, or both, Timitations is ten dollars per each
single trip permit.

The fee for nonregistered self-propelled special mobile
equipment that exceeds legal weight Tlimitations dis fifteen
dollars per each single trip permit.

The fee for nonregistered self-propelied special mobile
equipment that exceeds legal size Tlimitations only 1is ten
dollars per each single trip permit.

The fee for each identification supplement, identifying a
motor vehicle and axle configuration so that self-issuing
single trip permits can be used, is ten dollars each.

The fee for exceeding the federal gross vehicle weight
limitation of eighty thousand pounds [36,287 kilograms] on the
interstate highway system is five dollars per each "interstate
only" single trip permit.
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10.

11.

History:

The fee for vehicles hauling overwidth loads of hay bales or
haystacks, overwidth self-propelled fertilizer spreaders, and
overwidth hay grinders is fifty dollars per year.

The fee when movement requires highway department of

transportation engineer approval is fifteen dollars in
addition to permit fee.

There 1is an additional heavyweight fee of seventy dollars per
ton for all weight in excess of one hundred five thousand five
hundred pounds [47,910 kilograms] gross vehicle weight but not
to exceed two hundred thousand pounds [90,718 kilograms] gross
vehicle weight. The fee may be prorated on a monthly basis
and does not apply on those motor vehicles which are North
Dakota titled and registered.

There is an additional ton/mile fee on all those movements
that exceed two hundred thousand pounds [90,718 kilograms]
gross vehicle weight. The following ton/mile fee is assessed
upon that portion of gross vehicle weight exceeding the
maximum legal gross weight of one hundred five thousand five
hundred pounds [47,910 kilograms].

Gross Vehicle Weight Ton/Mile Fee Minimum
200,001 to 210,000 $ .05 $ 50.00
210,001 to 220,000 .10 50.00
220,001 to 230,000 .15 50.00
230,001 to 240,000 .20 50.00
240,001 to 250,000 .25 50.00
250,001 to 275,000 .50 100.00
275,001 to 300,000 2.00 200.00
300,001 to 325,000 3.00 350.00
325,001 to 350,000 4.00 500.00
350,001 to 400,000 7.00 1,000.00
400,001 to 450,000 10.00 2,000.00
450.001 to 500,000 15.00 3,000.00
500.001 to 550,000 20.00 5,000.00
550,001 to 600,000 30,00 7,500.00
600,001 to 650,000 40.00 10,000.00
650,001 to 700,000 50.00 15,000.00
700,001 to 750,000 75.00 25,000.00
750,001 or more 100.00 Minimum one mile

On those movements of extraordinary size or weight that
require highway patrol escort there is an escort service fee
of thirty cents per mile [kilometer] and thirty dollars per
hour.

Effective January 1, 1988; amended effective May 1, 1988,

January 1, 1992.

General Authority: NDCC 39-12-02, 39-12-04
Law Implemented: NDCC 39-12-02
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38-06-04-01. Liability of permit applicant.

1.

History:

General Authority: NDCC 39-12-02

The applicant or permittee, as a condition for obtaining an
oversize or overweight, or both, permit, shall assume all
responsibility for accidents, damage, or injury to any persons
or damage to public or private property caused by the movement
of any oversize or overweight, or both, vehicle or load
covered by the permit while upon public highways of the state.

The applicant or permittee agrees to indemnify and hold
harmless the North Dakota hrighway department of
transportation, the North Dakota highway patrol, their

officers, and employees from any and all claims resulting
directly or indirectly from the movement of an oversize or
overweight, or both, vehicle or load on any public highway of
the state of North Dakota.

Effective January 1, 1988; amended effective January 1, 1992.

Law Implemented: NDCC 39-12-02
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JANUARY 1992

45-02-02-16. Notification of criminal convictions and
administrative actions - Duty of Tlicensee. Each licensed insurance
agent, broker, or consultant shall notify the commissioner of their
having been convicted of any crime punishable by incarceration within
thirty days of the entering of an order of conviction and shall notify
the commissioner of any administrative action taken against his Ticense
in another state within thirty days of the entering of the
administrative order in that state.

History: Effective January 1, 1992,
General Authority: NDCC 26.1-26-49
Law Implemented: NDCC 26.1-26-42(5)(12)

45-02-04-11. Reciprocity. If a nonresident licensee's state of
residence has mandatory continuing education requirements substantially
similar to the requirements of this state, the commissioner may accept
as a report of compliance for continuing education credit, certification
of the licensee's compliance in the state of residence. Licensees must
submit proof of certification from their state of residence in
conformance with section 45-02-04-09 along with the filing fee required
in North Dakota Century Code chapter 26.1-26. The determination that
another state's continuing education requirements are substantially
similar to the requirements of this state shall be solely in the
discretion of the commissioner.

History: Effective January 1, 1992.
General Authority: NDCC 26.1-26-49
Law Impiemented: NDCC 26.1-26-31.7

45-02-04~12. Nonresident letter of certification required. Each
nonresident licensee shall submit a current letter of certification from

725



their state of residence at the time their continuing education report
of compliance is due in this state.

History: Effective January 1, 1992.
General Authority: NDCC 26.1-26-49
Law Implemented: NDCC 26.1-26-31.7

45-02-04-13. Penalty. All agents who are late in filing the
required report of continuing education compliance shall pay a penalty
of twenty-five dollars in addition to the fee required by North Dakota
Century Code section 26.1-26-31.4.

History: Effective January 1, 1992.
General Authority: NDCC 26.1-26-49
Law Implemented: NDCC 26.1-26-31.1, 26.1-26-31.4

45-03-05-04. Forms - General requirements.

1. Porm &# and Form B Forms A, B, C, and D are intended to be
guides in the preparation of the statements required by North
Dakota Century Code sections 26.1-10-03 and 26.1-10-04. They
are not intended to be blank forms which are to be filled in.
The statements filed shall contain the numbers and captions of
all items, but the text of the items may be omitted; provided,
the answers are prepared so as to indicate to the reader the
coverage of the items without the necessity of the reader
referring to the text of the items or the instructions
thereto. A1l instructions, whether appearing under the items
of the form or elsewhere in the form, are to be omitted.
Unless expressly provided otherwise, if any item s
inapplicable or the answer thereto 1is in the negative, an
appropriate statement to that effect shall be made.

2. Two complete copies of each statement including exhibits and
all other papers and documents filed as a part of the
statement shall be filed with the commissioner by personal
delivery or mail addressed to: Commissioner of Insurance,
Fifth Floor, State Capitol, Bismarck, North Dakota 58505,
Attention: Legal Department. A copy of Form C must be filed
in each state in which an insurer 1is authorized to do
business, if the commissioner of that state has notified the
insurer of 1Jits request in writing, in which case the insurer
has ten days from the receipt of the notice to file such form.
At Tleast one of the copies shall be manually signed in the
manner prescribed on the form. Unsigned copies shall be
conformed. If the signature of any person is affixed pursuant
to a power of attorney or other similar authority, a copy of
such power of attorney or other authority shall also be filed
with the statement.
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3. Statements should be prepared on paper eight and one-half
inches by eleven inches or eight and one-half inches by
thirteen inches [21.59 centimeters by 27.94 centimeters or
21.59 centimeters by 33.02 centimeters] in size and preferably
bound at the top or the top left-hand corner. Exhibits and
financial statements, unless specifically prepared for the
filing, may be submitted in their original size. All copies
of any statement, financial statements, or exhibits shall be
clear, easily readable, and suitable for photocopying. Debits
in credit categories and credits in debit categories shall be
designated so as to be clearly distinguishable as such on
photocopies. Statements shall be in the English language and
monetary values shall be stated in United States currency. If
any exhibit or other paper or document filed with the
statement is in a foreign language, it shall be accompanied by
a translation into the English language and any monetary value
shown 1in a foreign currency normally shall be converted into
United States currency.

History: Effective January 1, 1982; amended effective January 1, 1992.
General Authority: NDCC 26.1-10-12
Law Implemented: NDCC 26.1-10-03, 26.1-10-04

45-03-05-05. Forms - Incorporation by reference, summaries, and
omissions.

1. Information required by any item of Form A or, Form B, or
Form D may be incorporated by reference in answer or partial
answer to any other item. Information contained 1in any
financial statement, annual report, proxy statement, statement
filed with a governmental authority, or any other document may
be incorporated by reference in answer or partial answer to
any item of Form A or, Form B, or Form D provided such
document or paper is filed as an exhibit to the statement.
Excerpts of documents may be filed as exhibits 1if the
documents are extensive. Documents already on file with the
commissioner which were filed within three years need not be
attached as exhibits. References to information contained in
exhibits or 1in documents already on file shall cleariy
identify the material and shall specifically indicate that
such material is to be incorporated by reference in answer to
the item. Matter shall not be incorporated by reference in
any case where such incorporation would render the statement
incomplete, unclear, or confusing.

2. Where an item requires a summary or outline of the provisions
of any document, only a brief statement shall be made as to
the most important provisions of the document. In addition to
the statement, the summary or outline may incorporate by
reference particular parts of any exhibit or document on file
with the commissioner which were filed within three years and
may be qualified in its entirety by the reference. In any
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case where two or more documents required to be filed as
exhibits are substantially identical in all material respects
expect except as to the parties thereto, the dates of
execution, or other details, a copy of only one of the
documents need be filed with a schedule identifying the
omitted documents and setting forth the material details in
which the documents differ from the documents a copy of which
is filed.

History: Effective January 1, 1982; amended effective January 1, 1992.
General Authority: NDCC 26.1-10-12
Law Implemented: NDCC 26.1-10-03, 26.1-10-04

45-03-05-07. Forms - Additional information and exhibits. In
addition to the information expressly required to be included in Form A
and, Form B, Form C, and Form D, there shall be added such further
material information, . if any, as may be necessary to make the
information contained therein not misleading. The person filing may
also file such exhibits as it may desire in addition to those expressly
required by the statement. Such exhibits shall be so marked as to
indicate clearly the subject matters to which they refer. Changes to
Forms A, B, C, or D must include on the top of the cover page the
phrase: "Change No. (insert number) to" and must indicate the date of
the change and not the date of the original filing.

History: Effective January 1, 1982; amended effective January 1, 1992.
General Authority: NDCC 26.1-10-12
Law Implemented: NDCC 26.1-10-03, 26.1-10-04

45-03-05-08. Forms - Amendments. Any amendment for Form A or,
Form B, Form C, and Form D shall include on the top of the cover page
the phrase: '"Amendment No. (insert number) to" and shall indicate the

date of the amendment and not the date of the original filing.

History: Effective January 1, 1982; amended effective January 1, 1992.
General Authority: NDCC 26.1-10-12
Law Impiemented: NDCC 26.1-10-03, 26.1-10-04

45-03-05-09. Definitions.

1. "Executive officer" means any individual charged with active
mamragement and comtrol in an executive capacity ‘iInrciuding a
presidents vice presidents chief executive officer, chief
operating officer, chief financial officer, treasurer,
secretary, controller, and any other individual performing
functions corresponding to those performed by the foregoing
officers) of a person, whether incorporated or unincorporated.

2. "Foreign insurer" includes an alien insurer except where
clearly noted otherwise.
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3. "Ultimate controlling person" means that person which is not
controlled by any other person.

4. \Unless the context otherwise requires, other terms found in
this chapter and in North Dakota Century Code section
26.1-10-01 are wused as defined in that section. Other
nomenclature or terminology 1is according to the Insurance
Code, or industry usage if not defined in the code.

History: Effective January 1, 1982; amended effective January 1, 1992.
General Authority: NDCC 26.1-10-12
Law Implemented: NDCC 26.1-10-01

45-03-05-12. Amendments to Form A. The applicant shall promptly
advise the commissioner of any changes in the information so furnished
on Form A arising subsequent to the date upon which such information was
furnished but prior to the commissioner's disposition of the
application.

History: Effective January 1, 1982; amended effective January 1, 1992.
General Authority: NDCC 26.1-10-12
Law Implemented: NDCC 26.1-10-03, 26.1-10-04

45-03-05-12.1. Acquisition of subsection 1 of North Dakota
Century Code section 26.1-10-03 insurers.

1. If the person being acquired is deemed to be a "domestic
insurer" solely because of the provisions of subsection 1 of
North Dakota Century Code section 26.1-10-03, the name of the
domestic insurer on the cover page must be indicated as
follows:

"ABC Insurance Company, a subsidiary of XYZ Holding Company."

2. Where subsection 1 of North Dakota Century Code section
26.1-10-03 insurer is being acquired, references to '"the
insured" contained in Form A must refer to both the domestic
subsidiary insurer and the person being acquired.

History: Effective January 1, 1992.
General Authority: NDCC 28-32
Law Implemented: NDCC 26.1-02-02, 26.1-06.1-01, 26.1-10-05

45-03-05-13. Registration Annual registration of insurers -
Statement Annual registration filing. An insurer required to file a an
annual registration statement pursuant to North Dakota Century Code
section 26.1-10-04 shall furnish the required information on Form B,
hereby made a part of this chapter.

History: Effective January 1, 1982; amended effective January 1, 1992.
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General Authority: NDCC 26.1-10-12
Law Implemented: NDCC 26.1-10-04

45-03-05-13.1. Summary of registration - Statement filing. An
insurer required to file an annual registration statement pursuant to
North Dakota Century Code section 26.1-10-04 is also required to furnish
information required on Form C. An insurer shall file a copy of Form C
in each state in which the insurer is authorized to do business, if
requested by the commissioner of that state.

History: Effective January 1, 1992.
General Authority: NDCC 28-32
Law Implemented: NDCC 26.1-10-04

45-03-05-14. Amendments to Form B.

1. An amendment to Form B shall be filed within fifteen days
after the end of amy the month in which any of the following
occurs- there is a material change to the information provided
in the annual registration statement.

ar- There 45 =a change in the controir of the registrants in
wihrich case the entire Form B shait be made current—-

2. An amendment +to Form B shaidt be filted within ome hundred
twenty days after the end of each fiscalr year of the uitimate
Fire amendment shail make current a3t information in Form B
Amendments must be filed in the Form B format with only those
items which are being amended reported. Each such amendment
must include at the top of the cover page: "Amendment No.
(insert number) to Form B for (insert year)" and must indicate
the date of the change and not the date of the original

filings.

History: Effective January 1, 1982; amended effective January 1, 1992.
General Authority: NDCC 26.1-10-12
Law Implemented: NDCC 26.1-10-04

45-03-05-16. Exemptions.
+ A foreign or atien 4insurer otherwise subject to North Bakota
register pursuant to that section-

ar I it 1= admitted in the domicitiary state of the
primcipat 4dnsurer and in that state +s subject to
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disclosure requirements and standards adopted by statute
or regutation which are substantiaiiy simitar to those
provideds the commissionmer may regquire a vcopy of the
registration statement or other information fited with the
domicitiary states or

b— bntit July 5 158+

2+ The state of entry of an atien insurer shait be deemed to be
its domicitiary state for the purposes of North Bakota €entury
€ode section 26—+1H6—64—

3+ Any imsurer not otherwise exempt or excepted from North Bakota
€entury €ode section 26-1+16-04 may applty for an exemption
from the requirements of that section by submitting =
statement to the commissioner setting forth +ts reasons for
being exempt- Repealed effective January 1, 1992.

History: Effective January + 1982
General Authority: NBe€E 26—+—3+o—+2
Law Implemented: NBE€ 26—1+310—64

45-03-05-17.1. Transactions subject to prior notice - Notice
filing. An insurer required to give notice of a proposed transaction
pursuant to North Dakota Century Code section 26.1-10-05 shall furnish
the required information on Form D, hereby made a part of these rules.

History: Effective January 1, 1992.
General Authority: NDCC 28-32
Law Implemented: NDCC 26.1-10-05

45-03-05-18. Extraordinary dividends and other distributions.

1. Requests for approval of extraordinary dividends or any other
extraordinary distribution to shareholders shall include the
following:

a. The date established for payment of the dividend.

b. A statement as to whether the dividend is to be in cash or
other property and, if in property, a description of the
property, its cost, and its fair market value together
with an explanation of the basis for valuation.

C. The amounts and dates of att dividends tinciuding reguiar
dividends?) paid within the period of twelve consecutive
monrths ending on the date fixed Ffor payment of the
proposed dividend for which approvatr +s sought and
commencing on the day after the same day of the same month
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in the }ast preceding year I|he amount of the proposed
dividend.

A copy of the calculations determining that the proposed
dividend is extraordinary. The workpaper must include the
following information:

(1) The amounts, dates, and form of payment of all
dividends or distributions (including regular
dividends but excluding distributions of the
insurer's own securities) paid within the period of
twelve consecutive months ending on the date fixed
for payment of the proposed dividend for which
approval is sought and commencing on the day after
the same day of the same month in the last preceding
year;

(2) Surplus as regards policyholders (total capital and
surplus) as of the next preceding December
thirty=first;

(3) If the insurer is a life insurer, the net gain from
operations for the twelve-month period ending the
next preceding December thirty-first;

(4) If the insurer is not a life insurer, the net income
less realized capital gains for the twelve-month
period ending the next preceding December
thirty-first and the two preceding twelve-month

periods; and

(5) If the insurer is not a 1ife insurer, the dividends
paid to stockholders excluding distributions of the
insurer's own securities in the preceding two
calendar years.

A balance sheet and statement of income for the period
intervening from the last annual statement filed with the
commissioner and the end of the month preceding the month
in which the request for dividend approval is submitted.

A brief statement as to the effect of the proposed
dividend upon the insurer's surplus and the reasonableness
of surplus in relation to the insurer's outstanding
liabilities and the adequacy of surplus relative to the
insurer's financial needs.

Thre payment of an extraordimary dividend by an inmsurers whose
totat Irabititiess as calicuiated for mationmatr association of
imrsurance commissionmers annualt statement purposess are tess
than ten percent of its assets both before and after payment
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deciaration pursuant to subsection 4 of North Bakota €entury
€ode section 26-+1+6—04 Subject to subsections 3, 4, and 5 of
North Dakota Century Code section 26.1-10-05, each registered
insurer shall report to the commissioner all dividends and
other distributions to shareholders within fifteen business
days following the declaration thereof, including the same
information required by paragraphs 1  through 4 of
subdivision d.

History: Effective January 1, 1982; amended effective January 1, 1992.
General Authority: NDCC 26.1-10-12
Law Implemented: NDCC 26.1-10-04

45-03-05-19. Adequacy of surplus. The factors set forth in
subsection 2 of North Dakota Century Code section 26.1-10-05 are not
intended to be an exhaustive 1list. In determining the adequacy and
reasonableness of an insurer's surplus, no single factor shall be
controlling. The commissioner, instead, will consider the net effect of
all of these factors plus other factors bearing on the financial
condition of the insurer. In comparing the surplus maintained by other
insurers, the commissioner will consider the extent to which each of
these factors varies from company to company and in determining the
quality and liquidity of investments in subsidiaries, the commissioner
will consider the individual subsidiary and may discount or disallow its
valuation to the extent that the individual investments so warrant.

History: Effective January 1, 1982; amended effective January 1, 1992.
General Authority: NDCC 26.1-10-12
Law Implemented: NDCC 26.1-10-05
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FORM A
STATEMENT REGARDING THE
ACQUISITION OF CONTROL OF OR MERGER WITH A DOMESTIC INSURER

Name of Domestic Insurer

BY

Name of Acquiring Person (Applicant)

Filed with the Insurance Department of

(State of domicile of insurer
being acquired)

Dated: 19

3

Name, title, address, and telephone number of individual to whom notices
and correspondence concerning this statement should be addressed:

ITEM 1. INSURER AND METHOD OF ACQUISITION=

State the name and address of the domestic insurer to which this
application relates and a brief description of how control 1is to be
acquired.

ITEM 2. IDENTITY AND BACKGROUND OF THE APPLICANT=

1. State the name and address of the applicant seeking to acquire
control over the insurer.

2. If the applicant is not an individual, state the nature of its
business operations for the past five years or for such lesser
period as such person and any predecessors thereof shall have
been in existence. Briefly describe the business intended to
be done by the applicant and the applicant's subsidiaries.

3. Furnish a chart or listing clearly presenting the identities
of the interrelationships among the applicant and all
affiliates of the applicant. No affiliate need be identified
if its total assets are equal to less than one-half of one
percent of the total assets of the ultimate controlling person
affiliated with the applicant. Indicate in such chart or
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listing the percentage of voting securities of each such
person which is owned or controlled by the applicant or by any

other such person. If control of any person is maintained
other than by the ownership or control of voting securities,
indicate the basis of such control. As to each person

specified in such chart or 1listing indicate the type of
organization, e.g., corporation, trust, partnership, and the
state or other jurisdiction of domicile. If court proceedings
Yooking +toward involving a reorganization or liquidation are
pending with respect to any such person, indicate which
person, and set forth the title of the court, nature of
proceedings, and the date when commenced.

ITEM 3. IDENTITY AND BACKGROUND OF INDIVIDUALS ASSOCIATED WITH THE
APPLICANT=

State the following with respect to (1) the applicant if the
applicant is an individual or (2) all persons who are directors,
executive officers, or owners of ten percent or more of the voting
securities of the applicant if the applicant is not an individual:

1. Name and business address.

2. Present principal business activity, occupation, or employment
including position and office held and the name, principal
business, and address of any corporation or other organization
in which such employment is carried on.

3. Material occupations, positions, offices, or employment during
the last five years, giving the starting and ending dates of
each and the name, principal business, and address of any
business corporation or other organization in which each such
occupation, position, office, or employment was-carried on; if
any such occupation, position, office, or employment required
licensing by or registration with any federal, state, or
municipal governmental agency, indicate such fact, the current
status of such licensing or registration, and an explanation
of any surrender, revocation, suspension, or disciplinary
proceedings in connection therewith.

4. Whether or not such person has ever been convicted in a
criminal proceeding (excluding minor traffic violations)
during the last ten years and, if so, give the date, nature of
conviction, name and location of- court, and penalty imposed or
other disposition of the case.

ITEM 4. NATURE, SOURCE, AND AMOUNT OF CONSIDERATION=-

1. Describe the nature, source, and amount of funds or other
considerations used or to be used in effecting the merger or
other acquisition of control. If any part of the same is
represented or 1is to be represented by funds or other
consideration borrowed or otherwise obtained for the purpose
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of acquiring, holding, or trading securities, furnish a
description of the transaction, the names of the parties
thereto, the relationship, if any, between the borrower and
the lender, the amounts borrowed or to be borrowed, and copies
of all agreements, promissory notes, and security arrangements
relating thereto.

2. Explain the criteria used in determining the nature and amount
of such consideration.

3. If the source of the consideration is a loan made in the
lender's ordinary course of business and if the applicant
wishes the identity of the lender to remain confidential, the
applicant must specifically request that the identity be kept
confidential.

ITEM 5. FUTURE PLANS rer OF INSURER=

Describe any plans or proposals which the applicant may have to
declare an extraordinary dividend, to liquidate such insurer, to sell
jts assets to or merge it with any person or persons, or to make any
other material change in its business operations or corporate structure
or management.

ITEM 6. VOTING SECURITIES TO BE ACQUIRED-

State the number of shares of the insurer's voting securities
which the applicant, its affiliates, and any person Tlisted in Item 3
plan to acquire, and the terms of the offer, request, invitation,
agreement, or acquisition, and a statement as to the method by which the
fairness of the proposal was arrived at.

ITEM 7. OWNERSHIP OF VOTING SECURITIES-

State the amount of each class of any voting security of the
insurer which is beneficially owned or concerning which there is a right
to acquire beneficial ownership by the applicant, its affiliates, or any
person listed in Item 3.

ITEM 8. CONTRACTS, ARRANGEMENTS, OR UNDERSTANDINGS WITH RESPECT TO
VOTING SECURITIES OF THE INSURER=

Give a full description of any contracts, arrangements, or
understandings with respect to any voting security of the insurer in
which the applicant, its affiliates, or any person listed in Item 3 is
involved, including but not 1limited to transfer of any of the
securities, Jjoint ventures, loan or option arrangements, puts or calls,
guarantees of loans, guarantees against loss, or guarantees of profits,
division of Tosses or profits, or the giving or withholding of proxies.
Such description shall identify the persons with whom such contracts,
arrangements, or understandings have been entered into.

ITEM 9. RECENT PURCHASES OF VOTING SECURITIES~
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Describe any purchases of any voting securities of the insurer by
the applicant, its affiliates, or any person listed in Item 3 during the
twelve calendar months preceding the filing of this statement. Include
in such description the dates of purchase, the names of the purchasers,
and the consideration paid or agreed to be paid therefor. State whether
any such shares so purchased are hypothecated.

ITEM 10. RECENT RECOMMENDATIONS TO PURCHASE=

Describe any recommendations to purchase any voting security of
the insurer made by the applicant, its affiliates, or any person Tlisted
in Item 3, or by anyone based upon interviews or at the suggestion of
the applicant, its affiliates, or any person listed in Item 3 during the
twelve calendar months preceding the filing of this statement.

ITEM 11. AGREEMENTS WITH BROKER-DEALERS-—

Describe the terms of any agreement, contract, or understanding
made with any broker-dealer as to solicitation of voting securities of
the insurer for tender, and the amount of any fees, commissions, or
other compensation to be paid to broker-dealers with regard thereto.

ITEM 12. FINANCIAL STATEMENTS AND EXHIBITS+

1. Financial statements and exhibits shall be attached to this
statement as an appendix, but 1list under this item the
financial statements and exhibits so attached.

2. The financial statements shall include the annual financial
statements of the persons identified in Item 2 «33 (c) for the
preceding five fiscal years (or for such lesser period as such
applicant and its affiliates and any predecessors thereof
shall have been 1in existence), and similar information
covering the period from the end of such person's last fiscal
year, if such information is available. Such statements may
be prepared on either an individual basis, or, unless the
commissioner otherwise requires, on a consolidated basis if
such consolidated statements are prepared in the usual course
of business.

The annual financial statements of the applicant shall be
accompanied by the certificate of an independent public
accountant to the effect that such statements present fairly
the financial position of the applicant and the results of its
operations for the year then ended, 1in conformity with
generally accepted accounting principles or with requirements
of insurance or other accounting principles prescribed or
permitted under law. If the applicant is an insurer which is
actively engaged 1in the business of insurance, the financial
statements need not be certifieds, provided they are based on
the =ammuat statement Annual Statement of such person filed
with the insurance department of the person's domiciliary
state and are in accordance with the requirements of insurance
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or other accounting principles prescribed or permitted under
the law and regulations of such state.

3. File as exhibits copies of all tender offers for, requests or
invitations for, tenders of, exchange offers for, and
agreements to acquire or exchange any voting securities of the
insurer and (if distributed) of additional soliciting material
relating theretos, any proposed employment, consultation,
advisory, or management contracts concerning the insurers,
annual reports to the stockholders of the insurer, and the
applicant for the last two fiscal yearss+, and any additional
documents or papers required by Form A or sections 45-03-05-04
and 45-03-05-06.

ITEM 13. SIGNATURE AND CERTIFICATION-

Signature and certification of the foltowing form required as
follows:

SIGNATURE

Pursuant to the requirements of North Dakota Century Code section
26.1-10-03, has caused this application to be duly
Name of Applicant
signed on its behalf in the City of and State of
, on the day of , 19

(SEAL)

Name of Applicant
BY:

(Name) (Title)

Attest:

(Signature of officer)

(Title)
CERTIFICATION

The undersigned deposes and says that the applicant has duly executed
the attached application dated , 19 _, for and on
behalf of ; that the applicant is the

(Name of applicant)
of such company and that the applicant is

(Title of officer)
authorized to execute and file such instrument. ZFhe depoment Deponent
further says that deponent is familiar with such dinstrument and the
contents thereof, and that the facts therein set forth are true to the
best of deponent's knowledge, information, and belief.

(Signature)
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(Type or print name beneath)

FORM B
INSURANCE HOLDING COMPANY SYSTEM ANNUAL REGISTRATION
STATEMENT ~—

Filed with the Insurance Department of the State of

By

Name of Registrant
On Behalf of the Following Insurance Companies

Name Address

Date: . , 19

Name, title, address and telephone number of individual to whom notices
and correspondence concerning this statement should be addressed:

ITEM 1. IDENTITY AND CONTROL OF REGISTRANT-

Furnish the exact name of each insurer registering or being
registered (hereinafter called "the registrant"), the home office
address and principal executive offices of each; the date on which each
registrant became part of the insurance holding company system; and the
methods by which control of each registrant was acquired and is
maintained.

ITEM 2. ORGANIZATIONAL CHART-
Furnish a chart or listing clearly presenting the identities of

and interrelationships among all affiliated persons within the insurance
holding company system. No affiliate need be shown if its total assets
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are equal to less than one-half of one percent of the total assets of
the wultimate controlling person within the insurance holding company
system unless it has assets valued at or exceeding (insert amount). The
chart or 1isting should show the percentage of each class of voting
securities of each affiliate which is owned, directly or indirectly, by
another affiliate. If control of any person within the system is
maintained other than by the ownership or control of voting securities,
indicate the basis of such control. As to each person specified in such
chart or listing indicate the type of organization, e.g., corporation,
trust, partnership, and the state or other jurisdiction of domicile.

ITEM 3. THE ULTIMATE CONTROLLING PERSON-

As to the wultimate controlling person in the insurance holding
company system furnish the following information:

1. Name.
2. Home office address.
3. Principal executive office address.

4. The organizational structure of the person, i.e., corporation,
partnership, individual, trust, etc.

5. The principal business of the person.

6. The name and address of any person who holds or owns ten
percent or more of any class of voting security, the class of
such security, the number of shares held of record or known to
be beneficially owned, and the percentage of class so held or
owned.

7. If court proceedings fooking toward involving a reorganization
or liquidation are pending, indicate the title and location of
the court, the nature of proceedings, and the date when
commenced.

ITEM 4. BIOGRAPHICAL INFORMATION-

* Furnish the following information for the directors and executive
officers of the ultimate controliling person; the individual's name and
address, the his eor #er individual's principal occupation and all
offices and positions held during the past five years, and any
conviction of crimes other than minor traffic violations during the past
ten years.

ITEM 5. TRANSACTIONSs RERATTONSHIPSs AND AGREEMENTS-

4+ Briefly describe the following agreements in forces
relationships  subsistings and transactions currently
outstanding or which have occurred during the last calendar
year between the registrant and its affiliates:
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a- 1. Loans, other investments, or purchases, sales, or exchanges of
securities of the affiliates by the registrant or of the
registrant by its affiliates—;

b~ 2. Purchases, sales, or exchanges of assets—;
e 3. Transactions not in the ordinary course of business—;
d- 4. Guarantees or undertakings for the benefit of an affiliate

which result in an actual contingent exposure of the
registrant's assets to liability, other than insurance
contracts entered into in the ordinary course of the
registrant's business—;

e- 5. All management amd agreements, service contracts, and all
cost-sharing arrangementss other than cost  aiiocation
arrangements based apon generatly accepted accounting

tretptes—;

£ §; Reinsurance agreements covering ait or substantiatly aitt of
ome or more times of insurance of the ceding company—;

7. Dividends and other distributions to shareholders;

8. Consolidated tax allocation agreements; and

9. Any pledge of the registrant's stock or of the stock of any
subsidiary or controlling affiliate, for a Toan made to any
member of the insurance holding company system.

2— No information need be disclosed if such information is not
material for purposes of Section 26.1-10-04 of the North
Dakota Century Code.

Sales, purchases, exchanges, loans, or extensions of credit or,
investments, or guarantees involving one-half of one percent or less of
the vregistrant's admitted assets as of the thirty first day of Becember
next preceding December thirty-first shall not be deemed material.

3~ The description shall be in a manner as to permit the proper
evaluation thereof by the commissioner, and shall include at
least the following: the nature and purpose of the
transactions, the nature and amounts of any payments or
transfers of assets between the parties+, the identity of all
parties to such transactions, and relationship of the

affiliated parties to the registrant Registrant.
ITEM 6. LITIGATION OR ADMINISTRATIVE PROCEEDINGS-

A brief description of any Tlitigation or administrative
proceedings of the following types, either then pending or concluded
within the preceding fiscal year, to which the ultimate controlling
person or any of its directors or executive officers was a party or of

741



which the property of any such person is or was the subject; give the
names of the parties and the court or agency in which such Titigation or
proceeding is or was pending:

1. Criminal prosecutions or administrative proceedings by any
government agency or authority which may be relevant to the
trustworthiness of any party thereto-; and

2. Proceedings which may have a material effect upon the solvency
or capital structure of the ultimate holding company
including, but not necessarily Tlimited to, bankruptcy,
receivership, or other corporation corporate reorganizations.

ITEM 7= FINANCIAL STATEMENTS ANB EXHIBITS-

ITEM 7. STATEMENT REGARDING PLAN OR SERIES OF TRANSACTIONS

The insurer shall furnish a statement that transactions entered
into since the filing of the prior year's annual registration statement
are not part of a plan or series of like transactions, the purpose of
which is to avoid statutory threshold amounts and the review that might
otherwise occur.

ITEM 8. FINANCIAL STATEMENTS AND EXHIBITS

1. Financial statements and exhibits should be attached to this
statement as an appendix, but 1ist under this item the
financial statements and exhibits so attached.

2. The financial statements shall include the annual financial
statements of the ultimate controlling person in the insurance
holding company system as of the end of the person's latest
fiscal year.

If at the time of the initial registration, the annual
financial statements for the latest fiscal year are not
available, annual statements for the previous fiscal year may
be filed and similar financial information shall be filed for
any subsequent period to the extent such information is
available. Such financial statements may be prepared on
either an individual basis, or unless the commissioner
otherwise requires, on a consolidated basis if such
consolidated statements are prepared in the usual course of
business.

Unless the commissioner otherwise permits, the annual
financial statements shall be accompanied by the certificate
of an independent public accountant to the effect that such
statements present fairly the financial position of the
ultimate controlling person and the results of its operations
for the year then ended, in conformity with generally accepted
accounting principles or with requirements of insurance or
other accounting principles prescribed or permitted under law.
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If the wultimate controlling person 1is an insurer which is
actively engaged in the business of insurance, the annual
financial statements need not be certified, provided they are
based on the annual statement of such insurer filed with the
insurance department of the insurer's domiciliary state and
are in accordance with requirements of insurance or other
accounting principles prescribed or permitted under the law
and reqgulations of such state.

3. Exhibits shall include copies of the latest annual reports to
shareholders of the ultimate controlling person and proxy
material used by the ultimate controlling person; and any
additional documents or papers required by Form B or North
Dakota Administrative Code sections 45-03-05-04 and
45-03-05-06.

ITEM 9. FORM C REQUIRED

A Form C, Summary of Registration Statement, must be prepared and
filed with this Form B.

ITEM 10. SIGNATURE AND CERTIFICATION

STENATURES~

Signatures Signature and certification of the form required as
follows:

SIGNATURE
Pursuant to the requirements of Nerth Bakota €entury €ode section

26—1+-16—12 Section 26.1-10-04 of the North Dakota Century Code, the
registrant has caused this annual registration statement to be duly

signed on its behalf in the City of , and State of
on the day of , 19 .
(SEAL)
(Name of registrant)
By:
(Name) (Title)

Attest:

(Signature of officer)

(Title)

CERTIFICATION

The undersigned deposes and says that the undersigned has duly executed
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the attached annual registration statement dated

3

19 ,

for and on behalf of . that the
(Name of company)

undersigned is the of such company, and that

(Title of officer)
the undersigned has authority to execute and file such instrument. The
deponent further says that deponent is familiar with such instrument and
that the facts therein set forth are true to the best of deponent's
knowledge, information, and belief.

(Signature)

(Type or print name beneath)
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FORM C
SUMMARY OF REGISTRATION STATEMENT

Filed with the Insurance Department of the State of

BY

Name of Registrant

On Behalf of the Following Insurance Companies

Name Address

Date: , 19

Name, title, address, and telephone number of individual to whom notices
and correspondence concerning this statement should be addressed:

Furnish a brief description of all items in the current annual
registration statement which represent changes from the prior year's
annual registration statement. The description shall be in a manner as
to permit the proper evaluation thereof by the commissioner, and shall
include specific references to item numbers in the annual registration
statement and to the terms contained therein.

Changes occurring under Item 2 of Form B insofar as changes in the
percentage of each class of voting securities held by each affiliate is
concerned, need only be included where such changes are ones which
result in ownership or holdings of ten percent or more of voting
securities, loss or transfer of control, or acquisition or loss of
partnership interest.

Changes occurring under Item 4 of Form B need only be included
where: an individual is, for the first time, made a director or
executive officer of the ultimate controlling person; a director or
executive officer terminates his or her responsibilities with the
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ultimate controlling person; or in the event an individual is named
president of the ultimate controlling person.

If a transaction disclosed on the prior year's annual registration
statement has been changed, the nature of such change shall be included.
If a transaction disclosed on the prior year's annual registration
statement has been effectuated, furnish the mode of completion and any
flow of funds between affilijates resulting from the transaction.

The insurer shall furnish a statement that transactions entered
into since the filing of the prior year's annual registration statement
are not part of a plan or series of like transactions whose purpose it
is to avoid statutory threshold amounts and the review that might
otherwise occur.

SIGNATURE AND CERTIFICATION

Signature and certification required as follows:

SIGNATURE

Pursuant to the requirements of Section 26.1-10-04 of the North
Dakota Century Code, the registrant has caused this summary of
registration statement to be duly signed on its behalf in the City of

and State of _______onthe ___ ___ day of

~3

19 .
(SEAL)

(Name of Applicant)

By:

(Name) (Title)

Attest:

(Signature of officer)

(Title)
CERTIFICATION
The undersigned deposes and says that the deponent has duly executed the
attached summary of registration statement dated , 19
for and on behalf of ; that the deponent
(Name of company)
is the of such company; and that the deponent is

(Title of officer)

authorized to execute and file such instrument. Deponent further says
that deponent is familiar with such instrument and the contents thereof,
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and that the facts therein set forth are true to the best of deponent's
knowledge, information, and beljef.

(Signature)

(Type or print name beneath)
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FORM D
PRIOR NOTICE OF A TRANSACTION

Filed with the Insurance Department of the State of

BY

Name of Registrant

On Behalf of the Following Insurance Companies

Name Address

Date: , 19

Name, title, address, and telephone number of individual to whom notices
and correspondence concerning this statement should be addressed:

ITEM 1. IDENTITY OF PARTIES TO TRANSACTION

Furnish the following information for each of the parties to the
transaction:

1. Name.

2. Home office address.

3. Principal executive office address.

4. The organizational structure, j.e. corporation, partnership,
individual, trust, etc.

5. A description of the nature of the parties' business
operations.
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6. Relatjonship, 1if any, of other parties to the transaction to
the insurer filing the notice, including any ownership or
debtor/creditor interest by any other parties to the
transaction in the insurer seeking approval, or by the insurer
filing the notice in the affiliated parties.

7. Where the transaction is with a nonaffiliate, the names of the
affiliates which will receive, in whole or in substantial
part, the proceeds of the transaction.

ITEM 2. DESCRIPTION OF THE TRANSACTION

Furnish the following information for each transaction for which
notice is being given:

1. A statement of the nature of the transaction.

2. The proposed effective date of the transaction.

ITEM 3. SALES, PURCHASES, EXCHANGES, LOANS, EXTENSIONS OF CREDIT,
GUARANTEES, OR INVESTMENTS

Furnish a brief description of the amount and source of funds,
securities, property, or other consideration for the sale, purchase,
exchange, loan, extension of credit, guarantee, or investment, whether
any provision exists for purchase by the insurer filing notice, by any
party to the transaction, or by any affiliate of the insurer filing
notice, a description of the terms of any securities being received, if
any, and a description of any other agreements relating to the
transaction such as contracts or agreements for services, consulting
agreements, and the like. If the transaction involves other than cash,
furnish a description of the consideration, 1its cost, and its fair
market value, together with an explanation of the basis for evaluation.

If the transaction involves a Tloan, extension of credit, or a
guarantee, furnish a description of the maximum amount which the insurer
will be obligated to make available under such loan, extension of credit
or guarantee, the date on which the credit or guarantee will terminate,
and any provisions for the accrual of or deferral of interest.

If the transaction involves an investment, guarantee, or other
arrangement, state the time period during which the investment,
guarantee, or other arrangement will remain in effect, together with any
provisions for extensions or renewals of such investments, guarantees,
or arrangements. Furnish a brief statement as to the effect of the
transaction upon the insurer's surplus.

No notice need be given if the maximum amount which can at any
time be outstanding or for which the insurer can be legally obligated
under the loan, extension of credit, or guarantee is less than: (&) in
the case of nonlife insurers, the Jlesser of three percent of the
insurer's admitted assets or twenty-five percent of surplus as regards
policyholders, or (b) in the case of life insurers, three percent of the
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insurer's admitted assets, each as of the next preceding December
thirty-first.

ITEM 4. LOANS OR EXTENSIONS OF CREDIT TO A NONAFFILIATE

If the transaction involves a loan or extension of credit to any
person who is not an affiliate, furnish a brief description of the
agreement  or understanding whereby the proceeds of the proposed
transaction, in whole or in substantial part, are to be used to make
loans or extensions of credit to, to purchase the assets of, or to make
investments in, any affiliate of the insurer making such Toans or
extensions of credit, and specify in what manner the proceeds are to be
used to loan to, extend credit to, purchase assets of or make
investments iJn any affiliate. Describe the amount and source of duns,
securities, property, or other consideration for the loan or extension
of credit and, if the transaction is one involving consideration other
than cash, a description of its cost, and its fair market value together
with an explanation of the basis for evaluation. Furnish a brief
statement as to the effect of the transaction upon the dnsurer's

surplus.

No notice need be given if the loan or extension of credit is one
which equals less than, in the case of nonlife insurers, the Jlesser of
three percent of the insurer's admitted assets or twenty-five percent of
surplus as regards policyholders or, with respect to life insurers,
three percent of the dinsurer's admitted assets, each as of the next
preceding December thirty-first.

ITEM 5. REINSURANCE

If the transaction is a reinsurance agreement or modification
thereto, as described by Section 26.1-10-04(2)(6) of the North Dakota
Century Code, furnish a description of the known or estimated amount of
liability to be ceded or assumed in each calendar year, the period of
time during which the agreement will be in effect, and a statement
whether an agreement or understanding exists between the insurer and
nonaffiliate to the effect that any portion of the assets constituting
the consideration for the agreement will be transferred to one or -more
of the insurer's affiliates. Furnish a brief description of the
consideration involved in the transaction, and a brief statement as to
the effect of the transaction upon the insurer's surplus.

No notice need be given for reinsurance agreements or
modifications thereto if the reinsurance premium or a change in_the
insurer's liabjlities 1in connection with the reinsurance agreement or
modification thereto is less than five percent of the insurer's surplus
as regards policyholders, as of the next preceding December
thirty-first.

ITEM 6.  MANAGEMENT AGREEMENTS, SERVICE AGREEMENTS, AND COST-SHARING
ARRANGEMENTS

For management and service agreements, furnish:
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1. A brief description of the managerial responsibilities or
services to be performed.

2. A brief description of the agreement, including a statement of
its duration, together with brief descriptions of the basis
for compensation and the terms under which payment or
compensation is to be made.

For cost-sharing arrangements, furnish:

1. A brief description of the purpose of the agreement.

2. A description of the period of time during which the agreement
is to be in effect.

3. A brief description of each party's expenses or costs covered
by the agreement.

4. A brief description of the accounting basis to be used in
calculating each party‘s costs under the agreement.

ITEM 7. SIGNATURE AND CERTIFICATION

Signature and certification required as follows:

SIGNATURE
Pursuant to the requirements of Sections 26.1-10-04 and 26.1-10-05
of the North Dakota Century Code, has caused this notice to
be duly signed on its behalf in the City of and State of
onthe ___ dayof ____ ___ , 19 ___ .
(SEAL)

(Name of Applicant)

By:

(Name) (Title)

Attest:

(Signature of officer)

(Title)
CERTIFICATION

The undersigned deposes and says that the deponent has duly executed
the attached notice dated , 19 , for and on behalf of
; that the deponent is the of
(Name of Applicant) (Title of officer)
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such company and that the deponent is authorized to execute and file
such instrument. Deponent further says that deponent is familiar with
such instrument and the contents thereof, and that the facts therein set

forth are true to the best of deponent's knowledge, information, and
belief.

(Signature)

(Type or print name beneath)

STAFF COMMENT : Chapters 45-03-12, 45-03-13, 45-03-14, 45-03-15, and
45-03-16 contain all new material but are not wunderscored so as to
improve readability. ‘

CHAPTER 45-03-12
INVESTMENT, CAPITAL, AND SURPLUS REQUIREMENTS

Section

45-03-12-01 Capital and Surplus Regquirements
45-03-12-02 Investments

45-03-12-03 Admitted Assets

45-03-12-01. Capital and surplus requirements. In the reasonable
exercising of the commissioner's discretion, additional capital and
surplus may be required based upon the type, volume, and nature of
insurance business transacted.

History: Effective January 1, 1992.
General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-02-02, 26.1-06.1-01, 26.1-10~05

45-03-12-02. Investments. All companies doing business in the
state shall have an investment portfolio which is diversified as to type
and issue and which maintains liquidity.

History: Effective January 1, 1992.
General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-02-02, 26.1-05-19, 26.1-06.1~-01, 26.1-10-06

45-03-12-03. Admitted assets. The authorized investments
enumerated in North Dakota Century Code chapter 26.1-05 and other assets
not prohibited under North Dakota Century Code chapter 26.1-05 nor
required to be scheduled as nonadmitted assets in the annual statement,
as prescribed by the commissioner, are considered admitted assets, if
and to the extent the commissioner finds the asset to be an appropriate
investment of policyholder obligation funds. All admitted assets must
be valued in accordance with chapter 45-03-15.

History: Effective January 1, 1992.
General Authority: NDCC 28-32-02
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Law Implemented: NDCC 26.1-02-02, 26.1-06.1-01, 26.1-10-05

CHAPTER 45-03-13
REGULATION OF AND STANDARDS FOR COMPANIES
DEEMED TO BE IN HAZARDOUS FINANCIAL CONDITION

Section
45-03-13-01 Standards
45-03-13-02 Commissioner's Authority

45-03-13-01. Standards. The following standards, either singly
or a combination of two or more, may be considered by the commissioner
to determine whether the continued operation of any insurer transacting
an insurance business in this state might be deemed to be hazardous to
the policyholders, creditors, or the general public. The commissioner
may consider:

1. Adverse findings reported in financial condition and market
conduct examination reports.

2. The national association of insurance commissioners insurance
regulatory information system and its related reports.

3. The ratios of commission expense, general insurance expense,
policy benefits, and reserve increases as to annual premium
and net investment income which could lead to an impairment of
capital and surplus.

4. The insurer's asset portfolio when viewed in 1ight of current
economic conditions is not of sufficient value, liquidity, or
diversity to assure the company's ability to meet its
outstanding obligations as they mature.

5. The ability of an assuming reinsurer to perform and whether
the insurer's reinsurance program provides sufficient
protection for the company's remaining surplus after taking
into account the dinsurer's cash flow and the classes of
business written as well as the financial condition of the
assuming reinsurer.

6. The insurer's operating loss in the last twelve-month period
or any shorter period of time, inciuding, but not limited to,
net capital gain or loss, change in nonadmitted assets, and
cash dividends paid to shareholders, 1is greater than fifty
percent of such insurer's vremaining surplus as regards
policyholders in excess of the minimum required.

7. Whether any affiliate, subsidiary, or reinsurer is insclvent,

threatened with insolvency, or delinqguent in payment of its
monetary or other obligation.
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10.
11.

12.

13.

14.

15.

History:

Contingent 1liabilities, pledges, or guaranties which either
individually or collectively involve a total amount which in
the opinion of the commissioner may affect the solvency of the
insurer,

Whether any "controlling person® of an insurer is delinquent
in the transmitting to, or payment of, net premiums to such
insurer.

The age and collectibility of receivables.

Whether the management of an dinsurer, including officers,
directors, or any other person who directly or indirectly
controls the operation of such insurer, fails to possess and
demonstrate the competence, fitness, and vreputation deemed
necessary to serve the insurer in such position.

Whether management of an insurer has failed to respond to
inquiries relative to the condition of the insurer or has
furnished false and misleading information concerning an
inquiry.

Whether management of an insurer either has filed any false or
misleading sworn financial statement, or has released false or
misleading financial statement to lending institutions or to
the general public, or has made a false or misleading entry,
or has omitted an entry of material amount in the books of the
insurer,

Whether the insurer has grown so rapidly and to such an extent
that it lacks adequate financial and administrative capacity
to meet its obligations in a timely manner.

Whether the company has experienced or will experience in the
foreseeable future cash flow or liquidity problems, or both.

Effective January 1, 1992.

General Authority: NDCC 28-32
Law Impiemented: NDCC 26.1-01-03.1, 26.1-05-04, 26.1-05-32,
26.1-06.1-01(3)(a), 26.1-06.1-11

45-03-13-02. Commissioner's authority.

1.

For the purposes of making a determination of an insurer's
financial condition under this chapter, the commissioner may:

a. Disregard any credit or amount receivable resulting from
transactions with a reinsurer which is insolvent,
impaired, or otherwise subject to a delinquency
proceeding.
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Make appropriate adjustments to asset values attributable
to investments in or transactions with parents,
subsidiaries, or affiliates.

Refuse to recognize the stated value of accounts
receivable if the ability to collect receivables is highly
speculative in view of the age of the account or the
financial condition of the debtor.

Increase the insurer's 1iability in an amount equal to any
contingent 1iability, pledge, or guarantee not otherwise
included if there is a substantial risk that the insurer
will be called upon to meet the obligation undertaken
within the next twelve-month period.

If the commissioner determines that the continued operation of
the insurer licensed to transact business in this state may be
hazardous to the policyholders or the general public, then the
commissioner may, upon his determination, 1issue an order
requiring the insurer to:

a.

If

Reduce the total amount of present and potential liability
for policy benefits by reinsurance.

Reduce, suspend, or 1limit the volume of business being
accepted or renewed.

Reduce general insurance and commission expenses by
specified methods.

Increase the insurer's capital and surplus.

Suspend or 1limit the declaration and payment of dividend
by an insurer to its stockholders or to its policyholders.

File reports in a form acceptable to the commissioner
concerning the market value of an insurer's assets.

Limit or withdraw from certain investments or discontinue
certain  investment practices to the extent the
commissioner deems necessary.

Document the adequacy of premium rates in relation to the
risks insured.

File, 1in addition to regular annual statements, interim
financial reports on the form adopted by the national
association of dinsurance commissioners or on such format
as promulgated by the commissioner.

the insurer is a foreign insurer, the commissioner's order

may be limited to the extent provided by statute.
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History:

Any insurer subject to an order under subsection 2 may request
a hearing to review that order. The notice of hearing must be
served upon the insurer pursuant to North Dakota Century Code
chapter 28-32. The notice of hearing must state the time and
place of hearing, and the conduct, condition, or ground upon
which the commissioner based the order. Unless mutually
agreed between the commissioner and the insurer, the hearing
must occur not less than ten days nor more than forty-five
days after notice is served and must be in the place to be
designated by the commissioner. The commissioner shall hold
all hearings under this subsection privately, unless the
insurer requests a public hearing, in which case the hearing
must be public.

Effective January 1, 1992.

General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-01-03.1, 26.1-05-04, 26.1-05-32,
26.1-06.1-01(3)(a), 26.1-06.1-11(1)

CHAPTER 45-03-14
ADMINISTRATIVE SUPERVISION MODEL

Section

45-03-14-01 Definitions

45-03-14-02 Applicability

45-03-14-03 Notice to Comply With Written Requirements of
Commissioner - Noncompliance - Administrative
Supervisor

45-03-14-04 Confidentiality of Certain Procedings and Records

45-03~14-05 Prohibited Acts During Period of Supervision

45-03-14-06 Review and Stay of Action

45-03-14-07 Administrative Election of Proceedings

45-03-14-08 Other Laws - Conflicts - Meetings Between the
Commissioner and the Supervisor

45-03~-14-09 Immunity

45-03-14-01. Definitions. As used in this chapter:

1.

"Consent" means agreement to administrative supervision by the
insurer,

"Exceeded its powers" means the following conditions:
a. The fdinsurer has refused to permit examination of its
books, papers, accounts, records, or affairs by the

commissioner, commissioner's deputies, employees, or duly
commissioned examiners.
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History:

b. A domestic insurer has unlawfully removed from this state
books, papers, accounts, or records necessary for an
examination of the insurer.

c. The insurer has failed to promptly comply with the
applicable financial reporting statutes or rules and
departmental requests relating thereto.

d. The insurer has neglected or refused to observe an order
of the commissioner to make good, within the time
prescribed by 1law, any prohibited deficiency 1in its
capital, capital stock, or surplus.

e. The insurer 1is continuing to transact insurance or write
business after its license has been revoked or suspended
by the commissioner.

f. The 1insurer, by contract or otherwise, has unlawfully or
has in violation of an order of the commissioner or has
without first having obtained written approval of the
commissioner if approval is required by law.

(1) Totally reinsured its entire outstanding business; or

(2) Merged or consolidated substantially 1its entire
property or business with another insurer.

g. The insurer engaged in any transaction inwhich it is not
authorized to engage under the laws of this state.

h. The insurer refused to comply with a Tawful order of the
commissioner.

"Insurer" means and includes every person engaged as
indemnitor, surety or contractor in the business of entering
into contracts of insurance or of annuities as limited to any
insurer doing business, or has transacted insurance in this
state, and against whom claims arising from that transaction
may exist now or in the future.

Effective January 1, 1992.

General Authority: NDCC 28-32
Law Implemented: NDCC 26.1-01-03.1, 26.1-05-04, 26.1-05-32,
26.1-06.1-01(3)(a), 26.1-06.1-11

45-03-14-02. Applicability. The provisions of this chapter apply

to:

1.

A1l domestic insurers.
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2. Any other insurer doing business in this state whose state of
domicile has asked the commissioner to apply the provisions of
this chapter as regards such insurer.

History: Effective January 1, 1992.

General Authority: NDCC 28-32

Law Implemented: NDCC 26.1-01-03.1, 26.1-05-04, 26.1-05-32,
26.1-06.1-01(3)(a), 26.1-06.1-11

45-03-14-03. Notice to comply with written requirements of
commissioner - Noncompliance - Administrative supervision.

1. An insurer may be subject to administrative supervision by the
commissioner if upon examination or at any other time it
appears in the commissioner's discretion that:

a. The 1insurer's condition renders the continuance of its
business hazardous to the public or to its insureds;

b. The insurer has exceeded its powers granted under its
certificate of authority and applicable law;

c. The insurer has failed to comply with the applicable
provisions of the insurance code;

d. The business of the insurer s being conducted
fraudulently; or

e. The insurer gives its consent.

2. If the commissioner determines that the conditions set forth
in subsection 1 exist, the commissioner shail:

a. Notify the insurer of the commissioner's determination;

b. Furnish to the insurer a written list of the requirements
to abate this determination; and

¢. Notify the insurer that it is under the supervision of the
commissioner and that the commissioner 1is applying and
effectuating the provisions of the chapter. Such action
by the commissioner is subject to review pursuant to
applicable state administrative procedures under North
Dakota Century Code chapter 28-32.

3. If placed under administrative supervision, the insurer shall
have sixty days, or another period of time as designated by
the commissioner, to comply with the requirements of the
commissioner subject to the provisions of this chapter.

4. If it is determined after notice and hearing that the
conditions giving rise to the supervision still exist at the
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end of the supervision period specified above, the
commissioner may extend such period.

5. If it is determined that none of the conditions giving rise to
the supervision exist, the commissioner shall release the
insurer from supervision.

History: Effective January 1, 1992.

General Authority: NDCC 28-32

Law Implemented: NDCC 26.1-01-03.1, 26.1-05-04, 26.1-05-32,
26.1-06.1-01(3)(a), 26.1-06.1-11

45-03-14-04. Confidentiality of certain proceedings and records.

1. Notwithstanding any other provision of law and except as set
forth herein; proceedings, hearings, notices, correspondence,
reports, records, and other information in the possession of
the commissioner or the department relating to the supervision
of any insurer are confidential except as provided herein.

2. The personnel of the department shall have access to these
proceedings, hearings, notices, correspondence, reports,
records, or information as permitted by the commissioner.

3. The commissioner may open the proceedings or hearings or
disclose the notices, correspondence, reports, records, or
information to a department, agency, or instrumentality of
this or another state of the United States if the commissioner
determines that the disclosure is necessary or proper for the
enforcement of the laws of this or another state of the United
States.

4. The commissioner may open the proceedings or hearings or make
public the notices, correspondence, reports, records, or other
information if the commissioner deems that it is in the best
interest of the public or in the best interest of the insurer,
its insureds, creditors, or the general public.

5. This section does not apply to hearings, notices,
correspondence, reports, vrecords, or other information
obtained upon the appointment of a receiver for the insurer by
a court of competent jurisdiction.

History: Effective January 1, 1992.

General Authority: NDCC 28-32

Law Implemented: NDCC 26.1-01-03.1, 26.1-05-04, 26.1-05-32,
26.1-06.1-01(3)(a), 26.1-06.1-11

45-03-14-05. Prohibited acts during period of supervision.
During the period of supervision, the commissioner or the commissioner's
designated appointee shall serve as the administrative supervisor. The
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commissioner may provide that the insurer may not do any of the
following things during the period of supervision, without the prior
approval of commissioner or the commissioner's appointed supervisor:

1. Dispose of, convey, or encumber any of its assets or its
business in force;

2. Withdraw any of its bank accounts;

3. Lend any of its funds;

4. Invest any of its funds;

5. Transfer any of its property;

6. Incur any debt, obligation, or liability;

7. Merge or consolidate with another company;

8. Approve new premiums or renew any policies;

9. Enter into any new reinsurance contract or treaty;

10. Terminate, surrender, forfeit, convert, or lapse any insurance
policy, certificate, or contract, except for nonpayment of
premiums due;

11. Release, pay, or refund premium deposits, accrued cash or leoan
values, unearned premiums, or other reserves on any insurance
policy, certificate, or contract;

12. Make any material change in management; or

13. Increase salaries and benefits of officers or directors or the
preferential payment of bonuses, dividends, or other payments
deemed preferential.

History: Effective January 1, 1992.
General Authority: NDCC 28-32

Law Implemented: NDCC 26.1-01-03.1, 26.1-05-04, 26.1-05-32,
26.1-06.1-01(3)(a), 26.1-06.1-11

45-03-14-06. Review and stay of action. During the period of
supervision the insurer may contest an action taken or proposed to be
taken by the supervisor specifying the manner wherein the action being
complained of would not result in improving the condition of the
insurer, Denial of the insurer's request upon reconsideration entitles
the insurer to request a proceeding under North Dakota Century Code
chapter 28-32.

History: Effective January 1, 1992.
General Authority: NDCC 28-32
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Law Implemented: NDCC 26.1-01-03.1, 26.1-05-04, 26.1-05-32,
26.1-06.1-01(3)(a), 26.1-06.1-11

45-03-14-07. Administrative election of proceedings. Nothing
contained in this chapter precludes the commissioner from initiating
judicial proceedings to place an insurer in conservation,
rehabilitation, or 1liquidation proceedings or other delinquency
proceedings, however designated under the laws of this state, regardless
of whether the commissioner has previously initiated administrative
supervision proceedings under this chapter against the insurer.

History: Effective January 1, 1992.

General Authority: NDCC 28-32

Law Implemented: NDCC 26.1-01-03.1, 26.1-05-04, 26.1-05-32,
26.1-06.1-01(3)(a), 26.1-06.1-11

45-03-14-08. Other 1laws - Conflicts - Meetings between the
commissioner and the supervisor. Notwithstanding any other provision of
law, the commissioner may meet with a supervisor appointed under this
chapter and with the attorney or other representative of the supervisor,
without the presence of any other person, at the time of any proceeding
or during the pendency of any proceeding held under authority of this
chapter to carry out the commissioner's duties under this chapter or for
the supervisor to carry out the supervisor's duties under this chapter.

History: Effective January 1, 1992.

General Authority: NDCC 28-32

Law Implemented: NDCC 26.1-01-03.1, 26.1-05-04, 26.1-05-32,
26.1-06.1-01(3)(a), 26.1-06.1-11

45-03-14-09. Immunity. There is no Tiability on the part of, and
no cause of action of any nature may arise against, the insurance
commissioner or the department or its employees or agents for any action
taken by them in the performance of their powers and duties under this
chapter.

History: Effective January 1, 1992.

General Authority: NDCC 28-32

Law Implemented: NDCC 26.1-01-03.1, 26.1-05-04, 26.1-05-32,
26.1-06.1-01(3)(a), 26.1-06.1-11

CHAPTER 45-03-15
ACCOUNTING PRACTICES AND PROCEDURES

Section
45-03-15-01 Accounting Practices and Procedures
45-03-15-02 Reporting of Financial Information
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45-03-15-01. Accounting practices and procedures. Every
insurance company doing business in this state shall file with the
commissioner, pursuant to North Dakota Century Code section 26.1-03-07,
the appropriate national association of insurance commissioners annual
statement blank, prepared in accordance with the national association of
insurance commissioners instructions handbook and following the
accounting procedures and practices prescribed by the national
association of insurance commissioners accounting practices and
procedures manuals for property and casualty and 1life and health
insurance.

History: Effective January 1, 1992.
General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-03-07, 26.1-03-11.1

45-03-15-02. Reporting of financial information. Every insurance
company licensed to do business in this state shall transmit to the
commissioner and to the national association of insurance commissioners
its most recent financial statements compiled on a quarterly basis,
within forty-five days following the calendar quarters ending March
thirty-first, June thirtieth, and September thirtieth. The financial
statements must be prepared and filed in the form prescribed by the
commissioner and in accordance with the national association of
insurance commissioners  instructions handbook and following the
accounting procedures and practices prescribed by the national
association of insurance commissioners accounting practices and
procedures manuals for property and casualty and 1life and health
insurance. The commissioner may exempt any company or category or class
of companies from the filing reguirement.

History: Effective January 1, 1992,
General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-02-03, 26.1-03-07, 26.1-03-11.1

CHAPTER 45-03-16
VALUATION OF SECURITIES AND OTHER INVESTMENTS

Section
45-03-16-01 Valuation of Securities and Other Investments

45~-03-16-01. Valuation of securities and other investments.

1. A1l securities and investments must be valued in accordance
with published valuation standards of the national association
of dinsurance commissioners including, but not limited to, the
"accounting practices and procedure manuals" and publications
by the valuation of securities office of the national
association of insurance commissioners.
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History:

A1l dinvestments of insurers authorized to do business in this
state, for which no rule or method of valuation has been
otherwise provided, must be valued in the discretion of the
commissioner at their fair market value, appraised value, or
at amounts determined by the commissioner as their fair market
value. If any valuation of an 1investment by an dinsurer
appears to be an unreasonable estimate of its true value, the
commissioner has the authority to cause the investment to be
appraised, and the appraised value must be substituted as the
true value. The appraisal must be made by two disinterested
and competent persons, one to be appointed by the commissioner
and one to be appointed by the insurer. In the event these
two persons fail to agree, they shall appoint a third
disinterested and competent person, and the estimate of the
value of the investment, as arrived at by these three persons,
must be substituted as the true value.

Effective January 1, 1992.

General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-03-02, 26-1-03-07, 26.1-03-11.1, 26.1-05-19

45-04-11-01. Financial statement prohibitions.

1.

No licensed life insurer shall, for reinsurance ceded, reduce
any liability or establish any asset in any financial
statement filed with this department if, by the terms of the
reinsurance agreement, in substance or effect, any of the
following conditions exist:

a. The primary effect of the reinsurance agreement is to
transfer deficiency reserves or excess interest reserves
to the books of the reinsurer for a "risk charge" and the
agreement does not provide for mortality, morbidity, or
surrender  benefit participation by the reinsurer
consistent with its participation 1in the deficiency or
excess interest portion of the policies reinsured;

b. The reserve credit taken by the ceding insurer is in
excess of the actuarial reserve necessary, under the North
Dakota insurance law or rules, idincluding actuarial
interpretations or standards adopted by the department, to
support the policy obligations transferred under the
reinsurance agreement;

c. The reserve credit taken by the ceding insurer is greater
than the underiying reserve of the ceding company
supporting the policy obligations transferred under the
reinsurance agreement;

|2

The ceding insurer is required to reimburse the reinsurer
for negative experience under the reinsurance agreement,
except that neither offsetting experience refunds against
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prior years' losses nor payment by the ceding insurer of
an amount equal to prior years' losses upon voluntary
termination of inforce reinsurance by that ceding insurer
shall be considered such a reimbursement to the insurer
for negative experience;

e. The ceding insurer can be deprived of surplus at the
reinsurer's option or automatically upon the occurrence of
some event, such as the insolvency of the ceding insurer,
except that termination of the reinsurance agreement by
the insurer for nonpayment of reinsurance premiums shall
not be considered to be such a deprivation of surplus;

f. The ceding insurer must, at specific points in time

scheduled in the agreement, terminate or automatically
recapture all or part of the reinsurance ceded; or

£- g. No cash payment is due from the reinsurer, throughout the

History:

General Authority: NDCC 28-32-02

lifetime of the reinsurance agreement, with all
settlements prior to the termination date of the agreement
made only in a "reinsurance account", and no funds in such
account are available for the payment of claims+ ; or

h. The reinsurance agreement involves the possible payment by
the ceding insurer to the reinsurer of amounts other than
from income reasonably expected from the reinsured

policies.

Notwithstanding subsection 1, a licensed 1life insurer may,
with the prior approval of the commissioner, take such reserve
credit as the commissioner may deem consistent with the
insurance law or rules, including actuarial interpretations or
standards adopted by the department.

Effective October 1, 1989; amended effective January 1, 1992.

Law Implemented: NDCC 26.1-05-04, 26.1-05-19, 26.1-05-32

STAFF COMMENT: Chapter 45-05-07 and chapter 45-05-08 contain all new
material but are not underscored so as to improve readability.

CHAPTER 45-05-07
ADVISORY ORGANIZATION EXEMPTION -
HIGHLY PROTECTED RISK MARKET

Section

45-05-07-01 Definition - Highly Protected Risk Market

45-05-07-02 Exemption

45-05-07-03 Definition - North Dakota Automobile
Insurance Plan

45-05-07-04 Exemption
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45-05-07-01. Definition - Highly protected risk market. "Highly
protected risk market" consists of commercial property coverage written
specifically for large, complex, and multistate commercial and
industrial properties. Further, the "highly protected risk market" is
characterized by large size, high value, diversity and loss control; and
with policyholders who are sophisticated commercial dinsureds employing
professional risk managers and insurance appraisers on staff.

History: Effective January 1, 1992.
General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-25-19

45-05-07-02. Exemption. The market commonly known as "highly
protected risk market" is exempt from the filing restrictions limiting
filings to prospective loss cost filings as found in North Dakota
Century Code chapter 26.1-25 and an advisory organization may file fully
developed rates on behalf of specific companies for this market.

History: Effective January 1, 1992.
General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-25-19

45-05-07-03. Definition - North Dakota automobile insurance plan.
The North Dakota automobile insurance plan is an association of all
insurance companies Tlicensed to write automobile insurance in North
Dakota and is the residual market mechanism for automobile 1liability
insurance in North Dakota, through which applicants who are in good
faith entitled to but unable to procure such insurance through ordinary
means may obtain such insurance. This plan is managed and operated by
the automobile insurance plan services office.

History: Effective January 1, 1992.
General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-25-19

45-05-07-04. Exemption. The automobile insurance plan services
office is exempt from the filing restrictions Tlimiting filings to
prospective loss cost filings as found in North Dakota Century Code
chapter 26.1-25 and as an advisory organization may file fully developed
rates on behalf of the North Dakota automobile insurance plan.

History: Effective January 1, 1992.

General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-25-19
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CHAPTER 45-05-08
BINDING INTERCOMPANY ARBITRATION

Section
45-05-08-01 Binding Intercompany Arbitration

45-05-08-01. Binding intercompany arbitration. The commissioner
hereby appoints arbitration forums, inc., as the organization
responsible for the arbitration and settlement of disputes between
insurance companies under North Dakota Century Code section 26.1-41-17.
Arbitration forums, inc., must file a procedures manual for approval
with the commissioner. Upon filing and approval of such manual, all
disputes between insurance companies writing no-fault insurance must be
resolved by arbitration pursuant to the procedures set forth in said
manual.

History: Effective January 1, 1992.

General Authority: NDCC 28-32-02
Law Implemented: NDCC 26.1-41-17

STAFF COMMENT: Chapter 45-06-01.1 contains all new material but is not
underscored so as to improve readability.
ARTICLE 45-06
ACCIDENT AND HEALTH INSURANCE

Chapter
45-06-01 Medicare Supplement Insurance Minimum Standards
[Superseded]
45-06-01.1 Medicare Supplement Insurance Minimum Standards
45-06-02 Intercarrier Health Insurance Pool
45-06-03 Standard Health Insurance Proof of Loss Forms
45-06-04 Advertising Rules
45-06~05 Long-Term Care Insurance Model Regulation
CHAPTER 45-06-01
MEDICARE SUPPLEMENT INSURANCE MINIMUM STANDARDS
[Superseded by Chapter 45-06-01.1]
CHAPTER 45-06-01.1
MEDICARE SUPPLEMENT INSURANCE MINIMUM STANDARDS
Section
45-06-01.1-01 Applicability and Scope
45-06-01.1-02 Definitions
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45-06-01.
45-06-01.
45-06-01.

45-06-01.

45-06-01.
45-06-01.
45-06-01.
45-06-01.
45-06-01.

45-06-01

45-06-01.
45-06-01.
45-06-01.

45-06-01.
45-06-01.
45-06-01.

45-06-01.
45-06-01.

45-06-01.

45-

1.

History:

3 Policy Definitions and Terms

1-04 Policy Provisions
5 Minimum Benefit Standards for Policies or
Certificates Issued for Delivery Prior to
January 1, 1992

1-06 Benefit Standards for Policies or Certificates
Issued for Delivery After January 1, 1992

1-07 Standard Medicare Supplement Benefit Plans

1-08 Medicare Select Policies and Certificates

1-09 Open Enroliment

1-10 Standards for Claims Payment

1-11 Loss Ratio Standards and Refund or Credit of
Premium

.1-12 Filing and Approval of Policies and Certificates
and Premium Rates

1-13 Permitted Compensation Arrangements

1-14 Required Disclosure Provisions

1-15 Requirements for Application Forms and
Replacement Coverage

1-16 Filing Requirements for Advertising

1-17 Standards for Marketing

1-18 Appropriateness of Recommended Purchase and
Excessive Insurance

1-19 Reporting of Multiple Policies

1-20 Prohibition Against Preexisting Cond1t1ons,
Waiting Periods, Elimination Periods, and
Probationary Periods in Replacement Policies
or Certificates

1-21 Separability

06-01.1-01. Applicability and scope.

Except as otherwise specifically provided in sections
45-06-01.1-05, 45-06-01.1-10, 45-06-01.1-11, and
45-06-01.1-19, this chapter applies to:

a. A1l medicare supplement policies delivered or issued for
delivery in this state on or after the effective date
hereof; and

b. All certificates issued under group medicare supplement
policies which certificates have been delivered or issued
for delivery in this state.

This chapter does not apply to a policy or contract of one or
more employers or labor organizations, or of the trustees of a
fund established by one or more employers or Tlabor
organizations, or combination thereof, for employees or former
employees, or a combination thereof, or for members or former
members, or a combination thereof, of the labor organizations.

Effective January 1, 1992.
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General Authority: NDCC 26.1-36.1-02(1)(2), 26.1-36.1-03
Law Implemented: NDCC 26.1-36.1

45-06-01.1-02. Definitions. For purposes of this chapter:

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

2. "Issuer" includes insurance companies, fraternal benefit
societies, health care service plans, health maintenance
organizations, and any other entity delivering or issuing for
delivery in this state medicare supplement policies or
certificates.

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

History: Effective January 1, 1992.
General Authority: NDCC 26.1-36.1-02(1)(2), 26.1-36.1-03
Law Impiemented: NDCC 26.1-36.1

45-06-01.1-03. Policy definitions and terms. No policy or
certificate may be advertised, solicited, or issued for delivery in this
state as a medicare supplement policy or certificate unless such policy
or certificate contains definitions or terms which conform to the
requirements of this section.

1. "Accident", "accidental injury", or Yaccidental means" must be
defined to employ "result" language and may not include words
which establish an accidental means test or use words such as
"external, violent, visible wounds" or similar words of
description or characterization.

a. The definition may not be more restrictive than the
following: "Injury or injuries for which benefits are
provided means accidental bodily injury sustained by the
insured person which is the direct result of an accident,
independent of disease or bodily infirmity or any other
cause, and occurs while insurance coverage is in force".

b. Such definition may provide that injuries do not include
injuries for which benefits are provided or available
under any workers' compensation, employer's Tiability or
similar law, or motor vehicle no-fault plan, unless
prohibited by law.

2. "Benefit period" or "medicare benefit period" may not be
defined more restrictively than as defined 1in the medicare
program.
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"Convalescent nursing home", "extended care facility", or
"skilled nursing facility" may not be defined more
restrictively than as defined in the medicare program.

"Health care expenses" means expenses of health maintenance
organizations associated with the delivery of health care
services, which expenses are analogous to incurred losses of
insurers. Such expenses may not include:

a. Home office and overhead costs;

b. Advertising costs;

c. Commissions and other acquisition costs;
d. Taxes;

e. Capital costs;

f. Administrative costs; and

g. Claims processing coéts.

"Hospital® may be defined in relation to its status,
facilities, and available services or to reflect its
accreditation by the Jjoint commission on accreditation of
hospitals, but not more restrictively than as defined in the
medicare program.

"Medicare" must be defined 1in the policy and certificate.
Medicare may be substantially 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.

"Medicare eligible expenses" means expenses of the kinds
covered by medicare, to the extent recognized as reasonable
and medically necessary by medicare,

"Physician" may not be defined more restrictively than as
defined in the medicare program.

"Sickness" may not be defined to be more restrictive than the
following: "Sickness means illness or disease of an insured
person which first manifests itself after the effective date
of insurance and while the insurance 1is in force." The
definition may be further modified to exclude sicknesses or
diseases for which benefits are provided under any workers'
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compensation, occupational disease, employer's liability, or
similar Taw.

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

45-06-01.1-04. Policy provisions.

1. Except for permitted preexisting condition clauses as
described in subdivision a of subsection 1 of section
45-06-01.1-05 and subdivision a of subsection 1 of section
45-06-01.1-06, no policy or certificate may be advertised,
solicited, or issued for delivery in this state as a medicare
supplement policy if such policy or certificate contains
limitations or exclusions on coverage that are more
restrictive than those of medicare.

2. No medicare supplement policy or certificate may use waivers
to exclude, 1imit, or reduce coverage or benefits for
specifically named or described preexisting diseases or
physical conditions.

3. No medicare supplement policy or certificate in force in the
state may contain benefits which duplicate benefits provided
by medicare,

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

45-06-01.1-05. Minimum Dbenefit 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 unless 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 1in addition to
all other requirements of this rule:

a. A medicare supplement policy or certificate may not
exclude or 1imit 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
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b.

C.

a physician within six months before the effective date of
coverage.

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

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

A "noncancelable", "guaranteed renewabie", 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 in 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 1in a group is terminated, the issuer
must:
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(a) Offer the certificate holder such conversion
opportunities as are described 1in 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
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 loss 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 period, 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 Tlifetime
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.
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f. 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).

g. Effective January 1, 1990, coverage under medicare part B
for the reasonable cost of the first three pints of blood
(or equivalent quantities of packed red blood cells, as
defined under federal regulations), unless defined under
federal regulations), wunless replaced in accordance with
federal regulations or already paid for wunder part A,
subject to the medicare deductible amount.

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

45-06-01.1-06. Benefit standards for policies or certificates
issued or delivered on or after January 1, 1992. The following
standards are applicable to all medicare supplement policies or
certificates delivered or issued for delivery in this state on or after
January 1, 1992. No policy or certificate may be advertised, solicited,
delivered, or issued for delivery in this state as a medicare supplement
policy or certificate unless it complies with these benefit standards:

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 1imit 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 medicare 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
and copayment percentage factors. Premiums may be
modified to correspond with such changes.
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No medicare supplement policy or certificate may provide
for termination of coverage of a spouse solely because of
the occurrence of an event specified for termination of
coverage of the insured, other than the nonpayment of
premium.

Each medicare supplement policy must be guaranteed
renewable and:

(1) The issuer may not cancel or nonrenew the policy
solely on the ground of health status of the
individual.

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

(3) If the medicare supplement policy is terminated by
the group policyholder and is not replaced as
provided under paragraph 5 of subdivision e of
subsection 1 of section 45-06-01.1-06, the issuer
must offer certificate holders an individual medicare
supplement policy which (at the option of the
certificate holder):

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

(b) Provides for such benefits as otherwise meets
the requirements of this subsection.

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

(a) Offer the certificate holder the conversion
opportunity described in  paragraph 3 of
subdivision e of subsection 1 of section
45-06-01.1-06; or

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

(5) 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
group policy on 1its date of termination. Coverage
under the new policy may not result in any exclusion
for preexisting conditions that would have been
covered under the group policy being replaced.
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Termination of a medicare supplement policy or certificate
must be without prejudice to any continuous 1loss 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 conditioned upon the continuous total
disability of the insured, limited to the duration of the
policy benefit period, if any, or payment of the maximum
benefits.

(1) A medicare supplement policy or certificate must
provide that benefits and premiums under the policy
or certificate must be suspended at the request of
the policyholder or certificate holder for the period
(not to exceed twenty-four months) in which the
policyholder or certificate holder has applied for
and is determined to be entitled to medicaid under
title XIX of the Social Security Act [42 U.S.C. 1396,
et seq.], but only if the policyholder or certificate
holder notifies the issuer of such policy or
certificate within ninety days after the date the
individual becomes entitled to such assistance. Upon
receipt of timely notice, the issuer shall return to
the policyholder or certificate holder that portion
of the premium attributable to the period of medicaid
eligibility, subject to adjustment for paid claims.

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

(3) Reinstitution of such coverages:

(a) May not provide for any waiting period with
respect to treatment of preexisting conditions;

(b) Must provide for coverage which is substantially
equivalent to coverage in effect before the date
of such suspension; and

(c) Must provide for classification of premiums on
terms at least as favorable to the policyholder
or certificate holder as the premium
classification terms that would have applied to
the policyholder or certificate holder had the
coverage not been suspended.
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Standards for basic (core) benefits common to all benefit
plans. Every issuer must make available a policy or
certificate including only the following basic core package of
benefits to each prospective insured. An issuer may make
available to prospective insureds any of the other medicare
supplement insurance benefit plans in addition to the basic
core package, but not in lieu thereof:

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.

b. Coverage of part A medicare eligible expenses incurred for
hospitalization to the extent not covered by medicare for
each medicare lifetime inpatient reserve day used.

c. Upon exhaustion of the medicare hospital inpatient
coverage including the lifetime reserve days, coverage of
the medicare part A eligible expenses for hospitalization
paid at the diagnostic related group day outlier per diem
or other appropriate standard of payment, subject to a
lifetime maximum benefit of an additional three hundred
sixty-five days.

d. Coverage under medicare parts A and B for the reasonable
cost of the first three pints of blood (or equivalent
quantities of packed red blood cells, as defined undér
federal regulations) unless replaced 1in accordance with
federal regulations.

e. Coverage for the coinsurance amount of medicare eligible
expenses under part B regardless of hospital confinement,
subject to the medicare part B deductible.

Standards for additional benefits. The following additional
benefits must be included in medicare supplement benefit plans
"B" through "J" only as provided by section 45-06-01.1-07:

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

b. Skilled nursing facility care: Coverage for the actual
billed charges up to the coinsurance amount from the
twenty-first day through the one hundredth day in a
medicare benefit period for posthospital skilled nursing
facility care eligible under medicare part A.

c. Medicare part B deductible: Coverage for all of the

medicare part B deductible amount per calendar year
regardliess of hospital confinement.
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Eighty percent of the medicare part B excess charges:
Coverage for eighty percent of the difference between the
actual medicare part B charge as billed, not to exceed any
charge limitation established by the medicare program or
state law, and the medicare-approved part B charge.

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

Basic outpatient prescription drug benefit: Coverage for
fifty percent of outpatient prescription drug charges,
after a two hundred fifty dollar calendar year deductible,
to a maximum of one thousand two hundred fifty dollars in
benefits received by the insured per calendar year, to the
extent not covered by medicare.

Extended outpatient prescription drug benefit: Coverage
for fifty percent of outpatient prescription drug charges,
after a two hundred fifty dollar calendar year deductible
to a maximum of three thousand dollars in benefits
received by the insured per calendar year, to the extent
not covered by medicare.

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

Preventive medical care benefit: Coverage for the
following preventive health services:

(1) An annual clinical preventive medical history and
physical examination that may include tests and
services from subparagraph 2 and patient education to
address preventive health care measures.

(2) Any one or a combination of the following preventive

screening tests or preventive services, the frequency
of which is considered medically appropriate:
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(a) Fecal occult blood test or digital rectal
examination.

(b) Mammogram.

(c) Dipstick wurinalysis for hematuria, bacteriuria,
and proteinauria.

(d) Pure tone, air only, hearing screening test,
administered or ordered by a physician.

(e) Serum cholesterol screening every five years.
(f) Thyroid function test.
(g) Diabetes screening.

(3) Influenza vaccine administered at any appropriate
time during the year and tetanus and diphtheria
booster every ten years.

(4) Any other tests or preventive measures determined
appropriate by the attending physician.

Reimbursement must be for the actual charges up to one
hundred percent of the medicare-approved amount for each
service, as 1if medicare were to cover the service as
identified in American medical association current
procedural terminology codes, to a maximum of one hundred
twenty dollars annually under this benefit. This benefit
may not include payment for any procedure covered by
medicare.

At-home  recovery benefit: Coverage for services to
provide short-term, at-home assistance with activities of
daily living for those recovering from an illness, injury,
or surgery.

(1) For purposes of this benefit, the following
definitions apply:

(a) M"Activities of daily 1living" includes, but is
not limited to bathing, dressing, personal
hygiene, transferring, eating, ambulating,
assistance with drugs that are normally
self-administred, and changing bandages or other
dressings.

(b) "Care provider" means a duly qualified or
licensed home health aide or homemaker, personal
care aide, or nurse provided through a licensed
home health care agency or referred by a
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(2)

(c)

(d)

licensed referral agency or 1licensed nurses
registry.

"Home" means any place used by the insured as a
place of residence, provided that such place
would qualify as a residence for home health
care services covered by medicare. A hospital
or skilled  nursing facility may not be
considered the insured's place of residence.

"At-home recovery visit" means the period of a
visit required to provide at home recovery care,
without 1imit on the duration of the visit,
except each consecutive four hours in a
twenty-four-hour period of services provided by
a care provider is one visit.

Coverage requirements and limitations.

(a)

(b)

(c)

At-home recovery services provided must be
primarily services which assist in activities of
daily living.

The insured's attending physician must certify
that the specific type and frequency of at-home
recovery services are necessary because of a
condition for which a home care plan of
treatment was approved by medicare.

Coverage is limited to:

. (i) No more than the number and type of at-home

recovery visits certified as necessary by
the insured's attending physician. The
total number of at-home recovery visits may
not exceed the number of medicare-approved

home health <care visits under a
medicare-approved home care plan of
treatment.

(ii) The actual charges for each visit up to a
maximum reimbursement of forty dollars per
visit.

(iii) One thousand six hundred dollars per

calendar year.
(iv) Seven visits in any one week.

(v) Care furnished on a visiting basis in the
insured's home.
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(vi) Services provided by a care provider as
defined in this section.

(vii) At-home recovery visits while the insured
is covered under the policy or certificate
and not otherwise excluded.

(viii) At-home recovery visits received during the
period the insured is receiving medicare-
approved home care services or no more than
eight weeks after the service date of the
last medicare approved home health care
visit.

(3) Coverage is excluded for:

(a) Home care visits paid for by medicare or other
government programs; and

(b) Care provided by family members, unpaid
volunteers, or providers who are not care
providers.

k. New or innovative benefits. An issuer may, with the prior
approval of the commissioner, offer policies or
certificates with new or innovative benefits in addition
to the benefits provided in a policy or certificate that
otherwise complies with the applicable standards. Such
new or innovative benefits may include benefits that are
appropriate to medicare supplement insurance, new or
innovative, not otherwise available, cost effective, and
offered in a manner which is consistent with the goal of
simplification of medicare supplement policies. New or
innovative benefits should offer uniquely different or
significantly expanded coverages.

History: Effective January 1, 13592.
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 benefit plans.

1. 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.

2. No groups, packages, or combinations of medicare supplement
benefits other than those 1listed 1in 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.
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Benefit plans must be wuniform 1in structure, Tlanguage,
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 use, 1in 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
limited 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,
medicare part B deductible and medically necessary
emergency care in a foreign country as defined in
subdivisions a, b, ¢, and h of subsection of section
45-06-01.1-06, respectively.

d. 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 Dbenefit as defined in
subdivisions a, b, h, and Jj of subsection 3 of section
45-06-01.1~-06, respectively.

e. 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,
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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.

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.

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, ¢, e, g, h, i,
and j of subsection 3 of section 45-06-01.1-06,
respectively.
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History:

Effective January 1, 1992.

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

45-06-01.1-08. Medicare select policies and certificates.

1.

a. This section applies to medicare select policies and
certificates, as defined in this section.

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

For the purposes of this section:

a. "Complaint" means any dissatisfaction expressed by an
individual concerning a medicare select issuer or its
network providers.

b. "Grievance" means dissatisfaction expressed in writing by
an individual insured under a medicare select policy or
certificate with the administration, claims practices, or
provision of services concerning a medicare select Jssuer
or its network providers.

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

d. "Medicare select policy" or "medicare select certificate"
mean vrespectively a medicare supplement policy or
certificate that contains restricted network provisions.

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

f. "Restricted network provision" means any provision which
conditions the payment of benefits, in whole or 1in part,
on the use of network providers.

g. "Service area" means the geographic area approved by the
commissioner within which an issuer is authorized to offer
a medicare select policy.

The commissioner may authorize an issuer to offer a medicare
select policy or certificate, pursuant to this section and
section 4358 of the Omnibus Budget Reconciliation Act of 1990
[Pub. L. 101-508; 104 Stat. 1388; 42 U.S.C. 1395ss(t)(1)] if
the commissioner finds that the issuer has satisfied all of
the requirements of this regulation.
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4.

A medicare select issuer may not 1issue a medicare select
policy or certificate in this state until its plan of
operation has been approved by the commissioner.

A medicare select issuer must file a proposed plan of
operation with the commissioner in a format prescribed by the
commissioner. The plan of operation must contain at least the
following information:

a. Evidence that all covered services that are subject to
restricted network provisions are available and accessible
through network providers, including a demonstration that:

(1) Such services can be provided by network providers
with reasonable promptness with respect to geographic
location, hours of operation, and after-hour care.
The hours of operation and availability of after-hour
care must vreflect usual practice in the local area.
Geographic availability must reflect the wusual
traveltimes within the community. '

(2) The number of network providers in the service area
is sufficient, with respect to current and expected
policyholders, either:

(a) To deliver adequately all services that are
subject to a restricted network provision; or

(b) To make appropriate referrals.

(3) There are written agreements with network providers
describing specific responsibilities.

(4) Emergency care is available twenty-four hours per day
and seven days per week.

(5) In the case of covered services that are subject to a
restricted network provision and are provided on a
prepaid basis, there are written agreements with
network providers prohibiting such providers from
billing or otherwise seeking reimbursement from or
recourse against any individual insured under a
medicare select policy or certificate. This
paragraph does not apply to suppliemental charges or
coinsurance amounts as stated in the medicare select
policy or certificate.

b. A statement or map providing a clear description of the
service area.

c. A description of the grievance procedure to be utilized.

d. A description of the quality assurance program, including:
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(1) The formal organizational structure;

(2) The written criteria for selection, retention, and
removal of network providers; and

(3) The procedures for evaluating quality of care
provided by network providers and the process to
initiate corrective action when warranted.

e. A Tist and description, by specialty, of the network
providers.

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

g. Any other information requested by the commissioner.

a. A medicare select issuer must file any proposed changes to
the plan of operation, except for changes to the 1list of
network providers, with the commissioner prior to
implementing such changes. Such changes must Dbe
considered approved by the commissioner after thirty days
unless specifically disapproved.

b. An wupdated Tist of network providers must be filed with
the commissioner at least quarterly.

A medicare select policy or certificate may not restrict
payment for covered services provided by non-network providers
if: "

a. The services are for symptoms requiring emergency care or
: are immediately reguired for an unforeseen illness,
injury, or a condition; and

b. It 1is not reasonable to obtain such services through a
network provider.

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

A medicare select issuer must make full and fair disclosure in
writing of the provisions, restrictions, and limitations of
the medicare select policy or certificate to each applicant.
This disclosure must include at least the following:

a. An outline of coverage sufficient to permit the applicant
to compare the coverage and premiums of the medicare
select policy or certificate with:

(1) Other medicare supplement policies or certificates
offered by the issuer; and
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10.

11.

(2) Other medicare select policies or certificates.

b. A description (including address, telephone number, and
hours of operation) of the network providers, including
primary care physicians, specialty physicians, hospitals,
and other providers.

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

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

e. A description of Tlimitations on referrals to restricted
network providers and to other providers.

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

g. A description of the medicare select issuer's quality
assurance program and grievance procedure.

Prior to the sale of a medicare select policy or certificate,
a medicare select issuer must obtain from the applicant a
signed and dated form stating that the applicant has received
the information provided pursuant to subsection 9 and that the
applicant understands the restrictions of the medicare select
policy or certificate.

A medicare select 1Jssuer must have and use procedures for
hearing complaints and resolving written grievances from the
subscribers. Such  procedures must be aimed at mutual
agreement for settlement and may include arbitration
procedures.

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

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

c. Grievances must be considered in a timely manner and shall
be transmitted to appropriate decisionmakers who have
authority to fully investigate the dissue and take
corrective action.

d. If a grievance 1is found to be valid, corrective action
must be taken promptly.
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12.

13.

14.

e. ATl concerned parties must be notified about the results
of a grievance.

f. The issuer must report no later than each March
thirty-first to the commissioner regarding its grievance
procedure. The report must be in a format prescribed by
the commissioner and must contain the number of grievances
filed in the past year and a summary of the subject,
nature, and resolution of such grievances.

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

a. At the request of an individual insured under a medicare
select policy or certificate, a medicare select issuer
must make available to the individual insured the
opportunity to purchase a medicare supplement policy or
certificate offered by the issuer which has comparable or
lesser benefits and which does not contain a restricted
network provision. The issuer must make such policies or
certificates available without requiring evidence of
insurability after the medicare supplement policy or
certificate has been in force for six months.

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

Medicare select policies and certificates must provide for
continuation of coverage in the event the secretary of health
and human services determines that medicare select policies
and certificates issued pursuant to this section should be
discontinued due to either the failure of the medicare select
program to be reauthorized under law or its substantial
amendment.

a. Each medicare select dJssuer must make available to each
individual insured under a medicare select policy or
certificate the opportunity to purchase any medicare
supplement policy or certificate offered by the issuer
which has comparable or lesser benefits and which does not
contain a restricted network provision. The issuer must
make such policies and certificates available without
requiring evidence of insurability.
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15.

History:

b. For the purposes of this subsection, a medicare supplement
policy or certificate will be considered to have
comparable or Tlesser benefits unless it contains one or
more significant benefits not included 1in the medicare
select policy or certificate being replaced. For the
purposes of this paragraph, a significant benefit means
coverage for the medicare part A deductible, coverage for
prescription drugs, —coverage for at-home recovery
services, or coverage for part B excess charges.

A medicare select issuer must comply with reasonable requests
for data made by state or federal agencies, including the
United States department of health and human services, for the
purpose of evaluating the medicare select program.

Effective January 1, 1992.

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

45-06-01.1-09. Open enroliment.

1.

History:

No 1issuer may deny or condition the issuance or effectiveness
of any medicare supplement policy or certificate available for
sale 1in this state, nor discriminate in the pricing of such a
policy or certificate because of the health status, claims
experience, receipt of health care, or medical condition of an
applicant where an application for such policy or certificate

"is submitted during the six-month period beginning with the

first month in which an individual (who is sixty-five years of
age or older) first enrolled for benefits under medicare
part B. Each medicare supplement policy and certificate
currently available from an insurer must be made available to
all applicants who qualify under this subsection without
regard to age.

Subsection 1 may not be construed as preventing the exclusion
of benefits under a policy, during the first six months, based
on a preexisting condition for which the policyholder or
certificate holder received treatment or was otherwise
diagnosed during the six months before it became effective.

Effective January 1, 1992.

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

45-06-01.1-10. Standards for claims payment.

1.

An issuer must comply with section 1882(c)(3) of the Social
Security Act [as enacted by section 4081(b)(2)(C) of the
Omnibus Budget Reconciliation Act of 1987 (Pub. L. 100-203;
101 Stat. 1330; 42 U.S.C. 1395ss(c)(3))] by:
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History:

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

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

c. Paying the participating physician or supplier directly;

d. Furnishing, at the time of enrollment, each enrollee with
a card listing the policy name, number, and a central
mailing address to which notices from a medicare carrier
may be sent; :

e. Paying user fees for claim notices that are transmitted
electronically or otherwise; and

f. Providing to the secretary of health and human services,
at least annually, a central mailing address to which all
claims may be sent by medicare carriers.

Compliance with the requirements set forth in subsection 1
must be certified on the medicare supplement insurance
experience reporting form.

Effective January 1, 1992.

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

45-06-01.1-11. Loss ratio standards and refund or credit of

premium.

1.

Loss ratio standards:

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

(1) At Teast seventy-five percent of the aggregate amount
of premiums earned in the case of group policies; or

(2) At least sixty-five percent of the aggregate amount

of premiums earned in the case of individual
policies,
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calculated on the basis of incurred claims experience or
incurred health care expenses where coverage 1is provided
by a health maintenance organization on a service rather
than reimbursement basis and earned premiums for such
period and in accordance with accepted actuarial
principles and practices.

A1l filings of rates and rating schedules must demonstrate
that expected claims in relation to premiums comply with
the requirements of this section when combined with actual
experience to date. Filings of rate revisions must also
demonstrate that the anticipated 1loss ratio over the
entire future period for which the revised rates are
computed to provide coverage can be expected to meet the
appropriate loss ratio standards.

For purposes of applying subdivision a of subsection 1 of
this section and subdivision ¢ of subsection 3 of section
45-06-01.1-12 only, policies dissued as a result of
solicitations of individuals through the mails or by mass
media advertising (including both print and broadcast
advertising) are deemed to be group policies.

2. Refund or credit calculation:

a.

An issuer must collect and file with the commissioner by
May thirty-first of each year the data contained in the
reporting form contained in appendix A for each type in a
standard medicare supplement benefit plan.

If on the basis of the experience as reported the
benchmark ratio since inception (ratio 1) exceeds the
adjusted experience ratio since inception (ratio 3), then
a refund or credit calculation is required. The refund
calculation must be done on a statewide basis for each
type in a standard medicare supplement benefit plan. For
purposes of the refund or credit calculation, experience
on policies issued within the reporting year must be
excluded.

A refund or credit may be made only when the benchmark
loss ratio exceeds the adjusted experience loss ratio and
the amount to be refunded or credited exceeds a de minimis
level. Such refund must include interest from the end of
the calendar year to the date of the refund or credit at a
rate specified by the secretary of health and human
services, but in no event may it be less than the average
rate of interest for thirteen-week treasury notes. A
refund or credit against premiums due must be made by
September thirtieth following the experience year upon
which the refund or credit is based.
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Annual filing of premium rates. An issuer of medicare
supplement policies and certificates issued before or after
the effective date of this chapter must file annually its
rates, rating schedule, and supporting documentation including
ratios of incurred Tlosses to earned premiums by policy
duration for approval by the commissioner in accordance with
the filing requirements and procedures prescribed by the
commissioner. The  supporting documentation must also
demonstrate in accordance with actuarial standards of practice
using reasonable assumptions that the appropriate 1loss ratio
standards can be expected to be met over the entire period for
which rates are computed. Such demonstration must exclude
active life reserves. An expected third-year loss ratio which
is greater than or equal to the applicable percentage must be
demonstrated for policies or certificates in force less than
three years.

As soon as practicable, but prior to the effective date of
enhancements in medicare benefits, every issuer of medicare
supplement policies or certificates in this state must file
with the commissioner, 1in accordance with the applicable
filing procedures of this state:

a. (1) Appropriate premium adjustments necessary to produce
loss ratios as anticipated for the current premium
for the applicable policies or certificates. Such
supporting documents as necessary to Jjustify the
adjustment must accompany the filing.

(2) An issuer must make such premium adjustments as are
necessary to produce an expected loss ratio under
such policy or certificate as will conform with
minimum loss ratio standards for medicare supplement
policies and which are expected to result in a loss
ratio at least as great as that originally
anticipated in the rates wused to produce current
premiums by the issuer for such medicare supplement
policies or certificates. No premium adjustment
which would modify the loss ratio experience under
the polijcy other than the adjustments described
herein may be made with respect to a policy at any
time other than upon its renewal date or anniversary
date.

(3) If an idissuer fails to make premium adjustments
acceptable to the commissioner, the commissioner may
order premium adjustments, refunds, or premium
credits deemed necessary to achieve the 1loss ratio
required by this section.

b. Any appropriate riders, endorsements, or policy forms

needed to accomplish the medicare supplement policy or
certificate modifications necessary to eliminate benefit
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History:

duplications with medicare. Such riders, endorsements, or
policy forms must provide a clear description of the
medicare supplement benefits provided by the policy or
certificate.

Public hearings. The commissioner may conduct a public
hearing to gather information concerning a request by an
jssuer for an increase in a vrate for a policy form or
certificate form issued before or after the effective date of
this chapter 1if the experience of the form for the previous
reporting period is not in compliance with the applicable loss
ratio standard. The determination of compliance 1is made
without consideration of any refund or credit for such
reporting period. Public notice of such hearing may be
furnished in a manner deemed appropriate by the commissioner.

Effective January 1, 1992.

General Authority: NDCC 26.1-36.1-02(1)(2), 26.1-36.1-03
Law Implemented: NDCC 26.1-36.1-04

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.

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.

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:

(1) The inclusion of new or innovative benefits.

(2) The addition of either direct response or agent
marketing methods.
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(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 unless the
issuer complies with the following requirements.

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

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

a. 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.

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

Effective January 1, 1992.

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

45-06-01.1-13. Permitted compensation arrangements.

1.

History:

An issuer or other entity must provide level commissions or
other compensation to an agent or other representative for the
sale of a medicare supplement policy or certificate for the
year of issuance and no fewer than five renewal years.

No dissuer or other entity may provide compensation to its
agents or other producers and no agent or producer may receive
compensation greater than the renewal compensation payable by
the replacing issuer on renewal policies or certificates if an
existing policy or certificate is replaced.

For  purposes of this section, "compensation" includes
pecuniary or nonpecuniary remuneration of any kind relating to
the sale or vrenewal of the policy or certificate including,
but not limited to, bonuses, gifts, prizes, awards, and
finders fees.

This section does not apply to an issuer or other entity which
provides annual commission or other compensation to an agent
or other representative for the sale of a medicare supplement
insurance policy or certificate of twenty-five dollars or
less.

Effective January 1, 1992.

General Authority: NDCC 26.1-36.1-02(1)(2)
Law Implemented: NDCC 26.1-36.1-03
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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 Tlanguage 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 1in 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
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 vrequired by law. Where a separate
additional premium 1is 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 limitations must appear as a separate paragraph of
the policy and be labeled 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.
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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 1in the case of direct response
issuers, delivery of the buyer's guide must be made to the
applicant at the time of application and acknowledgement
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.

2. 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
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 wunder 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.

3. Outline of coverage requirements for medicare supplement
policies.

a.

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

If an outline of coverage 1is provided at the time of
application and the medicare supplement policy or
certificate 1is 1issued 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, in 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 outline 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 less than
twelve-point type. A1l 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
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 ditems must be included in the outline of
coverage in the order prescribed below:
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[COMPANY NAME]

Oulline of Medicare Supplement Coverage—Cover Page:
Benelil Plan(s) _____[insert letter(s) ol plan(s) being olfered)

Maedicare supplement insurance can be sold in only ten standard plans. This chart shows the benelils included in each plan.
Every company musl make avallable Plan “A." Some plans may not be available in your slate.

BASIC BENEFITS: Included in All Plans.
Hospitalization: Part A coinsurance plus coverage lor 365 additional days after Medicare benelils end.
Medical Expenses: Parnt B coinsuwance (20% of Medicare-approved expenses).
Blood: First three pints ol blood each year.

Caie

A B e D E F G H 1
Basic Basic Basic Basic Baslc Basic Baske Basic Baslc
Bonsiiis  [Sonoiis  (0cacits (Bemeite  (Sencits  [Bomslite [Semelis (Bemsiis  |Beasite

Skilled Nursing | Bkitied Nursing | Skilled Nursing | Bkilled Nursing | Skiked Nursing | Skilled Nursing | Skied Nursing
Coinsuwance |Coinsurance |Co-insurance |Codnsumance |Codmewance |Coinsuwance |Co-inswance
Part A Part A Part A Part A Part A Pert A Part A Pant A
Deduciible Deduciible Deductible Deduciible Deduciible Deduciible Deduciible Deduciible
Part B Part @
Deduciible Deduc Uble
Pant @ Part B Pent B
Excess (100%) | Excess (100%) Excess (100%)
Foreign Foreign Foreign Foseign Forelgn Forelgn
Travel Yravel Travel Travel Travel Travel Travel
] |tmergeacy |Ememgency [Emergemoy |Emesgency |Smespency  |Emesgency _ |Emergency
Al-Home Al-Home Al-Home
Recovery Recovery Recovery
N Basic Drugs Basic Diugs
(61,250 Limk) | ($1,260 Limd)
Pisveniive y ‘

J
Basikc
!omltla

Skilled Nursing
Colnsunance

Part A
Deductible

Part B
Deaductible

Pan B
Excens (100%)

Forelgn
Travel
Emeigency
At-Home
Recovery

Basic Diugs
($1,250 Limk)

Pieveniive
Ceore




PREMIUM INFORMATION

We [insert issuer's name] can only raise your premium if we raise the
premium for all policies like yours in this state. [If the premium is
based on the increasing age of the insured, include 1information
specifying when premiums will change.]

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

This is 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 wus
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 medicare.

[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 approved by the commissioner.]
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PLAN A
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 received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION®*

Semiprivate room and board,
general nursing and miscellaneous
services and supplies

First 60 days ALl but 3628 $0 $628 (Part A Deductible)
61st thru 90th day All but $157 a day $ 157 a day $0
91st day and after:
~While using 60 tifetime reserve days All but $314 a day $ 314 a day $0
~Once {ifetime reserve days are used:

-Additional 365 days $o 100% of Medicare $0

Eligible Expenses
-Beyond the Additional 365 days $0 $0 All Costs

SKILLED NURSING FACILITY CARE*

You must meet Medicare's requirements,including
having been in a hospital for at least 3 days and
entered a Medicare-approved facliliity within 30
days after leaving the hospital

First 20 days All approved amounts $0 $0
21st thru 100th day ALl but $78.50 a day $0 Up to $78.50 a day
101st day and after $0 $0 All costs

BLOOD

First 3 pints $0 3 pints $0

Additional amounts 100% $0 $0

HOSPICE CARE

Available as tong as your doctor certifies you All but very limited $0 Balance

are terminally ill and you elect to receive these coinsurance for out-

services patient drugs and

inpatient respite care
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PLAN A
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

HEDICAL EXPEMSES- 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 medical equipment,

First $100 of Medicare Approved Amounts* $0 $0 $100 (Part B Deductible)
Remainder of Medicare Approved Amounts 80% 20% §0
Part B Excess Charges(Above Medicare $0 $0 All Costs
Approved Amounts)
BLOOD
First 3 pints §0 ALl Costs $0
Next $100 of Medicare Approved Amounts* $o0 $0 $100 (Part B Deductible)
Remainder of Medicare Approved Amounts 80% 20% $o0
CLINICAL LABORAYORY SERVICES-BLOOD TESTS 100% $0 $0
FOR DIAGNOSTIC SERVICES
PARTS A & B
HORE HEALTH CARE
MEDICARE APPROVED SERVICES
-Medically necessary skilled care
services and medical supplies 100% $0 $0
~Purable medical equipameat
First $100 of Medicare Approved Amounts* $0 $0 $100 (Part B Deductible)

Remainder of Medicare Approved Amounts 80% 20% $0
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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

PLAN B

have not received skilied care in any other facility for 60 days in a row.

SERVICES

HOSPITALLZATION*
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 MURSIRG FACILITY CARE*

You must meet Medicare's requirements, including
having been in a hospitat for at least 3 days and
entered a Medicare-approved facility within 30

days after leaving the hospital
First 20 days
21st thru 100th day
10ist day and after

B8LOOD
First 3 pints
Additional amounts

HOSPICE CARE

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

services

MEDICARE PAYS

All but $628
All but $157 a day

All but $314 a day
$0
$o

All approved amounts
All but $78.50 a day
$o

$0
100%

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

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

PLAN PAYS

$628 (Part A Deductible)
$ 157 a day

$ 314 a day
100% of Medicare

Eligible Expenses
$0

out of the hospital and

YOU PAY

o

$0
$0
$
$

0

All Costs

$0
Up to $78.50 a day
All costs

o
(==

Balance
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PLAN B
MEDICARE (PART 8) - 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, diagnostic tests,
durable medical equipment,

First $100 of Medicare Approved Amounts* $0 $0 $100 (Part B Deductibte)
Remainder of Medicare Approved Amounts 80% 20% $0
Part B Excess Charges(Above Medicare $0 $0 All Costs
Approved Amounts)
BLOOD
First 3 pints $0 All Costs $0
Next $100 of Medicare Approved Amounts™ $o0 $0 $100 (Part B Deductible)
Remainder of Medicare Approved Amounts _ 80% 20% $0
CLINICAL LABORATORY SERVICES-BLOOD TESTS 100% $0 $0
FOR DIAGNOSTIC SERVICES
PARTS A & B
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
-Medically necessary skilled care .
services and medical supplies 100% $0 $o
-Durablie medical equipment
First $100 of Medicare Approved Amounts* $0 $0 $100 (Part B Deductible)

Remainder of Medicare Approved Amounts 80% 20% $0



PLAN C
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 received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION®

Semiprivate room and board,
general nursing and miscellaneous
services and supplies

G08

First 60 days All but $628 $628 (Part A Deductible) $0
61st thru 90th day All but $157 a day $ 157 a day $0
91st day and after
-While using 60 lifetime reserve days All but $314 a day $ 314 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 Atl Costs
SKILLED NURSING FACILITY CARE*
You must 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 $o0 $0
21st thru 100th day All but $78.50 a day Up to $78.50 a day $0
101st day and after $0 $0 ALl costs
BLOGD
First 3 pints $o 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available as long as your doctor certifies you All but very limited $0 Balance
are terminally ill and you elect to receive these coinsurance for out
services patient drugs and

inpatient respite care
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PLAN C
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been bilied $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductibie 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, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic tests,
durable medical equipment,

First $100 of Medicare Approved Amounts* $0 $100 (Part B Deductible) $0
Remainder of Medicare Approved Amounts 80 20% $0
Part B Excess Charges{Above Medicare $0 $0 ALl Costs
Approved Amounts)
BLOOD
First 3 pints $0 All Costs $0
Hext $100 of Medicare Approved Amounts* $o0 $100 (Part B Deductible) $0
Remainder of Medicare Approved Amounts 80% 20% $o
CLINICAL LABORATORY SERVICES-8LO0OD TESTS 100% $0 $o0
FOR DIAGNOSTIC SERVICES
PARTS A & 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 Deductible) $0
Remainder of Medicare Approved Amounts 80% 20% $0
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PLAN C
OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES MEDICARE PAYS PLAN PAYS

FOREIGM TRAVEL-NOT COVERED BY MEDICARE
Medically necessary emergency care services beginning
duringthe first 60 days of each trip outside the USA

First $250 each calendar year $0 $0
Remainder of Charges $0 80% to a lifetime maximum
benefit of § 50,000

YOU PAY

$250
20% and amounts over the
$50,000 lifetime maximum



PLAN D
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
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have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION®
Semiprivate room and board,
general nursing and miscellaneous
services and supplies
First 60 days All but $628 $628 (Part A Deductibie) $0
61st thru 90th day ALl but $157 a day $ 157 a day $o0
91st day and after:
~While using 60 lifetime reserve days All but $314 a day $ 314 a day $0
~Once tifetime reserve days are used:
-Additional 365 days $0 100% of Medicare $o0
Eligible Expenses
~Beyond the Additional 365 days $0 $0 Att Costs
SKILLED NURSING 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 All approved amounts $0 $0
21st thru 100th day All but $78.50 a day Up to $78.50 a day $o0
101st day and after $0 $0 All costs
BLOOD
First 3 pints $o 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available as long as your doctor certifies you All but very limited $0 Balance

are terminaltly iil and you elect to receive these

services

coinsurance for out-
patient drugs and
inpatient respite care
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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 OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT, such as
Physician's services, inpatient and outpatient
mwedical and surgical services and supplies,
physical and speech therapy, diagnostic tests,
durabie medical equipment,

First $100 of Medicare Approved Amounts*

Remainder of Medicare Approved Amounts

Part B Excess Charges(Above Medicare

Approved Amounts)

BLOOD

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 medical supplies
-Durable medical equipment
First $100 of Medicare Approved Amounts*
Remainder of Medicare Approved Amounts

MEDICARE PAYS

30
80%
$o0

jo
80%

100%

100%

$0
80%

PARTS A & B

PLAN PAYS

All Costs
$0
20%

$0

$0

$0
20%

YOU PAY

$100 (Part B Deductible)
$0
All Costs

$0
$100 (Part B Deductible)
$0

$0

$0

$100 (Part B Deductible)
$0
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PLAN D
MEDICARE (PARTS A & B) - (CONTINUED)
SERVICES ) MEDICARE PAYS PLAN PAYS

PARTS A & B (cont'd.)
HOME HEALTH CARE - (cont'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 $0 Actual Charges to $40 a visit
~ Number of visits covered (must be
received within B weeks of last Medicare Up to the number of Medicare
Approved visit) $0 Approved visits, not to
exceed 7 each week
- Calendar year maximum $0 $ 1,600

OTHER BENEFITS - NOT COVERED BY MEDICARE

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 $0 $0
Remainder of Charges $0 80% to a lifetime maximum
benefit of § 50,000

YOU PAY

Balance

$250
20% and amounts over the
$50,000 Lifetime maximum



I18

PLAN E

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

* 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 received skilled care in any other facility for 60 days in 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 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

21st thru 100th day

101st day and after

BLOGD
First 3 pints
Additional amounts

HOSPICE CARE

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

MEDICARE PAYS

All but $628
All but $157 a day

All but $314 a day
$0
$0

All approved amounts
All but $78.50 a day
$0

$o0
100%

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

PLAN PAYS

$628 (Part A Deductible)
$ 157 a day

$ 314 a day
100% of Medicare

Eligible Expenses
$0

30
Up to $78.50 a day
$

YOU PAY

50
$0

$0
$0

All Costs

$0
$0
All costs

L X3
co

Balance
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PLAN E
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, diagnostic tests,
durable medical equipment,

First $100 of Medicare Approved Amounts* 50 $0 $ 100 (Part B Deductible)
Remainder of Medicare Approved Amounts 80% 20% $0
Part B Excess Charges(Above Medicare $o $0 Att Costs
Approved Amounts)
81000
First 3 pints $o 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-B8L00D TESTS 100% $0 $0
FOR DIAGNOSTIC SERVICES
PARTS A & B
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
-Medically necessary skilled care
services and medical supplies 100% $o $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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PLAN E

OTHER BENEFITS - NOT COVERED BY MEDICARE
SERVICES MEDICARE PAYS PLAN PAYS

FOREIGMN TRAVEL-MOT 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 $0 $0
Rémainder of Charges $o 80% to a lifetime maximum
benefit of $ 50,000

PREVENTIVE MEDICAL CARE BEMEFIT-NOT COVERED BY
KEDICARE
Annual physical and preventive tests and services
such as: fecal occult blood test, digital rectal
exam, mammogram, hearing screening, dipstick
urinalysis, diabetes screening, thyroid function
test, influenza shot, tetanus and diptheria
booster and education, administered or ordered by
your doctor when not covered by Medicare

First $120 each catlendar year

Additional charges

§ 120

- o
oo
o
o

YOU PAY

$250
20% and amounts over the
$50,000 lifetime maximum

$o0
Atl Costs



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

* A henefit 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 received skitled care in any other facility for 60 days in a row.
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SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and miscellaneous
services and supplies
fFirst 60 days Afl but $628 $628 (Part A Deductible) $0
61st thru 90th day All but $157 a day $ 157 a day $0
91st day and after:
-While using 60 lifetime reserve days Atl but $314 a day $ 314 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 MURSING FACILITY CARE*
You must 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 $78.50 a day Up to $78.50 a day $0
101st day and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available as long as your doctor certifies you All but very limited $0 Balance

are terminally ill and you elect to receive these
services

coinsurance for out-
patient drugs and

inpatient respite care
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PLAN F
MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

* Once you have been biiled $100 of Medicare-Approved amounts for covered services (which are noted with an asterisk), your Part B Deductibie 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
Physician's services, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic tests,
durable medical equipment,

First $100 of Medicare Approved Amounts* $0 $100 (Part B Deductibie) $0
Remainder of Medicare Approved Amounts 80% 20% $0
Part B Excess Charges{Above Medicare $0 100% $0
Approved Amounts)
BLOOD
First 3 pints $0 Atl Costs $0
Next $100 of Medicare Approved Amounts* $0 $100 (Part B Deductible) $o
Remainder of Medicare Approved Amounts 80% 20% $0
CLIMICAL LABORATORY SERVICES-BLOOD TESTS 100% $0 $0
FOR DIAGNOSTIC SERVICES
PARTS A & B
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
-Medicaily necessary skilled care
services and medical supplies 100% $0 50
~Durable medical equipment
First $100 of Medicare Approved Amounts* $0 $100 {Part B Deductible) $0
Remainder of Medicare Approved Amounts 80% 20% $0



918

PLAN F
OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES MEDICARE PAYS PLAN PAYS

FOREIGN TRAVEL-MOT 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 $0 $0
Remainder of Charges $0 80% to a lifetime maximum
benefit of $ 50,000

YOU PAY

$250
20% and amounts over the
$50,000 lifetime maximum



PLAN G
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
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have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and miscellaneous
services and supplies
First 60 days All but $628 $628 (Part A Deductible) $0
61st thru 90th day Atl but $157 a day $ 157 a day {0
91st day and after:
~While using 60 lifetime reserve days All but $314 a day $ 314 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 Atl Costs
SKILLED RURSING FACILITY CARE*
You must 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 $78.50 a day Up to $78.50 a day $0
10ist day and after $0 $0 Atl costs
81000
First 3 pints fo0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available as long as your doctor certifies you All but very limited $0 Balance

are terminally ill and you elect to receive these
services

coinsurance for out-
patient drugs and
inpatient respite care
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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 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, diagnostic tests,
durable medical equipment,

First $100 of Medicare Approved Amounts* $0 $0 $100 (Part B Deductibie)
Remainder of Medicare Approved Amounts 80% 20% {0
Part B Excess Charges(Above Medicare $o 80% 20%
Approved Amounts)
BLOGD
First 3 pints $ 0 Att Costs $0
Next 3100 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 $0
FOR DIAGNOSTIC SERVICES
PARTS A & B
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
-Medically necessary skilled care
services and medical supptlies 1005 $0 $0
-Durable medical equipment
First $100 of Medicare Approved Amounts* $o0 $0 $100 (Part B Deductible)

Remainder of Medicare Approved Amounts 80% 20% $0
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PLAN G
MEDICARE (PARTS A & B) - (CONTINUED)
SERVICES MEDICARE PAYS PLAN PAYS

PARTS A & B (cont'd.)

HOME HEALTH CARE (cont'd)

AT~HOME RECOVERY SERYICES-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 $0 Actual Charges to $40 a visit
- Number of visits covered (must be
received within 8 weeks of last Medicare Up to the number of Medicare
Approved visit) $0 Approved visits, not to
exceed 7 each week
- Calendar year maximum $0 $ 1,600

OTHER BENEFITS

FOREIGH 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 $0 $0
Remainder of Charges $0 80% to a lifetime maximum
benefit of $ 50,000

YOU PAY

Batance

$250
20% and amounts over the
$50,000 lifetime maximum
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PLAN H

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 received skilled care in any other facility for 60 days in a row.

SERVICES

HOSPITALIZATION®
Semiprivate room and board, s
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 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

21st thru 100th day

101st day and after

BLOGD
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

All but $628
Atl but $157 a day

All but $314 a day
$0
$0

All approved amounts
All but $78.50 a day
$0

$0
100%

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

PLAN PAYS

$628 (Part A Deductible)
$ 157 a day

$ 314 a day
100% of Medicare

Eligible Expenses
$0

$0
Up to $78.50 a day
$

YOU PAY

$0
$o
$0
$o

All Costs

{0
$0

" All costs

A
oo

Batance
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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 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, diagnostic tests,
durable medical equipment,

First $100 of Medicare Approved Amounts* $0 $0 $100 (Part 8 Deductible)
Remainder of Medicare Approved Amounts 80% 20% $0
Part B Excess Charges(Above Medicare $0 $0 Atl Costs
Approved Amouats)
8LCCD
First 3 pints $o ALl Costs $0
Next $100 of Medicare Approved Amounts* $0 $o0 $100 (Part B Deductible)
Remainder of Medicare Approved Amounts 80% 20% $0
CLINICAL LABORATORY SERVICES-BLOOD TESTS 100% $0 $0
FOR DIAGNOSTIC SERVICES
PARTS A & B
HOME HEALTH CARE
HEDICARE APPROVED SERVICES
~Medically necessary skilled care
services and medical supplies 100% $0 $0
-Burable medical equipment
First $100 of Medicare Approved Aflounts* $o0 $0 $100 (Part B Deductible)

Remainder of Medicare Approved Amounts 80% 20% $0
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SERVICES MEDICARE PAYS

FOREIGN TRAVEL-NOT COVERED BY MEDICARE

Medically necessary emergency care services heginning

during the first 60 days of each trip outside the USA
First $250 each calendar year $0
Remainder of Charges $0

BASIC OUTPATIENT PRESCRIPTION DRUGS-NOT COVERED BY
MEDICARE

First $250 each calendar year $ 0
Mext $2,500 each calendar year $0
Over $2,500 each calendar year $0

OTHER BENEFITS - NOT COVERED BY MEDICARE

PLAN PAYS

o
80% to a lifetime maximum
benefit of § 50,000

$0
50% - $1,250 calendar year
maximum benefit

$o

YOu PAY

$ 250
20% and amounts over the
$50,000 lifetime maximum

$ 250
50%

All Costs
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PLAN I
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 received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*

Semiprivate room and board,
general nursing and miscellaneous
services and supplies

First 60 days All but $628 $628 (Part A Deductible) $0
61st thru 90th day All but $157 a day $ 157 a day $0
91lst day and after:
~While using 60 lifetime reserve days All but $314 a day $ 314 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 MURSING FACILITY CARE*

You must 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 $78.50 a day Up to $78.50 a day $0
101st day and after $0 $0 All costs
B8LOGD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available as long as your doctor certifies you All but very limited $0 Balance
are terminaliy ill and you elect to receive these coinsurance for out-
services patient drugs and

inpatient respite care
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PLAN 1

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

HEDICAL EXPENSES- IN OR QUT 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, diagnostic tests,
durable medical equipment,

First $100 of Medicare Approved Amounts* $0 $0 . $100 (Part B Deductible)
Remainder of Medicare Approved Amounts 80% : 20% $0
Part B Excess Charges (Above Medicare $0 100% $0
Approved Amounts)
BLOOD
First 3 pints $0 All Costs $ 0
Next $100 of Medicare Approved Amounts* $0 $0 $100 (Part 8 Deductiblie)
Remainder of Medicare Approved Amounts 80% 20% $0
CLINICAL LABORATORY SERVICES-BLOOD TESTS 100% $0 $0
FOR DIAGNOSTIC SERVICES -
PARTS A & 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% $o0
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PLAN I
MEDICARE (PARTS A & B) - (CONTINUED)
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
PARTS A & B {cont'd.)
HOME HEALTH CARE (cont'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 Balance
a Home Care Treatment Plan
~ Benefit for each visit $0 Actual Charges to $40 a visit
- Number of visits covered (must be
received within 8 weeks of last Medicare Up to the number of Medicare
Approved visit) $o Approved visits, not to
exceed 7 each week
- Calendar year maximum $0 $ 1,600

OTHER BENEFITS

FOREIGH 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 $0 $0 $250
Remainder of Charges* $o 80% to a lifetime maximum 20% and amounts over the
benefit of § 50,000 $50,000 lifetime maximum

BASIC OUTPATIERT PRESCRIPTION DRUGS-ROT COVERED BY

WEDICARE R
First $250 each calendar year $0 $0 $ 250
Next $2,500 each calendar year $o 50% - $1,250 calendar year 50%

maximum benefit
Over $2,500 each calendar year $0 $0 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 a hospital and ends after you have been out of the hospital and
have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*

Semiprivate room and board,

general nursing and miscellaneous

services and supplies

9¢8

First 60 days All but $628 $628 (Part A Deductible) $0
61st thru 90th day All but $157 a day $157 a day $0
91st day and after:
-While using 60 lifetime reserve days All but $314 a day $314 a day $0
-Once lifetime reserve days are used:
-Additional 365 days $0 100% of Medicare $0
Eligible Expenses
-Beyond the Additional 365 days $o0 $o All Costs
SKILLED NURSING FACILITY CARE*
You must meet Medicare's requirements,including
having been in a hospital for at teast 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 $78.50 a day Up to $78.50 a day $0
101st day and after $0 $0 All costs
BLOOGD
First 3 pints $o 3 pints $0
Additional amounts 100% $0 $0
ROSPICE CARE
Available as long as your doctor certifies you Alt but very limited $0 Balance
are terminally ill and you elect to receive these coinsurance for out-
services patient drugs and

inpatient respite care
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PLAN J
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 EXPERSES- 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, diagnostic tests,
durable medical equipment,

First $100 of Medicare Approved Amounts* $ 0 $100 (Part B Deductibie) $0
Remainder of Medicare Approved Amounts 80% 20% {0
Part B Excess Charges(Above Medicare $0 100% $0
Approved Amounts)
8L00D
First 3 pints $o0 All Costs $0
Next $100 of Medicare Approved Amounts~ $0 $100 (Part B Deductible) $0
Remainder of Medicare Approved Amounts 80% 20% $0
CLINICAL LABORATORY SERVICES-BLOOD TESTS 100% $0 $0
FOR DIAGNOSTIC SERVICES
PARTS A & 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 Deductible) $0
Remainder of Medicare Approved Amounts 80% 20% $0
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PLAN J
MEDICARE (PARTS A & B) - (CONTINUED}
SERVICES MEDICARE PAYS PLAN PAYS

PARTS A & B (cont'd.)

HOME HEALTH CARE (cont'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 $0
~ Number of visits covered (must be
received within 8 weeks of last Medicare
Approved visit) $0

- Calendar year maximum $0

FOREIGN TRAVEL-KOT 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 $o0
Remainder of Charges $o0

EXTENDED OUTPATIEMT PRESCRIPTION DRUGS-NOT COVERED
BY MEDICARE

First $250 each calendar year $0
Next $6,000 each calendar year $0
Over $6,000 each calendar year $o

OTHER BENEFITS

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
maximua benefit

$0

YOU PAY

Balance

$250
20% and amounts over the
$50,000 lifetime maximum

$ 250
50%

All Costs



[0}

(%)

SERVICES

PREVEMTIVE MEDICAL CARE BEMNEFIT-NOT COVERED BY
REDICARE

Annual physical and preventive tests and services
such as: fecal occult blood test, digital rectal

. exam, mammogram, hearing screening, dipstick

urinalysis, diabetes screening, thyroid function
test, influenza shot, tetanus and diptheria
booster and education, 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
$o0 $0

YOU PAY

$0
All Costs



History:

Notice regarding policies or certificates which are not
medicare supplement policies. Any accident and sickness
insurance policy or certificate, other than a medicare
supplement 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 1if 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."

Effective January 1, 1992.

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
supplement 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 not 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.

3. The benefits and premiums wunder your Medicare
supplement policy will be suspended during your
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entitlement to benefits under Medicaid for 24 months.
You must requést 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 question 1l 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 1list 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 its agent, must furnish the applicant,
prior to issuance or delivery of the medicare supplement
policy or certificate, a notice vregarding replacement of
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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 substantially the
following form:

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 suppiement 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 involved in this transaction does not dupiicate
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)

an

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.

2. State law provides that your replacement policy or certificate
may not contain new preexisting conditions, waiting periods,
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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.

3. If you still wish to terminate your present policy and replace
it with new coverage, be certain to truthfully and completely
answer all questions on the application concerning your
medical and health history. Failure to include all material
medical dinformation 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. Paragraphs 1 and 2 of the replacement notice (applicable to
preexisting conditions) may be deleted by an issuer 1if the
replacement does not involve application of a new preexisting
condition limitation.

History: Effective January 1, 1992.
General Authority: NDCC 26.1-36.1-03
Law Impiemented: NDCC 26.1-36.1-02, 26.1-36.1-05

45-06-01.1-16. Filing requirements for advertising. An issuer
must provide a copy of any medicare supplement advertisement intended
for use in this state whether through written, radio, or television
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medium to

the commissioner of dnsurance of this state for review or

approval by the commissioner to the extent it may be required under

state Taw.

History:

Effective January 1, 1992.
General Authority: NDCC 26.1-36.1-03
Law Implemented: NDCC 26.1-36.1-07

45-06-01.1-17. Standards for marketing.

1.

An issuer, directly or through its producers, must:

a.

In

Establish marketing procedures to assure that any
comparison of policies by its agents or other producers
will be fair and accurate.

Establish marketing ©procedures to assure excessive
insurance is not sold or issued.

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

"Notice to buyer: This policy may not cover all of your
medical expenses."

Inquire and otherwise make every reasonable effort to
identify whether a prospective applicant or enrollee for
medicare supplement insurance already has accident and
sickness insurance and the types and amounts of any such
insurance.

Establish auditable procedures for verifying compliance
with this subsection.

addition to the practices prohijbited 1in North Dakota

Century Code chapter 26.1-04, the following acts and practices
are prohibited:

a.

Twisting. Knowingly making any misleading representation
or incomplete or fraudulent comparison of any insurance
policies or dinsurers 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.

834



History:

c. Cold 1lead advertising. Making use directly or indirectly
of any method of marketing which 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.

The terms "medicare supplement”, '"medigap", "medicare
wraparound", and words of similar dimport may not be used
unless the policy is issued in compliance with this chapter.

Effective January 1, 1992.

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

45-06-01.1-18. Appropriateness of recommended purchase and
excessive insurance.

1.

History:

In recommending the purchase or replacement of any medicare
supplement policy or certificate an agent shall make
reasonable efforts to determine the appropriateness of a
recommended purchase or replacement.

Any sale of medicare supplement coverage that will provide an
individual more than one medicare supplement policy or
certificate is prohibited.

Effective January 1, 1992.

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

45-06-01.1-19. Reporting of multiple policies.

1.

History:

On. or before March first of each year, an issuer must report
the following information for every individual resident of
this state for which the issuer has in force more than one
medicare supplement policy or certificate:

a. Policy and certificate number.

b. Date of issuance.

The items set forth above must be grouped by individual
policyholder.

Effective January 1, 1992.

General Authority: NDCC 26.1-36.1-02(1)(2), 26.1-36.1-03
Law Implemented: NDCC 26.1-36.1-02
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45-06-01.1-20. Prohibition against preexisting conditions,
waiting periods, elimination periods, and probationary periods in
repiacement policies or certificates.

1. If a medicare supplement policy or certificate replaces
another medicare supplement policy or certificate, the
replacing issuer must waive any time periods applicable to
preexisting conditions, waiting periods, elimination periods,
and probationary periods in the new medicare supplement policy
or certificate to the extent such time was spent under the
original policy.

2. If a medicare supplement policy or certificate replaces
another medicare supplement policy or certificate which has
been in effect for at least six months, the replacing policy
may not provide any time period applicable to preexisting
conditions, waiting periods, elimination periods, and
probationary periods.

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

45-06-01.1-21. Separability. If any provision of this chapter or
the application thereof to any person or circumstance is for any reason
held to be invalid, the remainder of the chapter and the application of
such provision to other persons or circumstances may not be affected
thereby.

History: Effective January 1, 1992.

- General Authority: NDCC 26.1-36.1-03
Law Implemented: NDCC 26.1-36.1

836



Appendix A
MEDICARE SUPPLEMENT REFUND CALCULATION FORM

FOR CALENDAR YEAR
TYPE ) . SMSBP (w)
For the State of
Company Name
NAIC Group Code NAIC Company Code
Address :
Person Completing This Exhibit
Title Telephone Number,

{a)

Eamed
Premium (x)
line

1 Current Year's Experience

a. Total (all policy years)

b. Current year's issues (z)

¢. Net (for reporting purposes = 1a - 1b) ) B
2 Past Years' Exparience

(All Policy Years) e
3 Total Experience  (Net Current Year + Past Years' Experience) m———

4 Refunds last year (Excluding interest)
5 Previous Since Inception (Excluding Interest)
6 Refunds Since inception (Excluding interest)

7 Benchmark Ratio Since Inception
(SEE WORKSHEET FOR RATIO 1)

8 Experienced Ratio Since Inception

Total Actual Incurred Claims (line 3, col b} = Ratio 2

Tot. Eamed Prem.(line 3, col a) - Refunds Since Inception(line 6)
9 Life Years Exposed Since inception
if the Experienced Ratio is less than the Benchmark Ratio. and there
are more than 500 life years exposure, then proceed to calculation

of refund.

10 Tolerance Permitted (obtained from credibiiity table)
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(b)
Incurred
Claims(y)
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MEDICARE SUPPLEMENT REFUND CALCULATION FORM
FOR CALENDAR YEAR
TYPE SMSBP (w)

For the State of

Company Name

NAIC Group Code NAIC Company Code

Address

Person Completing This Exhibit

Title Teiephone Number

—
—

Adjustment to Incurred Claims for Credibility
Ratio 3 = Ratio 2 + Tolerance

if Ratio 3 is more than benchmark ratio (ratio 1), a refund or
credit to premium is not required.

if Ratio 3 is léss than the benchmark ratio. then proceed.
12 Adjusted Incurred Claims =

[Tot. Earned Premiums(line 3, col a)-Refunds Since Inception(line 6)]
X Ratio 3(line 11)

13 Refund = Total Earned Premiums (line 3, col a) -
Refunds Since Incaption (line 6) -

Adijusted Incurred Claims (line 12)

Benchmark Ratio (Ratio 1)

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

credit against premiums to be used must be attached to this form.

Medicare Supplement Credibility Table

Life Years Exposed

Since Inception Tolerance
10.000 + 0.0%
5.000 - 9,999 5.0%
2.500 - 4.999 7.5%
1.000 - 2.499 10.0%
500 - 999 15.0%

if less than 500. no creaqipifity.
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MEDICARE SUPPLEMENT REFUND CALCULATION FORM

FOR CALENDAR YEAR
TYPE SMSBP (w)
For the State of
Company Name
NAIC Group Code NAIC Company Code
Address _
Person Compteting This Exhibit

Title Telephone Number

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

(x) Includes modal loadings and fees charged.

(y) Excluges Active Life Reserves.

(2) This is to be used as "Issue Year Earned Premium” for Year 1
of next year's "Workshest for Calculation of Benchmark Ratios”

| certify that the above information and calculatioris are true and accurate
to the best of my knowledge and beiief.

" Signature

Name - Please Type

Title

Date
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(a)

Year

Total:

REPORTING FORM FOR THE CALCULATION OF
BENCHMARK RATIO SINCE INCEPTION
FOR GROUP POLICIES

FORCALENDARYEAR ___

TYPE SMSBP (p)

FOR THE STATE OF

Company Name

NAIC Group Code NAIC Company Code

Address

Person Completing This Exhibit

Title Telephone Number

{b) (c) {d) () U] (9) {h) 0} ] (0)
Earned Cumulative Cumulative Policy Year
Premium Factor {b) x {c) Loss Ratio (d) x {e) Factor (b) x (@) Loss Ratio th) x (i) Loss Ratio
2770 0.5 0.000 0.000 0.46
4175 0.567 0.000 0.000 063
4175 0.567 1.194 0.759 0.75
4175 0.567 2245 0.771 0.77
4175 0.567 3.170 0.782 08
4175 0.567 3.998 0.792 082
4175 0.567 4.754 0.802 0.84
4175 0.567 5445 081t 087
4175 0.567 6.075 0818 088
4175 0.567 6.650 0.824 0.88
. 4.175 0.567 7176 0.828 088

4175 0.567 7.655 0.831 088
4175 0.567 8.093 0.834 089
4175 0.567 8.493 0.837 089
4175 0.567 8.684 0.838 0.89

(k):

{1):

Benchmark Ralio Since Inception: (1 +n)/(k + m):

{(a):

(0):

Year 1 is the current calendar year - 1

Year 2 is the current calendar year - 2
{elc.)

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

{m):

{n):

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

that year.

These loss ralios are nol explicitly used in computing the benchmark
loss ratios. They are the loss ratios, on a policy year basis,

which result in the cumulalive loss ratios displayed on this worksheet.
They are shown here for informational purposes only.

(p): "SMSBP" = Standardized Medicare
Supplement Benelfil Plan
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(a)

Year

DN WND =~

Total:

(b) (c)

Earned

Premium Factor
2.770
4.175
4175
4.175
4.175
4.175
4175
4.175
4.175
4.175
4175
4175
4.175
4.175
4175

{k):

Benchmark Ratio Since Inception:

{a): Year 1 is the current calendar year - 1
Year 2 is the current calendar year - 2

(o).

(etc)

REPORTING FORM FOR THE CALCULATION OF
BENCHMARK RATIO SINCE INCEPTION
FOR INDIVIDUAL POLICIES

FOR CALENDAR YEAR

TYPE SMSBP (p)

FOR THE STATE OF

Company Name

NAIC Group Code NAIC Company Code S

Address

Person Completing This Exhibit

Ttle _ _~ Telephone Number

(d) (e) U] (1)) h 0] ] (0)
Cumulative . Cumulative Policy Year
(b) x (c) Loss Ratio (d) x (e) Factor {b) x {g) Loss Ratio th) x (i) Loss Ratio

0.442 0.000 0.000 ’ 0.4
0.493 0.000 0.000 0.55
0.493 1.194 0.659 0.65
0.493 2.245 0.669 0.67
0.493 3.170 0.678 0.69
0.493 3.998 0.686 0.71
0.493 4.754 0.695 0.73
0.493 5.445 0.702 0.75
0.493 6.075 0.708 0.76
0.493 6.650 0.713 0.76
0.493 7.176 0.717 0.76
0.493 7.655 0.720 0.77
0.493 8.093 0.723 0.77
0.493 8.493 0.725 0.77
0.493 8.684 0.725 0.77

): . {m):
(t+n)/(k+m):

that year.

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

These loss ratios are not explicitly used in computing the benchmark
loss ratios. They are the loss ratios, on a policy year basis,

which result in the cumulative loss ratios displayed on this worksheel.
They are shown here for informational purposes only.

{n):

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

{p): "SMSBP" = Standardized Meadicare
Supplement Benefit Plan



APPENDIX B

FORM FOR REPORTING
MEDICARE SUPPLEMENT POLICIES

Company Name:

Address:

Phone Number:

Due: March 1, annually

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

Policy and Date of
Certificate # Issuance
Signature
Name and Title (please type)
Date
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JANUARY 1992

ARTICLE 48-08
LICENSED MONITORED FEEDLOTS

[Repealed effective January 1, 1992}
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December 1991

54-02-01-05. Examination vresults. Examination results will be
reported by mail to individual candidates and recorded on the
candidate's permanent record in the board office. The examination
results for the successful candidate who has completed the nursing
education program will include the number of the permanent license that
shall be issued to the candidate and a notice that these results
constitute permission to continue in the practice of nursing until the
permanent license has been issued. Candidates who have not completed
the nursing education program will receive the examination results but
will not be auwthorired to practice issued a permanent Tlicense number
until all requirements for license by examination have been met and the

History: Amended <effective November 1, 1979; October 1, 1989;
December 1, 1991.

General Authority: NDCC 43-12.1-08(18)

Law Implemented: NDCC 43-12.1-10

54-02-01-13. Authorization to practice nursing. Authorization to
practice nursing between the dates of graduation program completion and
notification of results of the licensing examination will be issued to
individuals accepted as candidates for the first licensing examination
after program compretion for which the candidate is eligible.

History: Effective October 1, 1989; amended effective December 1, 1991.
General Authority: NDCC 43-12.1-08(18)
Law Implemented: NDCC 43-12.1-10

54-02-08-03. Renewal.
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1. A temporary practical nurse Tlicense may be renewed for two
four consecutive calendar years if the 1licensee meets the
following requirements:

a. Submit a completed renewal application.
b. Pay the calendar year renewal fee of twenty-five dollars.

c. Provide the board with proof of enroliment and coursework
in a board-approved nursing education program.

2. A temporary registered nurse license may be renewed for four
consecutive calendar years if the licensee meets the following
requirements:

a. Submit a completed renewal application.
b. Pay the calendar year renewal fee of thirty dollars.

c. Provide the board with proof of enroliment and coursework
in a board-approved nursing education program.

3. Nonrenewal of a temporary Jlicense because of failure ¢o
faiture of the applicant to apply for renewal shall be
communicated to all health care agencies in North Dakota.

4. A petition for extension of renewal of a temporary license
after the four consecutive years of renewal may be considered
by the board. The licensee is responsible for submitting
sufficient information to the board regarding progression in
the educational program for determination if an extension of
renewal eligibility is to be allowed.

History: Effective October 1, 1989; amended effective November 1, 1990;
December 1, 1991.

General Authority: NDCC 43-12.1-08(18)

Law Implemented: NDCC 43-12.1-08(19)

54-03.1-01-01. Nursing programs approved prior to January 1,
1987. HNursing programs approved by the board prior to Januwary + 1987
who plan to seek board approval under articie 54651+ shatd:s

for those students attending ciasses on or before Jamuary +
1985+

2+ Submit & written report of plans for program modificatdions
Janmuary 5 1987+ and
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Repealed effective December 1, 1991.

History: Effective March + 1986+
General Authority: NBE€ 43121968
Law Implemented: NBEE 4312 1+08t63 78>

54-03.1-01-02. Waiver of hearing. Regquirements for a hearing as
that has compltied with section 5463—+6+6+  Repealed effective
December 1, 1991.

History: Effective March +5 1986—
General Authority: NBEE 43—12-—1+68
Law Implemented: NBE€ 43—21+68¢63>

54-03.1-01-03. Termination of programs approved under article
54-03. Schoots that have a nursing education program approved by the
shatl meet the requirements of chapter 5463—65- Repealed effective
December 1, 1991.

History: Effective March +5 1986~
General Authority: NBEE 4312168
Law Implemented: NBEE 43—2-1+68¢8>

54-03.1-01-04. Candidate eligibility for licensing examination.
6raduates of nursing programs approved under articie 5463 shai: be
enroiiment anmd class attendance in the nursing program was on or before
January + 1987 Repealed effective December 1, 1991.

History: Effective March 5 1986~
General Authority: NBEE 43—12-168
Law Implemented: NBe€ 43—2—1+36

54-03.1-11-01. Continuing compliance. The nursing education
programs must submit a biennial report and shall be surveyed by the
board at least every two years. Fhe board at its discretion may survey
a nmursing program more often— If a program is accredited by a national
nursing accrediting body, the board may acknowledge that the program
meets board rules if the program submits a copy of the self-study report
and evidence of accreditation. The two year requirement will then be
waived and the program will be required to submit a board report and
have an onsite visit by board representatives midway through the
national accrediting period. The board may survey a program at any time
at its discretion.
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History: Effective January 1, 1987; amended effective December 1, 1991.
General Authority: NDCC 43-12.1-08
Law Implemented: NDCC 43-12.1-08(6)

54-03.1-11-02. Certificate of approval. A certificate of
approval shall be issued by the board for 2 maximum of +two years toO
nursing education programs which meet board rules.

History: Effective January 1, 1987; amended effective December 1, 1991.
General Authority: NDCC 43-12.1-08
Law Implemented: NDCC 43-12.1-08(6)
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NOVEMBER 1991

60-03-01-05. Certification - Commercial applicators, dealers,
private applicators.

1.

Categories of certification.

a.

Agricultural pest control (plant and animal). This
category includes commercial applicators using restricted
use pesticides in production of agricultural crops
including cereal grain, feed grains, soybeans, forages,
large and small seeded legumes, small fruits, tree fruits,
nuts, and vegetables, as well as application to grasslands
and noncrop lands. This also includes the wuse of
restricted use pesticides on animals, beef cattle, dairy
cattle, swine, sheep, horses, goats, poultry, and other
livestock, and also to places on or in which animals are
confined.

Seed treatment. This category includes commercial
applicators using restricted |use pesticides on
agricultural crop seeds, other seeds, and vegetative seed
stocks.

Fumigation. This category includes applicators using
restricted use fumigants for controlling pests in stored
and  transported agricultural crops, grain milling
equipment, and storage facilities. (Effective April 1,
1991, private applicators.)

Ornamental and turf pest control. This category includes
commercial applicators using restricted use pesticides to
control pests 1in the production and maintenance of
ornamental trees, shrubs, flowers, and turf.
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Greenhouse. This category includes commercial applicators
using restricted use pesticides to control pests in a
greenhouse.

Right of way. This category includes commercial
applicators using restricted use pesticides to control
pests in the maintenance of public roads, electric
powerlines, pipelines, railways, right of ways, parking
lots, or other similar areas.

Public health pest control. This category includes state,
federal, or other government employees, or applicators
working wunder government contract, using restricted use
pesticides in public health programs for the management
and control of pests having medical and public health
impacts.

Research and demonstration pest control. This category is
for those individuals who demonstrate or apply restricted
use pesticides for education and research or education or
research. These would include county agents, extension
specialists, state, federal, and commercial employees,
plus other persons conducting research or demonstrating
the proper application of restricted use pesticides.

Home, industrial, and institutional pest control. This
category includes commercial applicators using restricted
use pesticides in, on, or around food handling
establishments, human dwellings, ©public or private
institutions, warehouses, grain elevators, and any other
structures or adjacent area, for the control of pests.

Wood preservatives. This category includes commercial
applicators who apply and treat with restricted use wood
preservatives to preserve and protect wood, posts, and
various lumber products from pests.

Vertebrate. This category includes commercial applicators
who use restricted use pesticides for the control of
certain pest vertebrate, such as rodents, certain
predators, and bats.

Other. This 1is reserved for any future categories that
may be vrequired by the United States environmental
protection agency or become necessary by order of the
pesticide control board.

Commercial applicators and dealers.

a.

A commercial applicator or dealer, or commercial
applicator and dealer certificate shall be issued in
accordance with North Dakota Century Code section 4-35-09
or 4-35-12 or sections 4-35-09 and 4-35-12 respectively,
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only to those persons who successfully compiete the
certification examination established by the board, and
who pay the certification fee.

The board shall establish a certification examination
which shall be administered by any North Dakota state
university extension designate in accordance with North
Dakota Century Code section 4-35-09 or 4-35-12 or sections
4-35-09 and 4-35-12. The examination shall be given by
the North Dakota state university extension designate only
to those persons who:

(1) Are eighteen years of age or older; and

(2) Complete a certificate application in such form as
the board shall require.

Commercial applicator's or dealer or commercial applicator
and dealer certificates shall expire on April first
following the third anniversary of the year of
certification or recertification. Every commercially
certified person shall be recertified by an approved
seminar or an examination at least every third year.

Any person who fails an examination may retake such
examination after three or more days.

A1l commercial applicators must be certified in the proper
category of application.

A1l dealers must be certified 1in the category of the
labels' intended target site.

. Situations where the pesticide is labeled for more than

one of the certification target sites, the dealer only
needs to be certified in one of the categories.

Private applicators.

a.

A private applicator certification shall be issued in
accordance with North Dakota Century Code section 4-35-14
only to those persons who:

(1) Are eighteen years of age or older; and

(2) Demonstrate competence in the application of
pesticides as provided in subdivisions b, ¢, d, and
e.

Persons purchasing, storing, or applying restricted use
grain fumigants must be commercially certified 4in the

fumigation categorys  {(Effective Aprit 15 199+ trained
and must pass a fumigation exam. At the option of the
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applicant  upon  successfully passing the exam, the
certificate issued will be for either private or
commercial application of restricted use fumigants. The
fee for the private and commercial certification will be
set by the North Dakota state university extension
service.

Competence to apply restricted use pesticides shall be
demonstrated by a showing of any one of the following to
the North Dakota state university extension designate in
the applicant's area:

(1) Attendance at an approved educational seminar,
signing of a certificate of attendance, and passing
an examination.

(2) Completion of a course of self-instruction and
passing an examination at the North Dakota state
university extension designate's office in the
applicant's area.

(3) Completion of a take-home self-study program and
passing an examination.

(4) Passing the dealer or commercial applicator
certification examination and submitting the passing
grade to the appropriate North Dakota state
university extension designate.

Every private applicator shall be recertified at least
once every five years. .

Competence to apply a single restricted use pesticide by a
person who cannot read shall be demonstrated by completion
of a course of oral instruction and completion of a
procedure to determine teaching-learning effectiveness to
the North Dakota state university extension designate in
the applicant's area. Such private applicator
certification for a single restricted use pesticide shall
be for no more than one year and the notation, "Restricted
to" followed by the common name of the restricted use
pesticide in bold lettering shall appear on the private
applicator certificate.

In an emergency situation, competence to apply a single
restricted use pesticide by a person shall be demonstrated
by completion of a course of oral instruction and
completion of a procedure to determine teaching-learning
effectiveness to the North Dakota state university
extension designate in the applicant's area. Such private
applicator certification for a single restricted use
pesticide shall expire sixty days from issuance and shall
be issued to a person only once. The notation,
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"Restricted to" followed by the common name of the
restricted use pesticide shall appear on the private
applicator certificate in bold lettering.

History: Amended effective February 1, 1982; October 1, 1990;
November 1, 1991.

General Authority: NDCC 4-35-06, 4-35-12

Law Implemented: NDCC 4-35-08, 4-35-09, 4-35-12, 4-35-14
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NOVEMBER 1991

STAFF COMMENT: Chapter 61-04-04 contains all new material but is not
underscored so as to improve readability.

CHAPTER 61-04-04
UNPROFESSIONAL CONDUCT

Section
61-04-04-01 Definition of Unprofessional Conduct

61-04-04-01. Definition of unprofessional conduct. The
definition of "unprofessional conduct" for purposes of subdivision i of
subsection 1 of North Dakota Century Code section 43-15-10 for
disciplinary purposes includes, but is not limited to, the following:

1. The violating or attempting to violate, directly, indirectly,
through actions of another, or assisting in or abetting the
violation of, or conspiring to violate, any provision or term
of North Dakota Century Code chapter 43-15, the Prescription
Drug Marketing Act, the Robinson-Patman Act, or of the
applicable federal and state Tlaws and rules governing
pharmacies or pharmacists.

2. Failure to establish and maintain effective controls against
diversion of prescription drugs into other than Tlegitimate
medical, scientific, or dindustrial channels as provided by
state or federal laws or rules.

3. Making or filing a report or record which a pharmacist or
pharmacy knows to be false, intentionally or negligently
failing to file a report or record required by federal or
state law, or rules, willfully impeding or obstructing such
filing, or inducing another person to do so. Such reports or
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10.

11.

12.

13.

14.

records include only those which the pharmacist or pharmacy is
required to make or file in his capacity as a licensed
pharmacist or pharmacy. '

Being unable to practice pharmacy with reasonable skill and
safety by reason of illness, use of drugs, narcotics,
chemicals, or any other type of material, or as a result of
any mental or physical condition. A pharmacist affected under
this subsection shall at reasonable intervals be afforded an
opportunity to demonstrate that the pharmacist can resume the
competent practice of pharmacy with reasonable skill and
safety to his customers.

Knowingly dispensed a prescription drug after the death of a
patient.

Using a facsimile machine to circumvent documentation,
authenticity, verification, or other standards of pharmacy
practice.

Billing or charging for quantities greater than delivered, or
for a brand when a generic is dispensed.

Submits fraudulent billing or reports to a third party payor
of prescription charges.

Refuses to provide information or answer questions when
requested to do so by the patient, which affect the patient's
use of medications prescribed and dispensed by the pharmacy.

Does not address or attempt to resolve and document a possible
prescription error or situation of potential harm to the
patient when apparent or should have been apparent to the
pharmacist.

Does not attempt to affect the possible addiction or
dependency of a patient to a drug dispensed by the pharmacist,
if there is reason to believe that patient may be so dependent
or addicted.

The assertion or inference 1in a public manner of material
claims of professional superiority in the practice of pharmacy
that cannot be substantiated.

The publication or circulation of false, misleading, or
otherwise deceptive statements concerning the practice of
pharmacy.

Refusing to compound and dispense prescriptions that may

reasonably be expected to be compounded or dispensed in
pharmacies by a pharmacist.
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15. Participation in agreements or arrangements with any person,
corporation, partnership, association, firm, or others
involving rebates, kickbacks, fee-splitting, or special
charges in exchange for professional pharmaceutical services,
including, but not limited to, the giving, selling, donating,
or otherwise furnishing or transferring, or the offer to give,
sell, donate, or otherwise furnish or transfer money, goods,
or services free or below cost to any 1licensed health care
facility or the owner, operator, or administrator of a
licensed health care facility as compensation or inducement
for placement of business with that pharmacy or pharmacist.
Monetary rebates or discounts which are returned to the actual
purchaser of drugs as a cost justified discount or to meet
competition are permitted if the rebates of discounts conform
with other existing state and federal rules and regulations.

16. Discriminating 1in any manner between patients or groups of
patients for reasons of religion, race, creed, color, sex,
age, or national origin.

17. Divulging or revealing to others the nature of professional
pharmaceutical services rendered to a patient without the
patient's express consent orally or in writing or by order or
direction of a court. This does not prevent pharmacies from
providing information copies of prescriptions to other
pharmacies or to the person to whom the prescription was
issued and does not prevent pharmacists from providing drug
therapy information to physicians for their patients.

18. Improper advertising. Prescription drug price information may
be provided to the public by a pharmacy, if all the following

conditions are met: No representation or suggestion
concerning the drug's safety, effectiveness, or indications
for use, 1is made. No reference is made to controlled

substances listed in schedule II - V of the latest revision of
the Federal Controlled Substances Act, North Dakota Uniform
Controlled Substances Act, and the rules of the board of
pharmacy.

Interpretation of this definition of unprofessional conduct is not
intended to hinder or impede the innovative practice of pharmacy, the
ability of the pharmacist to compound, alter, or prepare medications,
subsequent to a practitioner's order for the appropriate treatment of
patients. Further, it 1is not 1intended to restrict the exercise of
professional judgment of the pharmacist when practicing in the best
interest of his patient.

History: Effective November 1, 1991.

General Authority: NDCC 28-32-02, 43-15-10(1)(i)(12)(14)
Law Implemented: NDCC 28-32-02
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JANUARY 1992

62-02-03-05. Renewal of sewer and water contractor and installer
certificate and license. The holder of a sewer and water contractor's
certificate and Tlicense may renew the sewer and water installer's
certificate and license upon payment of the installer's renewal fee and
during the same year may reinstate the holder's contractor's certificate
and license upon payment of the difference between the installer and
contractor renewal fee.

History: Effective January 1, 1992.
General Authority: NDCC 43-18.2-02
Law Implemented: NDCC 43-18.2-09

62-03-01-01. Definitions. For the purpose of this article, the
following terms shall have the meaning indicated in this section. No
attempt 1is made to define ordinary words which are used in accordance
with their established dictionary meaning except where it 1is necessary
to define their meaning as used 1in this article to avoid
misunderstanding.

1. "A.B.S." means acrylonitrile-butadiene~styrene.

2. "Accessible" means having access thereto but which first may
require the removal of an access panel, door, or similar
obstruction. "Readily accessibie" means direct access without
the necessity of removing or moving any panel, door, or
similar obstruction.

3. "Acid waste" means corrosive waste.
4. "Administrative authority" means the 1individual official,

board, department, or agency established and authorized by a
state, county, city, or other political subdivision created by
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9.1.
10.
11.
12.
13.

14.

15.

16.

17.

18.

Taw to administer and enforce the provisions of the plumbing
code as adopted or amended.

YA.G.A." means American gas association.

"Air break (drainage system)" means a piping arrangement in
which a drain from a fixture, appliance, or device discharges
indirectly into a fixture, receptacle, or interceptor at a
point below the flood level rim of the receptacle so installed
as to prevent backflow or siphonage.

"Air  chamber" means a pressure surge absorbing device
operating through the compressibility of air.

"Airgap (drainage systems)" means the unobstructed vertical
distance through the free atmosphere between the outlet of
waste pipe and the flood Tlevel rim of the receptacle into
which it is discharging.

"Airgap (water distribution system)" means the unobstructed
vertical distance through the free atmosphere between the
lowest opening from any pipe or faucet supplying water to a
tank, plumbing fixture, or other device and the flood level
rim of the receptacle.

"Alkali waste" means waste having a pH factor more than seven.
"Anchors" means supports.

"AN.S.I." means the American national standards institute.
"Antiscald valve" - see "water temperature control valve".
"Approved" means accepted or acceptable under an applicable
standard stated or cited in this article, or accepted as
suitable for the proposed use under procedures and powers of
the administrative authority.

"Area drain" means a receptacle designed to collect surface or
storm water from an open area.

"A.S.M.E." means the American society of mechanical engineers.
"Aspirator" means a fitting or device supplied with water or
other fluid under positive pressure which passes through an
integral orifice or "constriction" causing a vacuum.

"Autopsy table" means a fixture or table used for the
postmortem examination of a body.

"B and S" means Brown and Sharpe.
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19.

20.

21.

22.

23.

24.

25.

26.

27.
28.

29.

30.

31.

32.

"Backflow" means the flow of water or other liquids, mixtures,
or substances into the distributing pipes of a potabie supply
of water from any source or sources other than its intended
source. Backsiphonage is one type of backflow.

"Backflow connection" means any arrangement whereby backflow
can occur.

"Backflow drainage" means a reversal of flow in the drainage
system.

"Backflow preventer" means a device or means to prevent
backflow.

"Backflow preventer, reduced pressure zone type" means an
assembly of differential valves and check valves including an
automatically opened spillage port to the atmosphere.

"Backflow, water distribution" means the flow of water or
other liquids, mixtures, or substances into the distributing
pipes of a potable supply of water from any source or sources
other than its intended source. Backsiphonage is one type of
backflow.

"Back pressure backflow" means a condition, which may occur in
the potable water distribution system, whereby a higher
pressure than the supply pressure is created which causes a
reversal of flow into the potable water piping.

"Backsiphonage" means the flowing back of used, contaminated,
or polluted water from a plumbing fixture or vessel or other
sources into a potable water supply pipe due to a negative
pressure in the pipe.

"Back vent" means individual vent.

"Backwater valve" means a device installed in a drain or pipe
to prevent backflow.

"Bathroom group" means, unless specifically cited in the body
of the code, a water closet, a lavatory, and a bathtub or
shower stall or both.

"Battery of fixtures" means any group of two or more similar
adjacent fixtures which discharge 1into a common horizontal
waste or soil branch.

"Bedpan steamer" means a fixture used for scalding bedpans or
urinals by direct application of steam.

"Bedpan washer" means a fixture designed to wash bedpans and
to flush the contents into the soil drainage system. It may
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33.

34.

35.

36.

37.
38.
39.

40.

41.

42.

43.

44

45.

46.

also provide for steaming the utensils with steam or hot
water.

"Bedpan washer hose" means a device supplied with hot and cold
water and Tocated adjacent to a water closet or clinic sink to
be used for cleansing bedpans.

"Boiler blowoff" means an outlet on a boiler to permit
emptying or discharge of sediment.

"Boiler blowoff tank" means a vessel designed to receive the
discharge from a boiler blowoff outlet and to cool the
discharge to a temperature which permits its safe discharge to
the drainage system.

"Branch" means any part of the piping system other than a
riser, main, or stack.

"Branch, fixture" means fixture branch.
"Branch, horizontal" means horizontal branch.

"Branch interval" means a distance along a soil or waste stack
corresponding in general to a story height, but in no case
less than eight feet [2.44 meters], within which the
horizontal branches from one floor or story of a building are
connected to the stack.

"Branch vent" means a vent connecting one or more individual
vents with a vent stack or stack vent.

"Building" means a structure having walls and a roof designed
and used for the housing, shelter, enclosure, or support of
persons, animals, or property.

"Building classification" means the arrangement adopted by the
administrative authority for the designation of buildings in
classes according to occupancy.

"Building drain" means that part of the lowest piping of a
drainage system which receives the discharge from soil, waste,
and other drainage pipes inside the walls of the building and
conveys it to the building sewer beginning three feet [91.44
centimeters] outside the building wall.

"Building drain - combined" means a building drain which
conveys both sewage and storm water or other drainage.

"Building drain - sanitary" means a building drain which
conveys sewage only.

"Building drain - storm" means a building drain which conveys
storm water or other drainage but no sewage.
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47.

48.

49.

50.

51.

52.

53.

54,

55.

56.

57.

58.

"Building sewer" means that part of the drainage system which
extends from the end of the building drain and conveys its
discharge to a public sewer, private sewer, individual sewage-
disposal system, or other point of disposal.

"Building sewer - combined" means a building sewer which
conveys both sewage and storm water or other drainage.

"Building sewer - sanitary" means a building sewer which
conveys sewage only.

"Building sewer - storm" means a building sewer which conveys
storm water or other drainage but no sewage.

"Building subdrain" means that portion of a drainage system
which does not drain by gravity into the building sewer.

"Building trap" means a device, fitting, or assembly of
fittings installed 1in the building drain to prevent
circulation of air between the drainage system of the building
and the building sewer.

""Cesspool" means a lined and covered excavation in the ground
which receives the discharge of domestic sewage or other
organic waste from a drainage system, so designed as to retain
the organic matter and solids, but permitting the 1liquids to
seep through the bottom and sides.

"Chemical waste" means special wastes such as, but not limited
to, corrosive wastes or industrial wastes containing
chemicals.

"Circuit vent" means a branch vent that serves two or more
traps and extends from the downstream side of the highest
fixture connection of a horizontal branch to the vent stack.

"Clear water waste" means cooling water and condensate
drainage from refrigeration, and air-conditioning equipment;
cooled condensate from steam heating systems; cooled boiler
blowdown water; wastewater drainage from equipment vrooms and
other areas where water 1is used without an appreciable
addition of oil, gasoline, solvent, acid, etc., and treated
effluent in which impurities have been reduced below a minimum
concentration considered harmful.

"Clinic sink (bedpan hopper)" means a sink designed primarily
to receive wastes from bedpans provided with a flush rim,
integral trap with a visible trap seal, having the same
flushing and cleansing characteristics as a water closet.

""Code" means this article, subsequent amendments thereto, or

any emergency rule or regulation which the administrative
authority having jurisdiction may lawfully adopt.
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59.

60.

61.
62.
63.
64.

65.

66.
67.

68.

69.

70.

"Combination fixture" means a fixture combining one sink and
laundry tray or a two- or three-compartment sink or Tlaundry
tray in one unit.

"Combination waste and vent system" means a specially designed
system of waste piping embodying the horizontal wet venting of
one or more sinks or floor drains by means of a common waste
and vent pipe adequately sized to provide free movement of air
above the flow line of the drain.

"Combined building drain" means building drain - combined.
"Combined building sewer" means building sewer - combined.
"Commercial" means public or public use.

"Common vent" means a vent connected at a common connection of
two fixture drains and serving as a vent for both fixtures.

"Conductor" means the water conductor from the roof to the
building storm drain, combined building sewer, or other means
of disposal and located inside of the building.

"Continuous vent" means a vertical vent that is a continuation
of the drain to which it connects.

"Continuous waste" means a drain from two or more fixtures
connected to a single trap.

"Corrosive waste" means waste derived from laboratories or
classrooms used for laboratory or demonstration purposes, or
from industrial or commercial processes, or from any sink or
fixture made to receive discarded chemicals, whereby acid or
other harmful chemicals are disposed of, which may destroy or
cause damage to the materials and equipment of a plumbing
installation, if such materials and equipment are not of a
type selected, manufactured, or installed for such special
use.

"Critical 1level" on a backflow prevention device or vacuum
breaker means a point established by the manufacturer and
usually stamped on the device by the manufacturer which
determines the minimum elevation above the flood Tevel rim of
the fixture or receptacle served at which the device may be
installed. When a backflow prevention device does not bear a
critical level marking, the bottom of the vacuum breaker,
combination valve, or the bottom of any approved device shall
constitute the critical level.

"Cross-connection" means any connection or arrangement between
two otherwise separate piping systems, one of which contains
potable water and the other either water of unknown or
questionable safety or steam, gas, or chemical whereby there
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71.

72.

73.

74.

75.

76.

77.

78.

79.

80.
81.

82.

83.
84.
85.

may be a flow from one system to the other, the direction of
flow depending on the pressure differential between the two
systems. (See backflow and backsiphonage.)

"Dead end" means a branch leading from a soil, waste, or vent
pipe, building drain, or building sewer, and terminating at a
developed 1length of two feet [60.96 centimeters] or more by
means of a plug, cap, or other closed fitting.

"Department having  jurisdiction" means administrative
authority.

“Developed length" means the Tlength of a pipeline measured
along the centerline of the pipe and fittings.

"Diameter" means the nominal diameter as designated
commercially.

"Double check valve assembly" means a backflow prevention
device consisting of two independently acting check valves,
internally force loaded to a normally closed position between
two tightly closing shutoff valves, and with means of testing
for tightness.

"Double offset" means two changes of direction installed in
succession or series in a continuous pipe.

"Downspout" means the rainleader from the roof to the building
storm drain, combined building sewer, or other means of
disposal and located outside of the building.

"Domestic sewage" means the water-borne wastes derived from
ordinary living processes.

"Drain" means any pipe which carries wastewater or water-borne
wastes in a building drainage system.

"Drainage pipe" means drainage system.

"Drainage system" means all the piping, within public or
private premises, which conveys sewage, rainwater, or other
liquid wastes to a point of disposal. It does not include the
mains of a public sewer system or private or public sewage-
treatment or disposal plant.

“"Drainage system, building gravity" means a drainage system
which drains by gravity into the building sewer.

"Drainage system, sub-building” means building subdrain.
"Dry well" means leaching well.

"Dual vent" means common vent.
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86.

87.

88.

89.
90.

91.

92.

93.
94.

95.

96.

97.

98.

"Durham system" means a soil, waste, or vent pipe system where
all piping is of threaded pipe using recessed drainage
fittings.

"Dwelling unit - multiple" means a room or group of rooms
forming a single habitable unit with facilities which are used
or intended to be wused for living, sleeping, cooking, and
eating; and whose sewer connections and water supply within
its own premise are shared with one or more other dwelling
units.

"Dwelling unit - single" means a room or group of rooms
forming a single habitable unit with facilities which are used
or intended to be used for 1iving, sleeping, cooking, and
eating; and whose sewer connections and water supply are
within its own ©premise separate from and completely
independent of any other dwelling.

"D.W.V." means drainage, waste, and venting.

"Effective opening" means the minimum cross-sectional area at
the point of water supply discharge, measured or expressed in
terms of (a) diameter of a circle, or (b) if the opening is
not circular, the diameter of a circle of equivalent cross-
sectional area.

"Existing work" means a plumbing system or any part thereof
installed prior to the effective date of this article.

"Family" means one or more individuals 1iving together and
sharing the same facilities.

"Fixture" means plumbing fixture.

"Fixture branch" means a water supply pipe between the fixture
supply and water distributing pipe.

"Fixture branch - drainage" means a drain serving one or more
fixtures which discharges into another drain.

"Fixture drain" means the drain from the trap of a fixture to
the junction of that drain with any other drainpipe.

"Fixture supply" means the water supply pipe connecting a
fixture to a branch water supply pipe or directly to a main
water supply pipe.

"Fixture wunit (drainage - d.f.u.)" means a measure of the
probabie discharge into the drainage system by various types
of plumbing fixtures. The drainage fixture-unit value for a
particular fixture depends on its volume rate of drainage
discharge, on the time duration of a single drainage
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99.

100.
101.

102.

103.

104.

105.

105.1.

106.

107.

108.
109.

110.
111.

operation, and on the average time between successive
operations.

"Fixture wunit (supply - s.f.u.)" means a measure of the
probable hydraulic demand on the water supply by various types
of plumbing fixtures. The supply fixture-unit value for a
particular fixture depends on its volume rate of supply, on
the time duration of a single supply operation, and on the
average time between successive operations.

"Flood level" means flood level rim.

"Flood 1level rim" means the edge of the receptacle from which
water overflows.

"Flooded" means the condition which results when the liquid in
a container or receptacle rises to the flood-level rim.

"Flow pressure" means the pressure in the water supply pipe
near the faucet or water outlet while the faucet or water
outlet is wide-open and flowing.

"Flushing type floor drain® means a floor drain which is
equipped with an integral water supply, enabling flushing of
the drain receptor and trap.

"Flush valve" means a device located at the bottom of a tank
for flushing water closets and similar fixtures.

"Flushometer tank" means a device integrated within an air
accumulator vessel which 1is designed to discharge a
predetermined quantity of water to fixtures for flushing
purposes.

"Flushometer valve" means a device which discharges a
predetermined quantity of water to fixtures for flushing
purposes and is closed by direct water pressure.

"Frostproof closet" means a hopper with no water in the bowl
and with the trap and water supply control valve located below
frostline.

"F.U." means fixture units.

"Funnel drain" means a funnel-shaped receptor for receiving
the discharge of an indirect waste pipe.

"G.P.M." means gallons per minute.
"Grade" means the fall (slope) of a line of pipe in reference

to a horizontal plane. 1In drainage it is usually expressed as
the fall in a fraction of an inch per foot length of pipe.
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113.
114,

115.
116.

117.

118.

119.

120.
121.
122.
123.

124.

"Grease interceptor" means interceptor.
"Grease trap" means interceptor.

"Ground water" means subsurface water occupying the zone of
saturation.

a. "Confined ground water" is a body of ground water overlain
by material sufficiently impervious to sever free
hydraulic connection with overlying ground water.

b. "Free ground water" 1is ground water in the zone of
saturation extending down to the first impervious barrier.

"Hangers" means supports.

"Health authority" means the state department of health or a
county, city, or multi or combined county or city health unit.

"Horizontal branch drain" means a drain branch pipe extending
laterally from a soil or waste stack or building drain, with
or without vertical sections or branches, which receives the
discharge from one or more fixture drains and conducts it to
the soil or waste stack or to the building drain.

"Horizontal pipe" means any pipe or fitting which makes an
angle of less than forty-five degrees with the horizontal.

"Hot water" means water supplied to plumbing fixtures at a
temperature of not less than one hundred ten degrees
Fahrenheit [-12.22 degrees Celsius], and not more than one
hundred forty degrees Fahrenheit [60 degrees Celsius], except
that commercial dishwashing machines and similar equipment
shall be provided with water one hundred eighty degrees
Fahrenheit [82.22 degrees Celsius] for sterilization purposes.

"House drain" means building drain.

"House sewer" means building sewer.

"House trap" means building trap.

"Individual sewage disposal system" means a system for
disposal of domestic sewage by means of a septic tank,
cesspool, or mechanical treatment, designed for use apart from
a public sewer to serve a single establishment or building.
"Indirect waste pipe" means a waste pipe which does not
connect directly with the drainage system, but  which

discharges into the drainage system through an air break or
airgap into a trap, fixture, receptor, or interceptor.

878



125.

126.

127.

128.

129.

130.
131.
132.

133.

134.

135.

136.

137.

138.

139.

140.

"Individual vent" means a pipe installed to vent a fixture
drain. It connects with the vent system above the fixture
served or terminates outside the building into the open air.

"Individual water supply" means a supply other than an
approved public water supply which serves one or more
families.

"Industrial wastes" means 1liquid or liquid-borne wastes
resulting from the processes employed in industrial and
commercial establishments.

"Insanitary" means contrary to sanitary principles - injurious
to health.

"Interceptor" means a device designed and installed so as to
separate and retain deleterious, hazardous, or undesirable
matter from normal wastes while permitting normal sewage or
1iquid wastes to discharge into the drainage system by
gravity.

"Installed" means altered, changed, or a new installation.
"Interval" means branch interval.

"Invert" means the lowest portion of the inside of a
horizontal pipe.

"Leaching well or pit" means a pit or receptacle having porous
walls which permit the contents to seep into the ground.

"Leader" means an exterior vertical drainage pipe for
conveying storm water from roof or gutter drains.

"Liquid waste" means the discharge from any fixture,
appliance, area, or appurtenance, which does not contain human
or animal waste matter.

"Load factor" means the percentage of the total connected
fixture until flow which is 1ikely to occur at any point in
the drai