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By Mr. Tarr, a petition (accompanied by bill. Senate, No. 905) of

Bruce E. Tarr and Michael W. Morrissey for legislation to increase the
affordability and accessibility of health insurance in the Commonwealth.
Insurance.

£l)f Commonlufaltt) of i-Hassaclnisftts

In the Year Two Thousand and Thr

An Act relative to increasing the affordability and accessability

OF HEALTH INSURANCE IN THE COMMONWEALTH.

Be It enacted by the Senate and House of Representatives in General
Court assembled, and by the authority of the same, as follows:

1 The Massachusetts General Laws are hereby amended by
2 adding after Chapter 176 G the following new Chapter:—

3

4 Section 1. As used in this chapter, the following words shall,
5 unless the context clearly requires otherwise, have the following
6 meanings:—
7 (a) “Carrier” An insurer licensed or otherwise authorized to
8 transact accident and health benefit plans under chapter one hun-

-9 dred and seventy-five; a non-profit hospital service corporation
10 organized under chapter one hundred and seventy-six A; a non-
-11 profit medical service corporation organized under chapter one
12 hundred and seventy-six B; a health maintenance organization
13 organized under chapter one hundred and seventy-six G; and any
14 multiple employer welfare arrangement (MEfWA) required to be
15 licensed under chapter one hundred and seventy-five; which
16 issues a health benefit plan on or after January 1, 1997; and any
17 other insurance carrier which that issues excess loss coverage to
18 self-funding employer benefit plans for risks incident to
19 employees employed or residing in the Commonwealth.
20 (b) “Commissioner”, the Commissioner of the Division of
21 Insurance or his designee.

Chapter 176GG
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22 (c) “Eligible Dependent”, the spouse or children of an eligible
23 individual and who also meets all of the criteria in the definition
24 of “eligible individual” in Section 1 of this chapter.
25 (d) “Eligible Individual”, a resident of the Commonwealth who
26 meets ail of the following criteria: a) the individual is not insured
27 under any other health benefit plan, including a “Guaranteed-issue
28 individual health plan” as defined under Section 3, or any indi-
-29 vidual policy of insurance issued pursuant to a conversion privi-
-30 lege contained in any group or individual policy; b) the individual
31 does not have access to a health benefit plan through such individ-
-32 ual’s employer, either because the employer does not offer a
33 health benefit plan or because the employee does not meet the eli-
-34 gibility criteria under such health benefit plan including the cri-
-35 teria for an eligible employee set forth in chapter one hundred and
36 seventy-six J; c) none of the premium for the individual’s health
37 benefit plan, whether issued on a group or non-group basis, is paid
38 directly or indirectly by such individual’s employer; d) the indi-
-39 vidual is not eligible for coverage through a health benefit plan in
40 which such individual’s spouse or parent or guardian is enrolled or
41 eligible to be enrolled; e) such individual is not eligible to obtain
42 benefits through a health benefit plan program administered
43 directly or indirectly by the department under chapter one hundred
44 and eighteen F; f) the individual is not or is no longer eligible for
45 continued group coverage under section 49808 of the Internal
46 Revenue Code of 1986, section 601 through 608 of the Employee
47 Retirement Income Security Act of 1974, or pursuant to sections
48 2201 through 2208 of the Public Health Service Act, as amended;
49 and g) the individual is not eligible for continuation of coverage
50 health benefits under chapter HOD, chapter HOG or chapter HOI
51 of chapter 175 of the Massachusetts General Laws; h) the indi-
-52 vidual is not eligible for health benefits funded and administered
53 by any other Commonwealth or federal government program; i) an
54 individual who is legally domiciled in the state of Massachusetts
55 and is eligible for enrollment in the pool as a result of the federal
56 Health Insurance Portability and Accountability Act of 1996, or
57 an individual who is legally domiciled in the Commonwealth and
58 is eligible for enrollment in the pool as a result of the federal
59 Trade Adjustment Assistance Reform Act of 2002. For the pur-
-60 pose of subsection (f) above, an individual who would have been
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61 eligible for such continuation of coverage benefits, but is not eli-
-62 gible solely because such individual failed to make the required
63 coverage election during the applicable time period or failed to
64 make the required premium payment, shall be deemed to be eli-
-65 gible for such group coverage until the date on which the individ-
-66 ual's continuing group coverage benefits would have expired had
67 an election or premium payment been made. An individual who
68 would otherwise be an “Eligible Individual” but for the limitation
69 imposed by a) of this paragraph is an eligible individual if the rate
70 charged to the individual exceeds the allowable rale under a
71 “Guaranteed-issue individual health plan” pursuant to Section 2of
72 this Amendment.
73 (e) “Emergency Services”, covered services provided after the
74 sudden onset of a medical condition manifesting itself by acute
75 symptoms, including severe pain, which are severe enough that
76 the lack of immediate medical attention could reasonably be
77 expected to result in:— 1) placing the patient’s health in serious
78 jeopardy; 2) serious impairment of bodily functions; or, 3) serious
79 dysfunction of any bodily organ or part.
80 (0 “Guaranteed-issue individual health plan”, shall have the
81 meaning as defined in Section 3of this Amendment.
82 (g) “Health benefit plan”, any blanket, general or group policy
83 or medical, surgical or hospital insurance described in subsections
84 (a), (c) or (d) of section one hundred and ten of chapter one hun-
-85 dred and seventy-five, any policy of accident or sickness insur-
-86 ance as described in section one hundred and eight of chapter one
87 hundred and seventy-five which provides hospital or surgical
88 expense coverage; any non-group or group hospital or medical
89 service plan issued by a non-profit hospital or medical service
90 corporation under chapters one hundred and seventy-six A and
91 one hundred and seventy-six B; any non-group or group health
92 maintenance contract issued by a health maintenance organization
93 under chapter one hundred and seventy-six C; any self-insured or
94 self-funded employer group health plan; any health coverage pro-
-95 vided to persons serving in the armed forces of the United Com-
-96 monwealths; or medical assistance provided under chapter one
97 hundred and eighteen E; the term “health benefit plan” shall not
98 include accident only, credit, dental or disability income insur-
-99 ance, any individual policy of insurance issued pursuant to a con-
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100 version privilege contained in any group or individual policy, sup-
plemental hospital indemnity coverage sold on a per diem basis,
specified disease coverage, coverage issued as a supplement to
liability insurance, insurance arising out of a worker’s compensa-
tion or similar law, automobile medical payment insurance, insur-
ance under which beneficiaries are payable with or without regard
to fault and which is statutorily required to be contained in a lia-
bility insurance policy or equivalent self-insurance, long-term
care insurance, nursing home insurance, home health care insur-
ance or any group blanket or governmental program or health ben-
efit plans coverage issued to a student in compliance with section
eighteen of chapter fifteen A of the General Laws of Massachu-
setts. The commissioner may, by regulation, define other health
coverage as an eligible plan for the purposes of this chapter.
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114 (h) “Massachusetts Health Plan Partnership, Inc.", known as

“The Partnership." shall have the meaning as defined in Section 2
of this Amendment.

115
116
117 (i) “Pre-Existing Condition Provision", a health benefit plan

provision which excludes coverage for charges or expenses
incurred during a specified period following the effective date of
coverage (i) as to a condition which, during a specified period
immediately preceding the effective date of coverage, had mani-
fested itself in such a manner as would cause an ordinarily pru-
dent person to seek medical advice, diagnosis, care or treatment or
for which medical advice, diagnosis, care or treatment was recom-
mended or received or (ii) as to a pregnancy existing on the effec-
tive date of coverage.
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(j) “Qualifying health benefit plan", (i) any blanket, general or
group policy of medical, surgical or hospital insurance described
in subsections (A), (C) or (D) of section one hundred and ten of
chapter one hundred and seventy-five; (ii) any policy of accident
or sickness insurance as described in section one hundred and
eight of chapter one hundred and seventy-five which provides
hospital or surgical expense coverage; (iii) any non-group or
group hospital or medical service plan issued by a non-profit hos-
pital or medical service plan issued by a non-profit hospital or
medical service corporation under chapters one hundred and
seventy-six A and one hundred and seventy-six B; (iv) any non-
group or group health maintenance contract issued by a health
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139 maintenance organization under chapter one hundred and seventy-
140 six G; (v) any self-insured or self-funded employer group health
141 plan; (vi) any health coverage provided to persons serving in the
142 armed forces of the United States; or (vii) medical assistance pro-
143 vided under chapter one hundred and eighteen E. The commis-
144 sioner may, by regulation, define other health coverage as a
145 qualifying health plan for the purposes of this chapter
146 (k) "Resident”, a person living in this Commonwealth, as defined
147 by the commissioner by regulation; provided, however, that the
148 person has lived in the commonwealth for not less than six months
149 prior to application for enrollment in the health benefit plans under
150 this chapter and the person did not move into the commonwealth
151 for the sole purpose of securing health benefit plans under this
152 chapter; and provided further, that confinement of a person in a
153 nursing home, hospital or other medical institution shall not by
154 itself be sufficient to qualify such a person as a resident
155 (I) “Waiting period”, a period immediately subsequent to the
156 effective dale of coverage under a health benefit plan during
157 which the carrier does not pay for some or all hospital or medical
158 expenses.
159 Section 2. There is hereby created a nonprofit legal entity to be
160 known as the Massachusetts Health Plan Partnership, Inc. (here-
161 after referred to as “The Partnership”). All carriers doing business
162 in the commonwealth as a condition to their authority to transact
163 the applicable kinds of health benefit plans defined in Section 1 of
164 this chapter; and excess loss insurers defined in subsection (a) of
165 Section 1 of this chapter, shall be members of “The Partnership.”
166 “The Partnership” shall perform its functions under a plan of oper-
167 ation established and approved under subdivision (a), and shall
168 exercise its powers through a board of directors established under

170 (a)(1) The initial board of directors of “The Partnership" shall
171 be made up of nine individuals selected by members from among
172 membership, including at least one excess loss carrier and one
173 non-member employer which self-funds health benefits for its
174 employees in the Commonwealth. Board members shall be
175 selected subject to approval by the governor. The initial board of
176 directors shall convene meetings as necessary initially to organize
177 “The Partnership.” The governor shall give notice to all members

169 this section
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of the time and place of the organizational meeting. In deter-
mining voting rights at the organizational meeting each member
shall be entitled to vote in person or by proxy. The vote shall be a
weighted vote based on the net health benefit plans premium
derived from this commonwealth in the previous calendar year. If
the board of directors is not selected within sixty days after notice
of the organizational meeting, the governor may appoint the initial
board. In approving or selecting members of the board, the gov-
ernor may consider, among other things, whether all members are
fairly represented. Members of the board may be reimbursed from
the monies of "The Partnership” for expenses incurred by them as
members, but shall not otherwise be compensated by "The Part-
nership.” The plan of operation shall become effective upon
approval in writing by the governor consistent with the date on
which the “Guaranteed-issue individual health plan” coverage
under Section 3 of this Amendment must be made available.
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194 The governor shall, after notice and hearing, approve the plan

of operation provided such plan is determined to be suitable to
assure the fair, reasonable and equitable administration of "The
Partnership,” and provides for the sharing of “The Partnership"
losses on an equitable proportionate basis among members and, as
applicable, self-funded employers. If the board fails to submit a
suitable plan of operation within one hundred eighty days after its
appointment, or if at any time thereafter the board fails to submit
suitable amendments to the plan, the governor shall, after notice
and hearing, adopt and promulgate such reasonable rules as are
necessary or advisable to effectuate the provisions of this section.
Such rules shall continue in force until modified by the commis-
sioner or superseded by a plan submitted by the board and
approved by the governor. The plan of operation shall, in addition
to requirements enumerated in Sections 1 through 5 inclusive:
(A) Establish procedures for the handling and accounting of assets
and monies of “The Partnership”; (B) establish regular times and
places for meeting of the board of directors; (C) establish proce-
dures for records to be kept of all financial transactions, and for
the annual fiscal reporting to the commissioner; (D) establish pro-
cedures whereby selections for the board of directors shall be
made and submitted to the commissioner; (E) establish procedures
to amend, subject to the approval of the commissioner, the plan of

195
196
197
198
199
200
201
202
203
204
205
206
207
208
209
210
211
212
213
214
215
216



72003] SENATE No. 905

operations; (F) establish procedures for the selection of an admin-
istering carrier and set forth the provisions necessary or proper for
the execution of the powers and duties of “The Partnership”;
(H) establish procedures for the advertisement of the general
availability of the “Guaranteed-issue individual health plan” under
Sections 1 through 5 of this Amendment, inclusive; (I) establish
an actuarial committee consisting of five persons who are mem-
bers of the American Academy of Actuaries; and (J) establish
methods for measuring, determining liability and assessing losses
to carriers issuing health benefit plans defined in section 1 of this
chapter, excess loss carriers, and self-funded employers. As per-
taining to self-funded employers, the board shall be authorized to
apportion assessments directly to such employers or propose alter-
native methods of collecting funds, including but not limited to
assessment against premiums paid to excess loss insurers by such
employers on a basis adjusted to ensure parity between costs born
by all entities and plans whose members, employees and former
employees and their dependents are eligible for benefits through
“The Partnership”.
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236 “The Partnership” shall have the general powers and authority

granted under the laws of this commonwealth to carriers to
transact the kinds of insurance defined under “health benefit plan”
in Section 1 of this Amendment, and in addition thereto, the spe-
cific authority to: (1) Enter into contracts, including but not lim-
ited to reinsurance, as necessary or proper to carry out the
provisions and purposes of Sections 1 through 5, inclusive; (2) sue
or be sued, including taking any legal actions necessary or proper
for recovery of any assessments for, on behalf of, or against mem-
bers; (3) take such legal action necessary to avoid the payment of
improper claims against “The Partnership” or the coverage pro-
vided by or through “The Partnership”; (4) establish, with respect
to health benefit plans provided by or on behalf of “The Partner-
ship,” appropriate rates, scales of rates, rate classifications and
rating adjustments, such rates not to be unreasonable in relation to
the coverage provided by carriers outside “The Partnership” that
are not offered through a managed care delivery system, appro-
priate rates, scales of rates, rate classifications and rating adjust-
ments; (6) appoint from among members appropriate legal,
actuarial and other committees as necessary to provide technical
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assistance in the operation of "The Partnership," policy and con-
tract design, and any other function within the authority of “The
Partnership.” Every member shall participate in “The Partnership"
in accordance with the provisions of this subdivision (1). Rates for
coverage issued by or through “The Partnership" shall not be
excessive, inadequate or unfairly discriminatory. Separate scales
of premium rates based on age and geographic area shall apply.
Premium rates shall take into consideration the substantial extra
morbidity and administrative expenses for "The Partnership” risks
and reimbursement of reasonable expenses incurred for the
writing of “The Partnership" risks. In no event shall the rate for a
given individual or an individual with family coverage be less
than one hundred twenty-five percent or more than one hundred
fifty percent of the rate charged an individual or an individual
with family coverage who would be issued a policy at a so-called
standard non-group rate. All rates promulgated by “The Partner-
ship” shall be filed with the commissioner and may be disap-
proved within sixty days from the filing thereof if excessive,
inadequate, or unfairly discriminatory.
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275 Following the close of each calendar year, the administering car-

rier shall determine the new premiums earned and such premiums
or premium equivalents attributable to self-funded employers, the
incurred losses for the year and the expenses of administering “The
Partnership.” Any net loss shall be assessed to all members and
other obligors in proportion to their respective shares of the total
health benefit plans premiums earned or premium equivalents for
coverage in effect in this commonwealth during the calendar year.
If the board determines that “The Partnership” will not have suffi-
cient funding for medical expenses anticipated in relation to its
health plans, the board shall have the authority to declare an emer-
gency assessment to members to make up such anticipated short-
fall. Such an emergency assessment shall be paid by members and
others obligated to contribute in the same proportions as deter-
mined for payment of the previous year’s assessment.
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“The Partnership" shall conduct periodic audits to assure the
general accuracy of the financial data submitted to “The Partnership”
and “The Partnership” shall have an annual audit of its operations by
an independent certified public accountant. The annual audit shall be
filed with the commissioner for his review. Within 30 days after the
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295 close of each calendar quarter, the administering carrier shall furnish
296 the board or its designated committee a financial statement reporting
297 expenses, revenues and cash on hand or owed from all sources.
298 Every “Guaranteed-issue individual health plan” issued or
299 renewed through the Massachusetts Health Plan Partnership, Inc.,
300 shall provide benefits through a managed care delivery system.
301 Such managed care delivery system shall include one or more
302 health maintenance organization or preferred provider network
303 plans, as determined by the board of “The Partnership," with the
304 approval of the commissioner. In the event that such managed care
305 plans would not adequately serve enrollees in a particular area of
306 the commonwealth, the board may offer to such enrollees a man-
-307 aged care product which contains alternative cost containment
308 features, including but not limited to. utilization review of health
309 care services, review of the medical necessity of hospital and
310 physician services and case management benefit alternatives.
311 Nothing herein shall require carriers offering a “Guarantee-issue
312 individual health plan" outside “The Partnership” to provide bene-
-313 fits through a managed care delivery system.

314 All policy forms issued by a carrier shall conform in substance
315 to prototype forms developed by “The Partnership”, shall in all
316 other respects conform to the requirements of Sections 1 through 5
317 inclusive, and shall be certified and filed for informational pur-
-318 poses with the commissioner. Neither "The Partnership" nor a car-
-319 rier shall issue a “Guaranteed-issue individual health plan" to
320 someone who is not an eligible individual or an eligible dependent.
321 There shall be no liability on the part of and no cause of action
322 of any nature shall arise against any carrier or its agents or its
323 employees, “The Partnership” or its agents or its employees or the
324 commissioner or his or her representatives for any action taken by
325 them in the performance of their duties under Sections 1 through
326 5, inclusive. This provision shall not apply to the obligations of a
327 carrier or “The Partnership” for payment of benefits provided
328 under a “Guaranteed-issue individual health plan.”
329 Section 3. All “Guaranteed-issue individual health plans” shall
330 include minimum standard benefits and coverage provisions as
331 described in this section.
332 (A) A “Guaranteed-issue individual health plan” shall be a uni-
-333 form set of benefits which shall include at least the following
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medically necessary services:— reasonably comprehensive physi-
cian services; inpatient and outpatient hospital services; emer-
gency health care services; and a lull range of effective clinical
preventive care. A committee appointed by the board of directors
shall design the Guaranteed-issue health benefit plan. The com-
mittee shall include representatives of health carriers, consumers
and medical providers. The commissioner may require the carrier
to offer additional medical treatments, procedures and related
health services consistent with MGL Chapter 175 and any other
stationary provisions.
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(B) A “Guaranteed-issue individual health plan” offered by
“The Partnership” or a carrier may contain alternative policy pro-
visions and benefits, including cost containment features, consis-
tent with the purposes of this chapter, provided such alternative
provisions and benefits are approved by the insurance commis-
sioner prior to their use.
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(C) (1) No “Guaranteed-issue individual health plan” shall
exclude any eligible individual or eligible dependent on the basis
of age, occupation, the actual or expected health condition of such
person, or the claims experience or medical condition of such
person; (2) Every “Guaranteed-issue individual health plan” shall
be renewable with respect to all eligible individuals and eligible
dependents consistent with section 6 of this chapter (3) Preex-
isting conditions provisions shall not exclude coverage for a
period beyond six months following the individual’s effective date
of coverage and may only relate to (i) conditions which had,
during the six months immediately preceding the effective date of
coverage, manifested themselves in such a manner as would cause
an ordinarily prudent person to seek medical advice, diagnosis,
care or treatment or for which medical advice, diagnosis, care or
treatment was recommended or received during such period or
(ii) a pregnancy existing on the effective date of coverage.
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In determining whether a preexisting condition provision
applies to an eligible individual, all “Guaranteed-issue individual
health plans” shall credit the time such person was covered under
a previous qualifying health benefit plan if the previous coverage
was continuous to a date not more that thirty days prior to the
effective date of the new coverage, and if the previous qualifying
health benefit plan coverage was reasonably actuarially equivalent
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to the new coverage; (iii) No “Guaranteed-issue individual health
374 plan” shall provide for a waiting period of more than six months
375 beyond the eligible individual's effective date of coverage under
376 the “Guaranteed-issue individual health plan.” If the “Guaranteed-
-377 issue individual health plan” includes a waiting period, emergency
378 services must be covered during the waiting period. In applying a
379 waiting period to an eligible individual, all “Guaranteed-issue
380 individual health plans” shall credit the time such person was cov-
-381 ered under a previous qualifying health benefit plan if such person
382 experiences only a temporary interruption in coverage.
383 Section 4. (A) Every carrier offering a health benefit plan to
384 individuals in the commonwealth shall elect annually for the cal-
-385 endar year to either (i) offer a “Guaranteed-issue individual health
386 plan," described in Section 3, to every eligible individual in the
387 commonwealth, or (ii) not offer a “Guaranteed-issue individual
388 health plan.”
389 (B) Every carrier that elects to offer the “Guaranteed-issue indi-
-390 vidual health plan" may also offer health benefit plans other than
391 the “Guaranteed-issue individual health plan” so long as the
392 plans' benefit design and rates conform with that carrier’s gov-
393 erning statute and applicable regulation
394 (C) A carrier shall not be required to issue a health benefit plan
395 to an eligible individual or eligible dependent if (I) the eligible
396 individual or eligible dependent does not meet a health mainte-
-397 nance organization’s requirements regarding residence within the
398 health maintenance organization’s approved service area; or
399 (2) within an area where the health maintenance organization rea-
-400 sonably anticipates, and demonstrates to the satisfaction of the
401 commissioner, that it will not, within that area, have the capacity
402 in its network of providers to deliver services adequately to the
403 individual because of its obligations to existing contract holders
404 and enrollees; provided that the health maintenance organization
405 that demonstrates to the satisfaction of the applicants for cov
406 erage, whether they be applicants for group or non-group cov-
407 erage, until the later of ninety days after each such refusal or the
408 date on which the health maintenance organization notifies the
409 commissioner that it has regained capacity to deliver services to
410 eligible individuals and eligible dependents
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(D) The premium charged for a “Guaranteed-issue individual
health plan” which is not issued by or through “The Partnership”
may not exceed the premium which would be applicable for such
eligible individual if such plan was issued by “The Partnership.”
The premium may not exceed the premium established under “ The
Partnership.”
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(E) The carrier may reserve the right to adjust premiums by
classes in accordance with its experiences for “Guaranteed-issue
individual health plans,” provided such premium may not exceed the
premium established for that particular class by “The Partnership.”

417
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419
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421 Section 5. A “Guaranteed-issue individual health plan” shall

contain the minimum standard benefits prescribed in Section 3
and shall also conform in substance to the requirements of this
section. Each “Guaranteed-issue individual health plan” shall con-
tain provisions:— (1) Which obligate the carrier to continue the
contract until the earlier of (A) the date on which the individual
whose name the contract was issued first becomes eligible for
coverage under Title XVlll of the Social Security Act, provided
the individual is sixty-five years of age or older, or under a group
health benefit plan, or (B) the plan anniversary date at least sixty
days prior to which the carrier has mailed to the individual at his
last address shown on the carrier’s records written notice of its
decision not to continue coverage on a class basis only, or (C) the
date on which the individual becomes eligible for coverage under
a health benefit plan, a high risk pool or arrangement established
by statute or regulation in another state; (2) which, upon the death
of the individual in whose name to contract was issued, permits
every other individual then covered under the contract to elect,
within such a period as shall be specified in the contract, to con-
tinue the same coverage until such time as he would have ceased
to be entitled to coverage had the individual in whose name the
contract was issued lived; and (3) under which the benefits
payable shall be excess to all other sources of health benefit plan
benefits including benefits provided pursuant to any common-
wealth or federal law other than Medicaid.
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Section 6. (a) Except as provided in this section, a carrier issuer
that provides individual health insurance coverage for major med-
ical benefits to an individual shall renew or continue in force such
coverage at the option of the individual.
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(b) General exceptions. A health insurance issuer may non-
renew or discontinue health insurance coverage providing major
medical benefits for an individual in the individual market based
only on one (1) or more of the following:
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(1) Nonpayment of the premium. The individual has failed to
pay premiums or contributions in accordance with the terms of the
health insurance coverage or the issuer has not received timely
premium payments;
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(2) Fraud. The individual has performed an act or practice that
constitutes fraud or made an intentional misrepresentation of
material fact under the terms of the coverage;

458

459
460

(3) Termination of the plan. The issuer ceases to offer health
benefit plans in the individual market or cancels or nonrenews all
of a particular health benefit plan;

461
462
463

(4) Movement outside the service area. In the case of a carrier
issuer that offers health benefit plans in the market through a net-
work plan, the individual no longer resides, lives, or works in the
service area, or in an area for which the issuer is authorized to do
business, but only if such individual major medical coverage is ter-
minated under this subdivision (c)(2)(D) uniformly without regard
to any health-status related factor of covered individuals; and
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467
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471 (5) Association membership ceases. In the case of health insur-

ance for major medical coverage that is made available in the indi-
vidual market only through one (1) or more bona tide associations,
the membership of the individual in the association, as the basis on
which the coverage is provided, ceases but only if such major med-
ical coverage is terminated under this section uniformly without
regard to any health status-related factor of covered individuals.

472
473
474
475
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477
478 (c) A carrier that decides to discontinue offering a specific

health benefit plan it markets or has marketed to individuals or
that decides to discontinue offering all health plans it markets or
has marketed to individuals shall comply with this subsection.
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480
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482 (1) In any case in which an insurer decides to discontinue

ottering a particular indivitlual health benefit plan, coverage under
such form may be terminated by the carrier only if: a. The carrier
provides notice of the termination to each individual who is
named insured under the individual health plan at least 90 days
prior to the date of termination of such coverage; b. the insurer
otters to each individual covered under the individual health ben-

483
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efit plan the option to purchase any other individual health benefit
plan currently being offered by the carrier in the commonwealth;
and c. The carrier acts uniformly without regard to any health-
slatus-related factor in the termination of coverage and offer pur-
suant to b.

489
490

491
492
493

(2) In any case in which a carrier elects to discontinue offering
all individual health plans in the commonwealth, the carrier may
terminate coverage to individuals covered under such individual
health plans only if: a. The insurer provides notice to the commis-
sioner and to each named insured of such discontinuation at least
180 days prior to the date coverage is to terminate; and b. All
individual health plans issued or delivered for issuance in the
commonwealth is discontinued and coverage under such health
plans in such market is terminated. A carrier who terminates indi-
vidual health plans pursuant to this subsection shall not issue any
individual health benefit plans pursuant to this subsection for a
period of five years; provided, however, that the commissioner, in
his discretion, may allow a carrier to re-enter the individual
market sooner.
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(d) Exception for uniform modification of coverage. At the
time of coverage renewal, a health insurance issuer may modify a
health benefit plan offered to individuals in the individual market
so long as such modification is effective on a uniform basis
among all individuals with that health benefit plan.
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513 Section 7. A carrier that markets health benefit plans to individ-

uals may meet the requirements of Chapter 176 M of the General
Laws by complying with this chapter. A carrier that markets health
benefit plans to “qualified small businesses, as defined by
chapter 176 J may meet the requirements of subsection(b)(l) of
Section 2 of Chapter 176 M of the General Laws by participating in
“The Partnership” as established in Section 2 of this Amendment.
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